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Opinions 


President's  page 

Lead  or  be  led 

I KNOW  THAT  THERE  is  a great  deal 
of  anticipation  and  some  fear 
among  physicians  about  the  impend- 
ing changes  to  our  health  care  deliv- 
ery system.  With  the  inauguration 
of  a new  president  and  a significant 
number  of  new  congressmen  and 
congresswomen  in  Washington,  it 
is  hard  to  predict  what  will  happen. 
All  of  the  signs  point,  however,  to 
some  sort  of  activity  within  the  next 
year.  The  timing  and  exact  direction 
may  be  unclear,  but  public  opinion- 
-and,  more  importantly,  the  opinion 
of  the  payers  of  health  care— is  pro- 
pelling our  political  system  into 
action,  at  both  the  national  and  state 
levels. 

In  a recent  commentary  in  JAMA 
about  prostate  cancer.  Dr  Paul  Lange 
stated  that  "The  current  confusion 
surrounding  prostate  cancer  is  a sign 


of  progress"  (/AMA. 1993;269:95-96). 
1 think  the  same  might  be  said  about 
health  care  and  the  various  solu- 
tions that  are  being  proposed  to  the 
problems  that  have  been  identified. 
The  heat  has  been  turned  up  under 
the  cauldron,  everybody  is  trying  to 
stir  it  at  the  same  time,  and  things 
are  starting  to  bubble  furiously  with 
no  end  point  in  sight.  This  is  the 
kind  of  situation  that  calls  for  a calm 
voice,  an  orderly  approach  to  the 
problem,  and  a plan. 

During  the  past  4 months,  the 
State  Medical  Society  Task  Force  on 
Health  Care  Reform  has  been  meet- 
ing regularly.  Dr  Ken  Viste,  and  the 
other  dedicated  members  of  this 
committee,  have  individually  spent 
more  than  100  hours  in  meetings 
and  a great  deal  more  time  in  pre- 
paring for  the  meetings.  They  have 
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approached  health  care  reform  in  a 
systematic  way  and  began  by  re- 
viewing the  various  health  care 
proposals  already  on  the  table  or 
enacted  into  legislation  in  a number 
of  the  states.  They  stepped  back  and 
took  a look  at  the  entire  issue  and 
attempted  to  isolate  the  problems, 
look  at  all  possible  solutions,  and 
then  develop  a proposed  solution 
that  will  be  fiscally  sound,  in  the 
best  interests  of  our  patients,  and 
fair  to  the  physicians  of  Wisconsin. 
This  has  not  been  an  easy  job  and  the 
report,  when  it  is  published,  will  not 
be  easy  reading. 

I want  to  prepare  each  of  you 
ahead  of  time  so  that  you  will  spend 
the  necessary  time  reading  the  re- 
port carefully.  1 want  you  to  give  it  a 
Continued  on  next  pagr 
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Continued  from  preceding  page 
fair  evaluation.  You  will  undoubt- 
edly find  something  in  the  report 
and  recommendations  of  this  SMS 
task  force  that  you  do  not  like  or 
agree  with.  The  part  of  the  report 
you  disagree  with  will  vary  depend- 
ing on  your  gender,  geographic  lo- 
cation of  practice,  age,  and  subspe- 
cialty interest.  1 think  it  is  safe  to  say 
that  very  few  will  like  the  report  in 
its  entirety. 

Let's  have  healthy  discussion  of 
the  issues,  but  let's  also  make  sure 
that  we  step  back  and  take  a broader 
view  of  the  issues  involved  than  just 
those  represented  by  our  own  paro- 
chial interest.  Your  comments  and 
suggestions  to  your  officers  and  the 
SMS  Directors  are  needed,  are  lis- 
tened to,  and  are  appreciated.  But 
once  we  have  made  a decision,  let's 
try  to  move  forward  as  a united 
medical  society  on  this  issue.  When 
1 think  about  the  various  physicians 
of  Wisconsin  and  the  potential  for 
disagreement,  I am  reminded  of  a 
quote  attributed  to  Winston 
Churchill. 

"When  the  animals  gathered,  the 
lion  looked  at  the  eagle  and  said 
gravely,  'We  must  abolish  talons.' 
The  tiger  looked  at  the  elephant  and 
said,  'We  must  abolish  jaws  and 
claws.'  Thus  each  animal  in  turn 
proposed  the  abolition  of  the  weap- 
ons he  did  not  have,  until  the  bear 
rose  up  and  said  in  the  tones  of 
sweet  reasonableness:  'Comrades, 
let  us  abolish  everything— everything 
but  the  great  universal  embrace.'" 

Undoubtedly,  any  proposal  will 
be  modified  once  it  is  held  up  to 
public  discussion  and  to  the  politi- 
cal process.  We  must  be  prepared  to 
make  changes  and  compromises  in 
our  initial  position.  If,  however,  we 
go  forward  divided  at  the  begin- 
ning we  will  get  picked  apart  at  the 
end.  As  a Viet  Nam  veteran,  1 want 
to  remind  you  of  one  of  the  truisms 
of  the  Viet  Nam  War,  "The  only 
thing  more  accurate  than  incoming 
enemy  fire  is  incoming  friendly." ❖ 


President  makes  a mistake 

IRECENLTY  RECEIVED  a Call  from  Dr  Tom  Luetzow,  an  emergency  room 
physician  practicing  in  Oshkosh.  He  pointed  out  to  me  that  I had 
not  given  a reference  for  one  of  the  statements  I made  in  my  President's 
page}  He  questioned  the  accuracy  of  the  following  statement  in  the 
article:  "The  medical  literature  clearly  tells  us  that  the  leading  cause  of 
emergency  room  visits  for  women  between  the  ages  of  15  and  44,  and 
the  second  leading  cause  of  emergency  room  visits  for  women  of  all 
ages,  is  domestic  violence." 

1 went  back  and  checked  my  notes  from  meetings  1 have  attended, 
as  well  as  the  medical  literature  that  1 have  collected  on  this  subject. 
Tom  is  right,  violence— rather  than  domestic  violence— was  the  leading 
cause  of  injury  for  women  15  to  44  years  of  age  in  this  study For  all 
ages,  violence  was  the  second  leading  cause  of  injury  resulting  in 
emergency  room  visits,  with  falls  being  the  most  frequent  cause.  Falls 
were  common  in  the  elderly,  but  were  also  very  common  in  young 
women  in  the  24  to  35  age  group. 

It  is  interesting  that  in  this  study  falls  were  frequently  seen  in  the 
very  young  women  and  in  the  elderly.  I can  understand  the  elderly,  but 
would  like  to  suggest,  as  have  others,  that  falls  in  this  young  female  age 
group  who  are  agile  and  healthy  suggests  the  possibility  of  violence  as 
the  cause  of  their  falls.  Frequently,  victims  and  their  abuser  will 
rehearse  stories  for  hours  before  presenting  themselves  to  emergency 
rooms  for  care.  One  of  the  easiest  ways  to  explain  major  trauma  is  by 
alleging  a fall. 

In  my  enthusiasm  to  promote  the  issue  of  domestic  violence,  1 
incorrectly  quoted  from  the  medical  literature,  and  for  that  1 apologize. 
The  main  point  that  1 wish  to  make  remains  unchanged.  Domestic  vio- 
lence frequently  leads  to  visits  to  the  doctor's  office  and  to  the  emer- 
gency room  for  care.  We  must  be  sensitive  to  this  fact  and  look  beneath 
the  surface.  Telling  a 25-year-old  woman  who  claims  that  she  has 
"fallen  down  the  steps"  to  be  more  careful  next  time  is  not  helpful,  and 
an  opportunity  to  help  her  may  have  been  lost. 

References 

1.  Listwan  W.  President's  page:  Safe  at  home(?).  WisMed /.1992;91(11):61 7-618. 
2.  Grisso  J,  Wishner  A,  et  al.  A Population-Based  Study  of  Injuries  in  Inner-City 
Women.  American  Journal  o/£p(d(’m/oZogt/.1991;134:59-68.*> 


Plan  now  to  attend 
the  1993  SMS  Annual  Meeting 
in  La  Crosse 
April  14-17 


4 


Wisconsin  Medical  Journal  • January  1993 


New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin  X 50 

50%  human  insulin 
Isophane  suspension 
50%  human  Insulin  Injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

• Humulin^  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 1-B-249343  t 1992.  eli  lilly  and  company 


EVP  report:  The  view  from  here 

Wisconsin  steps  forward  as  a national  leader  for  reform 


For  the  past  several  years,  1 have 
lamented  the  fact  that  Wiscon- 
sin was  really  left  out  of  the  national 
debate  on  health  care  reform  due  to 
having  only  one  individual  on  a key 
committee  in  Congress  that  dealt 
with  health  care  matters  (former  Rep 
Jim  Moody). 

Wow:  What  a change  an  election 
can  make.  For  a mid-sized  state  we 
have  moved  into  a unique  position 
to  have  an  effect  on  the  national 
debate.  Rep  Jerry  Kleczka  replaced 
Moody  on  the  Ways  and  Means 
Committee  and  was  appointed  to 
the  Health  Sub-committee.  Second- 
term  Rep  Scott  Klug  was  appointed 
to  the  Energy  and  Commerce  Com- 
mittee that  oversees  60%  of  all  legis- 
lation that  goes  through  Congress, 
including  most  health  care  legisla- 
tion. Veteran  legislator  Rep  Dave 
Obey  continues  to  hold  a key  spot 
on  the  powerful  Appropriations 
Committee. 

If  that  is  not  enough,  the  appoint- 
ments—by  President  elect  Clinton— 
of  University  of  W isconsin  Chancel- 


lor Donna  Shalala  to  the  post  of  sec- 
retary of  the  Department  of  Health 
and  Human  Services,  and  of  long- 
time Wisconsin  Rep  Les  Aspin  to 
secretary  of  defense  (which  over- 
sees CHAMPUS,  as  well  as  health 
care  for  military  personnel  and  their 
dependents)  greatly  enhance  Wis- 
consin's ability  to  provide  not  just  a 
voice  but  leadership  in  the  coming 
reform  debates. 

(President  Clinton  has  proposed 
creation  of  a health  care  systems 
board  to  set  national  policy,  and  two 
leading  Wisconsin  residents— both 
of  whom  have  been  close  to  the  Clin- 
ton camp— have  expressed  interest 
in  serving  on  the  board.  The  Clinton 
transition  team  has  said  it  is  most 
likely  that  Wisconsin  will  have  a 
representative  on  that  board.  Of 
course,  this  would  add  greatly  to 
Wisconsin's  influence  in  the  national 
debate.) 

As  of  this  writing,  we  have  com- 
municated with  all  of  the  above 
cabinet  members  and  congressmen 
regarding  our  willingness  and  abil- 
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ity  to  assist  them  in  evaluating  the 
myriad  reform  proposals  that  will 
be  laid  before  them.  We  have  also  let 
them  know  of  the  important  work 
Continued  on  page  8 


♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 
♦ ♦ 


$30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS 


If  you  are  a board-certified  physician  or  a candidate  for 
board  certification  in  one  of  the  following  specialties,  you 
may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army 
Reserve. 


Anesthesiology 
General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon-Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You 
would  receive  a $10,000  bonus  for  each  year  you  serve  as 
an  Army  Reserve  physician — for  a maximum  of  three 
years. 

You  may  serve  near  your  home,  at  times  convenient  for 
you,  or  at  Army  medical  facilities  in  the  United  States  and 
abroad.  There  are  also  opportunities  to  attend 
conferences  and  participate  in  special  training  programs, 
such  as  the  Advanced  Trauma  Life  Support  Course. 


A test  program  is  being  conducted  which  offers  a bonus 
to  eligible  physicians  who  reside  in  certain  geographic 
areas  (Pennsylvania,  West  Virginia,  Ohio,  Michigan, 


To  learn  more  about  the  Army  Reserve  and  the  Bonus 
Test  Program,  call  one  of  our  experienced  Medical 
Personnel  Counselors: 


CALL  COLLECT  414-771-5438 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


♦ ♦ 


6 


Wisconsin  Medical  Journal  • January  1993 


How  long  will  the 
money  last? 


Not  long  if  you  can't  work  due  to  a disabling  injury’  or  illness. 
Statistics  show  that  1 of  2 people  age  35  risk  having  a long-term 
disability  before  they  reach  65.  And  for  a physician  that  age,  the 
lost  income  can  amount  to  millions  of  dollars. 

We  can  cover  your  losses.  SMS  Insurance  Ser\dces  offers 
excellent  long-term  disability  income  protection.  It’s  non- 
cancelable.  And  guaranteed  continuable  through  age  65. 

Make  your  income  last  a lifetime,  with  the  help  of  SMS 
Insurance  Services. 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  Wl  53701 
(608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 


Continued  from  page  6 
that  the  SMS  Task  Force  on  Health 
Care  Reform  has  been  doing,  and 
that  the  SMS  Board  of  Directors  will 
be  using  this  work  to  launch  its  own 
reform  proposal  in  late  February. 

Of  course,  what  this  means  for 
you  and  your  SMS  is  more  work.  We 
must  redouble  our  efforts  to  make 
the  most  of  our  new  opportunities. 
This  is  no  time  for  complacency. 
This  is  no  time  for  the  inertia  of  fear. 
This  is  no  time  to  shirk  responsibil- 
ity. 

Health  care  reform  is  coming— on 
that  you  can  bet  the  mortgage.  And 
it  is  becoming  clear  that  these  re- 
forms will  mean  fundamental 


changes,  not  just  a fine  tuning  of  the 
familiar  delivery  system.  We  hope 
the  changes  come  in  pieces,  over 
time,  but  we  feel  certain  that  the 
federal  changes  will  be  compatible 
with  the  SMS-proposed  health  care 
reforms. 

For  that,  we  all  owe  a great  debt 
of  gratitude  to  the  members  of  the 
SMS  Task  Force  on  Health  Care 
Reform.  These  physicians  have  put 
in  what  can  only  be  described  as 
superhuman  effort  on  this  project. 
The  reform  package  that  is  taking 
shape,  and  which  will  be  offered  to 
the  SMS  Board  of  Directors  and 
House  of  Delegates,  is  both  vision- 
ary and  pragmatic.  Not  everyone 


Book  review 

Attention  deficit  disorders 


Dr  Wendy  Coleman's  1992  edi- 
tion of  Attention  Deficit  Dis- 
orders, Hyperactwity  and  Associated 
Disorders  is  a revision  of  a book  that 
has  a good  reputation.  Dr  Coleman's 
book  has  often  been  used  by  to  train 
physicians  in  neurology  and  neu- 
ropsychology and— on  a very  selec- 
tive basis— as  a training  tool  for  par- 
ents of  children  with  these  disor- 
ders. 

This  edition,  the  sixth,  is  compre- 
hensive and  very  detailed.  1 would 
consider  her  suggested  readings  at 
the  end  of  each  chapter  to  be  par- 
ticularly useful  for  parents.  Although 
1 found  it  readable,  the  book  in 
general  is  probably  more  suited  for 
the  college-educated,  or  even  gradu- 
ate school-educated,  audiences  than 
for  the  general  public. 

I have  some  concern  about  the 
coverage  Dr  Coleman  provides  for 
affective  disorders  and  second-  and 
third-line  medications  for  ADHD, 
such  as  the  antidepressants  lithium 
and  Tegretol.  For  the  physician  treat- 


ing the  typical  ADHD  child,  this 
information  would  be  unnecessary. 
Additional  information  regarding 
the  course  of  the  disorder  would  be 
helpful. 

A couple  of  years  ago.  Dr  L. 
Rebecca  Campbell— using  sugges- 
tions from  the  neuropsychologists, 
pediatric  neurologists,  and  child 
psychologists  at  the  Marshfield 
Clinic— compiled  a list  of  a variety  of 
useful  materials  on  ADHD  (Dr  Cole- 
man's book  is  on  the  list).  Although 
1 make  no  personal  evaluation  or 
recommendation  of  these  readings, 
I will  offer  Dr  Campbell's  list  below 
as  additions  to  Dr  Coleman's  com- 
mendable book. 

—Richard  D.  Sautter,  MD 
medical  editor 

Pamphlets 

• "StimulantTherapy  for  Attention 
Disorders,"  Marshfield  Clinic 
Patent  Education. 

• "Attention  Deficit  Hyperactivity 
Disorder,"  Marshfild  Clinic  Pa- 


will like  everything  about  it,  but 
that  is  the  basis  of  compromise,  the 
foundation  of  diplomacy.  Yes,  there 
will  be  so-called  winners  and  losers 
in  this  plan,  but  physician  unity  is 
critical  at  this  crossroad.  More  im- 
portantly, it  should  actually  succeed 
in  addressing  the  weaknesses  of  Wis- 
consin's health  care  delivery  sys- 
tem. 

The  plan,  if  it  passes  the  intense 
scrutiny  the  SMS  Board  is  sure  to 
give  it,  should  have  a good  chance 
of  winning  political  support  from 
both  parties  under  the  dome  in 
Madison.  Your  support,  however, 
will  be  crucial.  These  are  exciting 
times— stay  involved.  <• 


tient  Education. 

• "ADHS,"  by  Larry  Silver,  Ciba 
Geigy. 

• "A  New  Look  at  Attention  Deficit 
Disorder,"  by  S.J.  Nichamin  and  J. 
Windell,  Minerva  Press,  Inc. 

• "Coping  with  Your  Inattentive 
Child,"  by  S.J.  Nichamin  and  J. 
Windell,  Minerva  Press,  Inc. 

• "Attention  Deficit  Disorder  in 
Teenagers  and  Young  Adults,"  by 
Mark  Sloane,  Laurie  Assadi  and 
Linda  Linn,  Minerva  Press,  Inc. 

• "Caring  About  Kids,"  National  In- 
stitute of  Mental  Health. 

Books 

• The  Misunderstood  Child,  by  Larry 
Silver. 

• Tlte  Hyperactive  Child,  Adolescent, 
and  Adult,  by  Paul  Wender. 

• ADHD/Hyperactivity:  A Consum- 
ers Guide,  by  Michael  Gordon. 

• The  Parents  Guide  to  Attention  Defi- 
cit Disorders,  by  Steven  McCarney 
and  Angela  Maria  Bauer. 

• Tlte  ADD  Hyperactivity  Workbook, 
by  Harvey  Parker.  ❖ 
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The  next  time  you  face  a complex 

. • . I "I  "I  "I  PRN:  Physician  Resource  Network 

patient  problem . . . call  1-800-472-3660. 

More  than  600  physician  specialists  working  in  partnership  with  area  physicians. 

Medical  College  of  Wisconsin  Physicians  primarily  practice  at  the  acute  care  hospitals 
on  the  campus  of  the  Milwaukee  Regional  Medical  Center: 

Froedtert  Memorial  Lutheran  Hospital 
Milwaukee  County  Medical  Complex 
Children’s  Hospital  of  Wisconsin 


Letters 

The  best  is  yet  to  come 


To  THE  editor:  I enjoyed  Tom 
Adams'  article  in  the  Novem- 
ber issue  of  the  WM/.  My  father  was 
born  in  a log  cabin  in  Illinois,  in 
1897,  and  experienced  many  of  the 
hardships,  and  the  joys  of  growing 
up  in  a difficult  rural  environment. 
I can  personally  relate  to  much  in 
Adams'  piece,  and  listened  for  many 
hours  as  my  father  described  the 


early  years  of  this  century.  I agree 
with  Adams'  conclusions  that  the 
best  is  yet  to  come.  The  mountains 
we  have  to  climb  may  seem  higher 
by  comparison,  but  the  mountains 
that  our  parents  and  grandparents 
climbed  were  just  as  high  and  diffi- 
cult. 

Since  I have  had  the  opportunity 
to  look  at  medicine  from  several 


viewpoints,  1 strongly  feel  that  the 
combined  medical  community  holds 
the  key  to  solving  our  present  prob- 
lems. 1 personally  look  forward  to 
seeing  the  arrival  of  the  21st  century 
with  vigorous  private  sector  prac- 
tice of  medicine  leading  the  way. 
—Harold  E.  Manhart,  MD, 
vice  president,  medical  affairs 
Wisconsin  Physicians  Serviced* 


edic  Surgery  (General) 


Leave  A Lot  Behind 
As  A Marshfield  Clinic 
Orthopedic  Surgeon. 


Marshfield  Clinic,  a 400-physician 
X \.  multi-specialty  practice,  you’ll  leave 
sixteen-hour  workdays,  time  consuming 
business  concerns,  and  the  hassles  of 
paperwork  behind  you! 


Practice 


Here,  you  can  concentrate 

on  Orthopedic  Surgery.  We’ll  put  a staff  of  administrative  experts 
behind  you  and  a team  of  trained  health  care  professionals  beside 
you.  Also,  we’ll  compensate  you  very  well.  Currently,  practice 
opportunities  are  available  at  our  Lakeland  Center  (Minoqua/ 
WoodrufO  and  Main  Clinic  (Marshfield). 


Local 


These  opportunities  offer 


a safe  friendly  environment  with  an  emphasis  on  education,  family 
and  quality  of  life.  It’s  the  chance  to  spend  your  days  doing 


what  you  do  best  — treating  patients.  And  your  nights  — getting  to 
know  your  family  again. 

If  you  would  like  to  practice  in  a 
state-of-the-an  healthcare 
setting,  and  if  you  enjoy  a life- 
style that’s  rich  with  recreational 
diversity,  if  you  are  seeking 
professional  excellence  in  a family-oriented  environment,  contact 
David  Draves  at 
l-8(X)-782-8581,ext.  7-5376. 

MARSHFIELDCLINIC 


1000  North  Oak  Avenue 
Marshfield,  WI  54449 


EOE/AAM/F/H/V 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Jerome  E.  Kronsnoble,  William  E.  Herte 
850  Elm  Grove  Road,  Elm  Grove,  WI 53122,  (414)  784-3780,  (800)  437-4326 


Do  You  Know 

The  Physician-Citizen  of  the  Year? 


The  State  Medical  Society  of  Wisconsin  is  asking  the  people  of  Wisconsin  to 
nominate  doctors  for  the  Physician-Citizen  of  the  Year  award.  The  award  was 
created  to  recognize  the  civic,  cultural,  economic,  charitable  and  health  care 
services  provided  by  doctors  to  their  local  or  state  communities.  Here  are  the 
criteria: 

• The  doctor  must  be  a Wisconsin  resident. 

• The  doctor  must  be  either  an  MD  or  a DO  practicing  medicine  in 
Wisconsin. 

• Except  in  unusual  circumstances,  the  service  to  the  community  should  be 
uncompensated.  (Preference  is  given  to  current  service  over  lifetime 
service.) 

• Previous  winners  of  the  award  are  not  eligible.  (The  Medical  Society  will 
notify  you  if  the  doctor  you  nominate  is  a previous  winner.) 

• The  deadline  for  submitting  nominations  is  Feb.  19,  1993. 

How  do  you  nominate  someone? 

Write  to  the  Medical  Society  and  provide: 

• The  name  of  the  doctor. 

• The  doctor’s  home  or  office  address. 

• Your  name  and  address. 

• Why  you  think  the  doctor  deserves  to  win:  What  has  the  doctor  done  for 
the  community? 

• Send  to:  Commission  on  Public  Information,  State  Medical  Society  of 
Wisconsin,  P.O.  Box  1109,  Madison,  WI  53701. 
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Scientific 


High-pressure  injection  injuries  of  the  hand 

Peter  J.L.  Jebson,  MD;  Mark  Sanderson,  MD;  Venkat  K.  Rao,  MD;  and  William  D.  Engber,  MD, 
American  Fork,  Utah,  and  Madison 


High  pressure  injection  trauma  to  the  upper  extremity  is  a rare  but  poten- 
tially limb-threatening  injury.  The  index  finger  on  the  non-dominant 
hand  of  young  male  workers  is  most  commonly  involved.  Injected 
materials  include  paint,  grease  and  diesel  oil.  Prompt  recognition  and 
initiation  of  treatment  is  necessary  if  a disastrous  outcome  is  to  be 
avoided.  Primary  treatment  consists  of  surgical  decompression  and  debr- 
idement. Amputation  may  be  necessary.  With  early  aggressive  treat- 
ment, satisfactory  results  can  be  obtained.  The  use  of  high-pressure 
devices  in  industry  has  resulted  in  an  unusual  but  potentially  limb- 
threatening  injury  to  the  upper  extremity  known  as  the  "high-pressure 
injection  injury."  This  injury  is  a surgical  emergency  that  demands 
prompt  diagnosis  and  treatment  if  a disastrous  outcome  is  to  be  avoided. 
The  purpose  of  this  paper  is  to  present  our  recent  experience  and  review 
the  clinical  features,  evaluation  and  treatment  principles.  lA/is  Med 
].1993;1(92):13-16. 


Case  report  1 

A 34-year-old,  left-hand-dominant 
man  visited  his  physician  two  hours 


Dr  Jebson  is  a resident  with  the  division 
of  orthopedic  surgery  at  the  University 
of  Wisconsin  Hospital  and  Clinics  in 
Madison.  Dr  Sanderson  is  from  Ameri- 
can Fork,  Utah.  Dr  Rao  is  an  associate 
professor  in  the  division  of  plastic  sur- 
gery at  the  UW  Hospital  and  Clinics  in 
Madison.  Dr  Engber  is  an  associate  pro- 
fessor in  the  division  of  orthopedic  sur- 
gery at  the  UW  Hospital  and  Clinics  in 
Madison.  Reprint  requests  to:  Peter  J.L. 
Jebson,  MD,  Division  of  Orthopedic 
Surgery,  University  of  Wisconsin  Hos- 
pital and  Clinics,  600  Highland  Ave, 
Madison,  WI  53792.  Copyright  1993  by 
the  State  Medical  Society  of  Wisconsin. 


after  sustaining  an  injury  to  the  tip 
of  his  right  index  finger  while  using 
a pressurized  paint  gun  (Figures  1 
and  2). 

Radiographs  were  obtained  (Fig- 
ure 3)  which  demonstrated  paint 
within  the  flexor  tendon  sheath, 
extending  from  the  distal  phalanx 
proximally  to  the  level  of  the  meta- 
carpophalangeal joint.  He  was 
promptly  referred  to  our  institution 
and  underwent  surgical  decompres- 
sion less  than  6 hours  after  the  origi- 
nal injury.  Extensive  irrigation  and 
debridement  of  necrotic  tissue  and 
paint  was  performed  and  repeated 
48  hours  later  (Figure  4). 

Postoperative  care  consisted  of 
limb  elevation,  hydrotherapy,  intra- 
venous antibiotics  and  early  reha- 


Fig l.—The  tip  of  the  index  finger  and  the 
relatively  innocuous  puncture  loound. 


bilitation.  His  surgical  wound  was 
left  open  and  allowed  to  heal  secon- 
darily. His  hand  and  finger  remained 
viable,  and  in  3 months  he  had  re- 
turned to  work  pain  free  and  com- 
plained only  of  some  diminished 
range  of  motion  of  his  right  index 
finger. 

Case  report  2 

A 75-year-old,  right-hand-dominant 
farmer  sustained  an  injection  injury 
to  his  right  index  fingertip  while 
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Fig  2.— Right  index  finger  at  the  time  of  surgical  decompression.  Note  the  degree  of  swelling. 


cleaning  an  airless  sprayer  with 
gasoline.  He  was  initially  treated  at 
a local  emergency  room  with  aspi- 
ration and  intravenous  antibiotics 
and  discharged  on  oral  cephalexin. 

He  came  to  our  institution  with 
progressive  pain,  swelling  and  cya- 
nosis of  the  index  finger  (Figure  5). 
He  then  underwent  incision  and 
debridement  of  the  index  finger  and 
hand.  Postoperatively  full-thickness 
skin  loss  was  noted  on  the  volar  and 
dorsal  aspects  of  the  index  finger 
from  the  middle  phalanx  distally 
(Figure  6).  The  index  finger  was 
subsequently  amputated  at  the  level 
of  the  proximal  interphalangeal  joint 
and  his  wounds  healed  uneventfully 
(Figure  7). 

Discussion 

The  high-pressure  injection  injury  is 
the  result  of  accidental  inoculation 
of  a foreign  material  into  the  hand, 
usually  the  finger  or  palm.  The  most 
common  devices  responsible  are 
grease  guns,  spray  guns,  and  diesel 
fuel  injectors.’  A variety  of  injected 


materials  have  been  reported  in  the 
literature,  the  most  common  being 
automotive  grease,  diesel  oil,  and 
paint.’  Typically,  forces  of  2,000  to 
10,000  pounds  per  square  inch  are 
generated  as  the  material  is  ejected 
resulting  in  significant  dispersal 
within  the  hand  and  a larger  "zone 
of  injury"  than  is  suspected. 

Injuries  occur  most  often  in  the 
non-dominant  extremity  of  young 
male  laborers.^  Although  the  injury 
can  occur  to  any  part  of  the  extrem- 
ity, the  most  commonly  injured  site 
is  the  index  finger,  followed  by  the 
palm  and  long  finger.^  The  terminal 
phalanx  is  the  most  commonly  in- 
volved area  of  the  finger.’ 

The  clinical  presentation  is  often 
fairly  typical.  The  injury  itself  can 
be  quite  painless,  and  the  patient 
may  complain  only  of  a burning 
sensation.  This  may  lead  to  a delay 
in  seeking  treatment.  Within  hours, 
the  injury  evolves  into  a swollen, 
discolored,  numb,  and  extremely 
painful  digit,  hand  or  forearm.  A 
pinpoint  entrance  wound  can  usu- 


ally be  found,  often  exuding  the 
injected  material.  The  early  superfi- 
cial benign  appearance  tends  to  mask 
the  true  seriousness  and  extent  of 
the  underlying  injury.  The  injury 
may  finally  culminate  in  a fever, 
leukocytosis,  lymphangitis  or  lym- 
phadenitis as  a result  of  systemic 
absorption  of  the  offending  mate- 
rial.^ 

The  key  to  successful  manage- 
ment of  these  injuries  is  prompt 
recognition  and  initiation  of  treat- 
ment. A high  index  of  suspicion  is 
necessary  since  misdiagnoses,  such 
as  cellulitis,  are  not  uncommon  and 
result  in  inappropriate  and  often 
delayed  treatment  with  a poor  out- 
come as  illustrated  in  the  second 
case. 

When  evaluating  a patient  with  a 
suspected  high-pressure  injection 
injury,  the  physician  must  determine 
the  time  of  the  injury,  type  of  mate- 
rial injected,  location  of  the  entrance 
wound,  and  neurovascular  status  of 
the  hand.  Physical  examination  of 
the  entire  upper  extremity  is  man- 
datory since  the  degree  of  limb  in- 
volvement is  typically  greater  than 
is  suspected  from  the  original  clini- 
cal appearance.  Radiographs  can  be 
helpful  in  determining  the  extent  of 


Fig  3.— Oblique  radiograph  of  the  right  hand 
until  paint  dispersed  down  the  index  finger 
flexor  tendon  sheath. 
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spread  of  the  material  beyond  the 
entrance  wound  and  thus  guide  the 
surgical  approach  as  illustrated  in 
the  first  case.'*  During  examination, 
emphasis  should  be  on  the  neurovas- 
cular status  of  the  hand.  These  inju- 
ries stimulate  an  intense  inflamma- 
tory response  with  edema,  swelling 
and  subsequent  vascular  compro- 
mise. If  persistent,  ischemia  and  tis- 
sue necrosis  occur  and  finally  cul- 
minate in  bacterial  superinfection 
and  gangrene. 

Once  a high-pressure  injection 
injury  is  recognized,  immediate  re- 
ferral to  a surgeon  familiar  with  both 
the  complex  anatomy  of  the  upper 
extremity  and  management  of  such 
injuries  is  necessary.  The  primary 
treatment  consists  of  aggressive  de- 
compression, irrigation  and  debr- 
idement as  soon  as  possible  after  the 
injury.  Complete  exposure  of  all 
involved  areas  is  necessary  using 
standard  hand  and  finger  surgical 
incisions.  All  necrotic  tissue  and 
foreign  materials  should  be  debr- 
ided.  The  flexor  tendon  sheath 
should  be  exposed  with  care,  and  if 
foreign  material  is  found  within,  the 
sheath  should  be  opened,  irrigated 
and  drained.  The  flexor  tendons  and 
their  pulley  system  should  be  pre- 
served. All  wounds  should  be  irri- 
gated and  left  open  and  further 
debridements  performed  as  is  nec- 
essary. Depending  on  the  condition 
of  the  extremity,  wounds  may  be 
closed  primarily,  allowed  to  heal 
secondarily,  or  may  require  recon- 
structive procedures. 

Primary  amputation  may  need  to 
be  performed  in  severely  damaged 
digits  or  extremities. 

Prophylactic,  broad-spectrum 
antibiotics  and  tetanus  toxoid,  if 
indicated,  should  be  used  in  all  Ccises. 

The  use  of  steroids  as  an  anti-in- 
flammatory agent  in  these  injuries  is 
controversial.  Several  authors  have 
reported  beneficial  effects  in  selected 
cases. ^ The  potential  benefits,  how- 
ever, must  be  carefully  weighed 
against  the  increased  risk  of  infec- 
tion and  compromised  wound  heal- 


Fig 4.— Index  finger  at  the  time  of  surgery,  embedded  with  paint. 


ing.  We  do  not  routinely  use  ster- 
oids in  the  management  of  high- 
pressure  injection  trauma.  We  be- 
lieve the  best  treatment  to  be  prompt 
recognition  and  early  aggressive 
surgical  decompression  and  debr- 
idement. 

The  outcome  of  high-pressure  in- 
jection trauma  is  somewhat  unpre- 
dictable. Despite  early  aggressive 


surgical  treatment,  amputation  may 
still  be  necessary,  and  significant 
functional  disability  may  occur  as  a 
result  of  fibrosis  and  scarring.  The 
prognosis  for  a given  case  is  deter- 
mined from  a combination  of  fac- 
tors, most  important  of  which  is  the 
time  interval  between  injection  and 
initiation  of  appropriate  treatment.^ 
In  general,  a delay  in  treatment 
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Fig  6.— Full  thickness  skin  loss  on  dorsal  and  volar  aspects  of  Fig  7.— Amputation  through  the  proximal  interphalangeal  joint, 

index  finger. 


produces  a poor  result  with  an  in- 
creased risk  of  amputation.^  Other 
factors  known  to  influence  the  out- 
come include  the  type  of  material 
injected,  the  site  of  injection,  the 
ejection  pressure,  and  the  amount  of 
material  inoculated. 

Paint  and  paint  solvents  appear 
to  be  the  most  toxic  substances  and 
have  a higher  incidence  of  amputa- 
tion. Despite  the  toxic  effects  of  paint 
in  the  first  patient,  the  outcome  was 
more  successful  than  the  second 
patient  because  of  the  earlier  initia- 
tion of  appropriate  treatment.  Injec- 
tion injuries  in  the  fingers  similarly 


result  in  more  frequent  amputations 
than  palmar  injuries,  presumably 
because  of  greater  dispersion  of  the 
material  in  the  palm  and  the  dilu- 
tional  effect  upon  the  offending  ma- 
terial.^ Higher  injection  pressures 
and  volumes  of  material  are  also 
associated  with  poorer  results.^  With 
immediate  appropriate  treatment, 
however,  satisfactory  results  have 
been  reported. 
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Kenneth  T.  Bastin,  MD;  Richard  S.  Steeves,  MD,  PhD;  and  Kennedy  W.  Gilchrist,  MD,  Madison 


Esthesioneuroblastoma: 
diagnosis,  prognosis,  and  treatment 


Esthesioneuroblastoma  is  a rare  neoplasm  arising  from  the  olfactory 
epithelium  and  characterized  by  slow  growth,  frequent  local  recurrence, 
and  metastasis.  This  tumor  has  no  known  etiologic  cause  and  has  been 
studied  from  clinically  retrospective  analysis.  The  historic  treatment  of 
esthesioneuroblastoma  has  included  surgical  resection,  adjuvant  radia- 
tion therapy,  and  chemotherapy  for  advanced  disease.  We  describe  a case 
of  esthesioneuroblastoma  which  illustrates  the  diagnostic,  prognostic, 
and  therapeutic  aspects  of  this  uncommon  neoplasm.  Wzs  Med  /.  1993; 
92(1):17-19. 


Esthesioneuroblastoma  (ENB), 
also  called  olfactory  neurob- 
lastoma, esthesioneuroepithelioma, 
esthesioneurocytoma,  and  olfactory 
placode  tumor,  was  first  described 
in  1924.’  ENB  originates  from  olfac- 
tory epithelium  located  in  the  supe- 
rior third  of  the  nasal  septum,  cribri- 
form plate,  and  superior  turbinate 
regions.  ENB  is  of  neurogenic  ori- 
gin, accounts  for  less  than  2%  of  all 
nasal  cavity  tumors,  has  an  equal 
sex  distribution,  and  has  a bimodal 
peak  age  incidence  in  the  second 
(16.8%)  and  sixth  (27.8%)  decades  of 
life.2 

The  Wisconsin  State  Tumor  Reg- 
istry reports  only  27  statewide  cases 
of  ENB  between  1976  and  1989 
(personal  communication,  J.  Phil- 
lips, Cancer  Reporting  System  4/ 
92). 

We  report  a case  of  ENB  in  a 65- 
year-old  man  and  present  current 
biological,  tumor  staging,  and  treat- 
ment aspects  of  this  uncommon 
disease. 


Dr  Bastin  and  Dr  Steeves  are  with  the  de- 
partment of  human  oncology  at  the 
University  of  Wisconsin  Hosptial  and 
Clinics.  Dr  Gilchrist  is  with  the  depart- 
ment of  pathology.  Reprint  requests  to: 
Kenneth  Bastin,  MD,  K4/B100,  600 
Highland  Dr,  Madison,  W1 53792.  Copy- 
right 1993  by  the  State  Medical  Society 
of  Wisconsin. 


Case  report 

A 65-year-old  man  complained  to 
his  physician  of  a 1-year  history  of 
progressive  right  nasal  obstruction 
associated  with  infrequent  frontal 
headaches.  He  denied  having  any 
bloody  nasal  discharge  or  alterations 
in  taste  or  smell.  Speculum  exami- 
nation revealed  a neoplastic-appear- 
ing large  polypoid  mass  in  the  right 
nasal  cavity.  A preoperative  CT  scan 
demonstrated  complete  right  nasal 
obstruction  without  extension. 

Surgical  resection  (right  maxil- 
lary antrostomy,  right  total  ethmoi- 
dectomy,  and  right  sphenoidotomy) 
was  incomplete  secondary  to  grossly 
visible  intracranial  extension. 

The  immediate  postoperative 
course  was  uncomplicated.  Histol- 
ogy was  interpreted  as  ENB  and 
later  confirmed  by  Armed  Forces 
Institute  of  Pathology  consultation 
(Figure  1).  A postoperative  MRI  scan 
defined  an  "irregular  soft  tissue  mass 
in  the  floor  of  the  right  intracranial 
fossa  along  the  cribriform  plate, 
causing  a mass  effect  on  the  right 
frontal  lobe"  (Figure  2). 

This  patient,  whose  tumor  was  in 
Stage  C,  received  a postoperative 
course  of  three-field  radiation  to- 
talling 60  Gray  delivered  in  30  frac- 
tions over  6 weeks.  He  tolerated 
treatment  well  without  significant 
morbidity  and  MRI  scans  of  the 
cranium  at  6,  12,  and  18  months 
revealed  unchanged  persistent  en- 


hancement in  the  right  nasal  sinus 
and  frontal  lobe  consistent  with  in- 
flammatory or  postoperative 
changes. 

At  24  months,  however,  an  MRI 
scan  additionally  revealed  a less  than 
1 cm  focus  of  enhancement  along 
the  left  posterior  orbit  near  the  optic 
nerve  (Figure  3).  This  area  of  en- 
hancement appears  at  a "fall-off" 
point  at  the  edge  of  the  prior  radia- 
tion dose  distribution.  Radiographic 
differential  diagnosis  includes  re- 
current or  metastatic  ENB, 
meningioma,  and  non-malignancy. 

The  patient  remains  asympto- 
matic with  a high  performance  status 
and  will  have  another  MRI  scan  for 
comparison  in  3 months.  All  follow- 
up chest  radiographs  have  been 
normal. 

Discussion 

This  case  represents  many  common 
aspects  of  ENB  diagnosis,  treatment, 
and  natural  history.  ENB  patients 
frequently  have  a long  history  of 
nasal  obstruction  and  associated 
symptoms,  consistent  with  the  bio- 
logically slow  growth  of  this  neo- 
plasm. 

Although  CT  scanning  better  de- 
lineates sinusoidal  and  cranial  bony 
structure,  MRI  scans  better  detail 
soft  tissue,  for  example,  intracranial 
extension. 

Because  ENB  is  rare,  confirma- 
tory histopathologic  consultation  is 
recommended  whenever  the  diag- 
nosis is  unclear. 

The  biologic  behavior  of  ENB  has 
been  characterized  by  a 5-year,  62% 
eventual  incidence  of  metastasis  to 
lung,  bone,  or  brain,  and  a 57%  inci- 
dence of  local  recurrence  following 
resection  alone.^  The  Kadish^  sys- 
tem designates  Stage  A as  disease 
confined  to  the  nasal  cavity;  Stage  B 
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Fig  l.—(a)  Small,  closely  opposed  neoplastic  cells  grou'ing  in  broad  cords  amidst  fibrous 
stroma  (100  x original  magnification),  (b)  Small,  linearly  oriented  cells  hai'c  scant  cytoplasm 
lacking  demonstrable  fibrillar  structure  (400  x original  magnification). 


as  disease  extension  beyond  tlie  nasal 
cavity  to  one  or  more  paranasal 
cavities;  and  Stage  C with  extension 
to  the  base  of  skull,  intracranial 
cavity,  lymph  nodes  or  distant  me- 
tastasis. Approximately  28%  of  pa- 
tients have  Stage  C at  presentation,"' 
eventuating  in  a 40%  5-year  sur- 
vival. Collective  retrospective  stud- 
ies have  demonstrated  a 5-year  sur- 


vival of  greater  than  50%  when 
maximum  surgical  debulking  is  fol- 
lowed by  radiotherapy.^ 

Stage  C disease  is  associated  with 
a high  risk  of  local  recurrence.  Post- 
operative radiotherapy  to  greater 
than  55  Gray  has  been  recommended 
in  published  retrospective  studies 
to  enhance  the  local  control.® 

ENB  patients  should  be  followed 


closely  for  several  years,  with  MRl 
scans,  to  diagnose  local  recurrence. 
Chest  radiographs  should  be  fre- 
quently obtained.  Although  dissemi- 
nated disease  is  eventually  fatal, 
several  chemotherapy  agents  (cis- 
platin,  fluorouracil,  cyclophospha- 
mide, vincristine)  have  provided  a 
tumor  response.^ 

Although  no  risk  factors  for  ENB 
exists  in  humans,  histologically, 
biochemically,  and  immunohisto- 
chemically  identical  tumors  have 
been  induced  from  the  nasal  epithe- 
lium in  rats  following  exposure  to 
nitrosamines.®"’^  Interestingly,  our 
patient  was  a smokehouse  worker 
who  for  43  years  was  exposed  daily 
to  actively  smoking  bacon,  butts, 
and  ham.  He  did  not  wear  a mask 
during  most  of  his  career,  and  for 
several  years  described  a persistent 
malodorous  sensation  of  "smoked 
meat."  He  never  smoked  cigarettes 
or  used  alcohol.  We  can  only  as- 
sume his  disease  coincidental  to  his 
occupational  exposure  history,  es- 
pecially in  the  absence  of  a conclu- 
sively defined  etiologic  association 
in  humans  between  nitrosamines 
and  ENB. 

Conclusion 

ENB  is  a rare  neurogenic  tumor  aris- 
ing from  olfactory  epithelium.  This 
tumor  is  associated  with  a high  local 
recurrence  and  metastatic  rate.  ENB 
should  be  managed  initially  with 
maximum  tumor  resection  followed 
by  postoperative  radiation  therapy. 
Patients  should  receive  close  foUow- 
ups  and  radiographic  studies  for 
several  years  beyond  diagnosis  to 
detect  and  treat  recurrent  or  metas- 
tatic disease. 
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victories  in  the  fight 
against  heart  disease. 
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Fig  2.— Magnetic  resonance  imaging  with  Magnevist  demonstrated  enhancement  in  the  right 
frontal  lobe  (arrow)  and  frontal  sinus  area. 


Fig  3.— Routine  magnetic  resonance  imaging  at  24  months  demonstrated  a neivly  enhancing 
lesion  less  than  1 an  in  diameter,  located  near  the  left  posterior  orbit  and  optic  nerve  (arrow). 
This  site  was  partially  shielded  from  an  anterior  eye  block  used  during  radiation  therapy  and 
thus  did  not  receive  a full  therapeutic  dose. 
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Special 

Lyme  disease  redux:  the  legacy  of  Sven  Hellerstrom 


Rudolph  J.  Scrimenti,  MD,  and  Mark  Scrimenti,  Milwaukee 


IN  HIS  ARTICLE,  "Discovery  of  the 
Lyme  Disease  Spirochete:  A 
Historical  Review,"'  Dr  Willy 
Burgdorfer  recounts  the  clinical  and 
epidemiological  developments  lead- 
ing to  his  "unexpected"  discovery 
in  1982  of  the  long-sought  cause  of 
erythema  chronicum  migrans  (ECM) 
and  Lyme  disease.  He  credits  a 
paper,  written  more  than  30  years 
earlier  by  Dr  Sven  Hellerstrom,  of 
the  Karolinska  Institute  in  Stock- 
holm, with  providing  essential  clues 
in  making  this  discovery. 

"1  remembered  the  European  lit- 
erature," Burgdorfer  wrote,  "par- 
ticularly Dr  Hellerstrom's  paper  ... 
and  1 could  not  dismiss  the  thought 
that  (the  information  contained 
therein  along  with  the  'accidental' 
discovery  of  spirochetes  in  the 
midgut  of  two  female  ticks)  had  led 
me  to  the  discovery  of  the  long- 
sought  cause  of  ECM  and  Lyme  dis- 
ease."' 

The  paper  in  question,  entitled 
"Erythema  Chronicum  Migrans 
Afzelius  with  Meningitis,"  was  pre- 
sented by  Dr  Hellerstrom  at  the  43rd 
annual  meeting  of  the  Southern 
Medical  Association  in  Cincinnati 
in  1949.  Willy  Burgdorfer  was  still  a 
graduate  student  in  Basil,  Switzer- 
land, at  the  time,  working  on  his 
thesis  related  to  the  East  African 
relapsing  fever  spirochete. 

Dr  Hellerstrom,  who  nearly  two 
decades  earlier  had  described  the 
first  case  of  ECM  associated  with 
extracutaneous  symptoms-specifi- 
cally  meningitis— concluded  his 
paper  with  the  observation,  "...it 
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seems  reasonable  to  raise  the  ques- 
tion of  whether  the  ticks  are  carriers 
of  spirochetes  with  allergizing  (and 
immunizing?)  properties."^ 

He  also  furthered  interest  in  spi- 
rochetal research  by  reporting  that 
"spirochetoid  bodies  have  been 
demonstrated  in  material  taken  (by 
Dr  Lenhoff)  from  (ECM)  eruptions,"^ 
even  though  these  "bodies"  were 
later  determined  to  be  artifacts. 

Indeed,  it  was  this  same  paper, 
subsequently  published  in  Tlie  South- 
ern Medical  Journal,  that  first  caught 
my  attention  as  a medical  student  in 
Milwaukee  around  1958.  What  in- 
terested me  most  about  Dr  Heller- 
strom's findings  at  the  time  was  the 
possibility  of  diagnosing,  and  per- 
haps even  treating,  multi-system 
disorders  on  the  basis  of  observable 
skin  manifestations.  As  1 was  yet 
undecided  as  to  which  medical 
specialty  1 would  enter.  Dr  Heller- 
strom's description  of  the  visual 
detective  work  involved  in  diagnos- 
ing patients  with  ECM  with  menin- 
gitis influenced  my  decision  to  con- 
sider dermatology.  It  also  kept  me 
on  the  lookout  for  similar  cases. 

Thus,  some  11  years  later,  in  Janu- 
ary 1969  when  a 57-year-old  physi- 
cian walked  into  my  office  complain- 
ing of  headache,  muscle  pain,  low 
grade  fever,  radicular  pain,  fatigue, 
and  malaise  in  conjunction  with  a 
chronic  erythema  encircling  the  right 
side  of  his  torso  (from  the  hip,  around 
the  shoulder  and  back  again),  1 
immediately  recognized  the  signs 
and  symptoms  of  ECM. 

What  really  brought  home  this 
diagnosis  in  my  mind  was  the  pa- 
tient's detailed  description  of  a tick 
bite  preceding  the  illness.  The  tick, 
removed  by  the  patient  himself,  was 
said  to  be  "small  and  engorged." 
Although  I referred  to  it  generically 


Dr.  Sven  Hellerstrom,  1901-1977 

as  a "wood  tick"  in  initial  reports, 
we  now  know  that  Ixodes  dammini, 
the  Lyme  disease  vector,  was  first 
known  to  be  present  in  Wisconsin 
around  that  time.^  Remembering 
that  the  Swedes  had  been  successful 
in  treating  this  disease  with  penicil- 
lin, 1 administered  intramuscular 
injections  of  benzathine  penicillin  G 
(bicillin)  and  the  patient  was  symp- 
tom-free within  a short  period  of 
time.  He  remained  free  of  sequelae 
until  his  death,  2 decades  later. 

Soon,  I tried  contacting  Dr  Hell- 
erstrom to  share  this  exceptional 
news  with  him,  but  he  was  too  sick 
at  the  time  to  respond  personally. 
Instead,  his  wife,  Gudrun,  wrote  me 
a brief  letter  informing  me  that  her 
husband  had  received  my  commu- 
nication and  had  encouraged  me  to 
write  up  the  case,  which  proved  to 
be  the  first  of  its  kind  in  the  United 
States.  My  article,  "Erythema 
Chronicum  Migrans,"  appeared  in 
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the  July  1970  issue  of  Archives  of 
Dermatology.* 

It  wasn't  until  several  years  later 
that  the  first  reports  of  what  was 
thought  to  be  a new  disease— a form 
of  inflammatory  arthritis— began 
turning  up  around  Lyme,  Connecti- 
cut. (Inflammatory  arthritis  had  been 
described  in  relation  to  ECM  in 
Europe  as  early  as  1934,^  though  this 
was  not  emphasized  in  the  Euro- 
pean literature.)  In  time,  "Lyme 
arthritis,"  as  it  was  initially  known, 
came  to  be  associated  with  the  tick 
bite  and  the  telltale  circular  rash,  as 
well  as  other  systemic  symptoms. 
Clinical  evidence  continued  to  sug- 
gest a direct  link  between  Lyme 
disease  and  the  classical,  most  often 
curable  condition  known  for  over 
half  a century  in  Europe  as  ECM. 
Meanwhile,  the  contributions  of  Dr 
Hellerstrom  and  the  Europeans  in 
general  were  largely  overlooked  in 
the  American  literature. 

Thus,  it  pleased  me  greatly  when 
Dr  Burgdorfer,  upon  discovering  the 
Lyme  disease  spirochete,  acknowl- 
edged Dr  Hellerstrom's  influence. 
As  chair  and  professor  of  dermatol- 
ogy at  the  Karolinska  Institute,  Dr 
Hellerstrom  not  only  helped  to  make 
possible  our  current  understanding 
of  ECM  and  Lyme  disease,  but  also 
served  as  an  editor  of  Acta  Dermato- 
Venereologica  (the  journal  of  Scandi- 


navian dermatology),  deputy  direc- 
tor of  the  Karolinska  Hospital,  chair 
of  the  Eleventh  International  Con- 
gress of  Dermatology,  and  chair  of 
several  national  commissions.  In 
short,  he  was  a leading  figure  of 
international  medicine,  Swedish 
dermatology  in  particular,  in  the  20th 
century. 

More  importantly  with  regard  to 
ECM  and  Lyme  disease.  Dr  Heller- 
strom encouraged,  supported,  and 
readily  acknowledged  the  individ- 
ual contributions  of  his  colleagues. 
Among  them  were  Carl  Lenhoff,  a 
refugee  from  Nazi  Germany,  and 
Einar  Hollstrom,  a departmental 
assistant  at  the  time,  who  was  in- 
spired by  Lenhoff's  efforts  to  ex- 
periment with  penicillin  as  a treat- 
ment for  ECM.  Indeed,  through  their 
mutual  cooperation,  these  three  men 
suggested  both  the  origin  and  the 
cure  for  this  international,  currently 
widespread  disease  more  than  40 
years  ago.^ 

In  recent  years,  I have  become 
acquainted  with  Dr  Burgdorfer  and 
the  two  of  us  have  discussed  further 
developments  in  the  field  of  Lyme 
disease  research.  In  one  of  his  notes 
to  me.  Dr  Burgdorfer  refers  to  the 
term  "Lyme  disease"  as  a "misno- 
mer." Like  Rocky  Mountain  spotted 
fever,  which  today  is  more  preva- 
lent east  of  the  Mississippi,  Lyme 


disease,  which  now  has  been  re- 
ported throughout  much  of  the 
world,  is  not  confined  to  a specific 
region.  In  this  respect,  perhaps  the 
original  name  for  this  disease,  ECM, 
or  simply,  erythema  migrans,  with 
no  geographical  implications,  is 
more  apt. 

Regardless,  with  more  than  40,000 
cases  reported  in  the  United  States 
to  date,  "Lyme  disease"  has  become 
virtually  a household  word  here. 
The  name  Sven  Hellerstrom,  on  the 
other  hand,  remains  relatively  un- 
known outside  Europe.  Despite  the 
fact  that  few  people  may  recognize 
his  name,  his  contributions  in  the 
field  of  ECM  and  Lyme  disease  re- 
search continue  to  benefit  thousands 
of  people  throughout  the  world.  It  is 
this  legacy  that  perhaps  most  char- 
acteristically survives  him. 

References 

1.  Burgdorfer,  W.  Zbl  Bakt  Hyg. 1986; 
A263:7-10. 

2.  Hellerstrom  S.  So  Med  /.1950;(4):333- 
334. 

3.  Jackson  J,  DeFoliart  G.  / Med  Ento- 
mo/.1970;15:124-125. 

4.  Scrimenti  R.  Arch  Derm. 1970; 
102(7):104-105. 

5.  Stadelmann  R.  "Ein  Beitrag  zum 
Krankheitsbild  des  Erythema  chroni- 
cum  Lipschutz."  Inaugural  disserta- 
tion, Marburg,  1934. 

6.  Thyresson  N.  Scand  } Infect  Dis 
Suppl.l991;77:9-13.<* 


Pain  drug  pocket  guide  available 


Anew  pocket-sixed  dosage 
guide  for  opioids  and  EDA- 
approved  nonsteroidal  anti-inflam- 
matory drugs  for  acute  pain  man- 
agement is  now  available  from  the 
Agency  for  Health  Care  Policy  and 
Research  ( AHCPR),  a component  of 
the  US  Public  Health  Service. 

The  guide  is  designed  as  an  aid  to 
physicians  for  managing  pain  in  their 
patients  after  surgery  or  trauma.  The 


card  includes  recommended  dos- 
ages for  adults  and  pediatric  pa- 
tients, as  well  as  a numeric  pain  in- 
tensity scale  that  clinicians  can  use 
to  help  patients  quantify  their  levels 
of  pain.  The  information  was  take 
horn  Acute  Pain  Management:  Opera- 
tive or  Medical  Procedures  and  Trauma, 
a clinical  practice  guideline  devel- 
oped by  a multidisciplinary  panel 
of  pain  experts  for  AHCPR. 


Produced  on  heavy  card  stock 
and  folded  to  a handy  5"  x 7",  the 
dosage  guide  fits  easily  into  a lab 
coat  pocket  for  bedside  or  office  use. 

Copies  of  the  pocket  dosage  guide 
"Pharmacologic  Management  of 
Acute  Pain,"  may  be  obtained  free 
of  charge  by  calling  1-800-358-9295, 
or  writing:  AHCPR  Clearinghouse, 
PO  Box  8547,  Silver  Spring,  MD 
20907.*> 
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Medical  Writing 
Contest 

Contestants:  • Medical  students  enrolled  in  either  of  Wisconsin's  two  medical  schools 

• Residents  actively  training  in  Wisconsin 

Awards:  • One  student;  one  resident 

• Recognition  certificate 

• $500 

• Publication  in  the  Wisconsin  Medical  Journal 

• Presentation  at  the  1993  SMS  Annual  Meeting 

Rules:  • Subject  matter  must  fall  within  the  parameters  of  scientific  medicine:  clinical,  case 

report,  research  and  review 

• Paper  must  be  original,  unpublished,  and  credited  to  one  author  (although  multiple 
authors  may  be  listed) 

• Limited  to  10  pages,  typewritten,  double-spaced,  1-inch  margins 

• Illustrations  are  encouraged,  but  must  be  included  in  the  10-page  length  limit 

• The  Editorial  Board  of  the  Wisconsin  Medical  Journal  serves  as  the  panel  of  judges 
and  has  final  authority  in  all  decisions 

Criteria:  • Scientific  merit:  research  methods,  data  analysis,  subject  or  patient  population 

selection,  control  of  variables,  literature  analysis 

• Applicability:  usefulness  of  results  to  private  practitioner,  academician,  researcher 

• Content:  depth  of  analysis,  continuity  of  discussion  supporting  the  main  thesis, 
feasibility  of  conclusions 

• Innovation:  uniqueness  of  idea,  creativity,  improvement  of  existing  techniques, 
previously  undiscovered  data,  advancement  of  basic  understanding 

• Organization 

• Clarity  of  wri ti ng 

Deadline:  Entries  must  be  received  by  the  Wisconsin  Medical  Journal  no  later  than  February  19,  1993: 

PO  Box  1109,  Madison,  WI  53701 
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Socioeconomic 


Public  health 

Teen  access  to  cigarettes  in  Green  Bay,  Wisconsin 


Robert  Mead,  MD,  Green  Bay 

Easy  access  to  cigarettes  is  a 
major  contributor  to  smoking 
among  children  and  adolescents. 
Early  initiation  of  smoking,  and 
subsequent  nicotine  addiction,  in- 
creases risks  later  in  life  to  higher 
rates  of  tobacco-related  diseases  and 
deaths. 

In  the  United  States,  more  than  3 
million  children  and  adolescents 
smoke  cigarettes  or  use  smokeless 
tobacco.  In  Wisconsin,  it  is  estimated 
that  100,000  school-aged  children 
and  adolescents  are  cigarette  smok- 
ers.’ Enforcement  of  existing  laws  to 
restrict  tobacco  access  could  delay 
or  prevent  children  and  adolescents 
from  smoking  and  thus  save  lives. 


The  public  health  column  is  not  reviewed 
by  the  VYM/  Editorial  Board.  Dr  Mead  is 
a family  physician  practicing  at  the  West 
Side  Clinic  in  Green  Bay.  Reprint  re- 
quests to:  Patrick  L.  Remington,  MD, 
Wisconsin  Division  of  Health,  1400  East 
Washington  Avenue,  Madison,  Wl, 
53704.  This  project  was  supported  in 
part  by  the  Brown  County  Tobacco-Free 
Coalition  and  the  ASSIST  Wisconsin 
Project.  The  Brown  County  Tobacco-Free 
Coalition  is  a group  of  citizens  and  local 
organizations  who  are  supporting 
smoke-free  initiatives  throughout  their 
community.  Copyright  1993  by  the  State 
Medical  Society  of  Wisconsin. 


The  Brown  County  Tobacco-Eree 
Coalition,  a citizens'  group  based  in 
Green  Bay,  became  interested  in  the 
issue  of  teen  access  to  tobacco.  Youth 
access  to  tobacco  products  is  cov- 
ered in  Wisconsin  Statute  134.66 
which  states  "No  retailer  may  sell  or 
give  cigarettes  or  tobacco  products 
to  any  person  under  the  age  of  18." 
The  city  of  Green  Bay  requires  a 
license  to  sell  tobacco  products.  Last 


year,  261  vendors  paid  $5  to  the  city 
to  obtain  licenses.  According  to  city 
records,  no  citations  were  issued  for 
selling  tobacco  to  minors. 

In  an  effort  to  determine  if  illegal 
sales  of  tobacco  products  to  youth  is 
a problem  in  Green  Bay,  two  groups 
of  teenagers  were  sent  to  various 
tobacco  vendors  to  purchase  ciga- 
rettes. 

Continued  on  next  page 


Results  of  minors"  attempts  to  buy  cigarettes  in  Green  Bay,  Wise,  1992. 


Group  1 

Group  2 

Boys  (n  = 

2) 

Girls  (n  = 

3) 

Vendor  type 

purchase  purchase 

success 

purchase  purchase 

success 

successes  attempts 

rale 

successes 

attempts 

rate 

Gas  stations 

6 

6 

100% 

9 

23 

39% 

Restaurants 

3 

3 

100% 

4 

5 

80% 

Grocery  stores 

2 

2 

100% 

4 

12 

33% 

Drug/  department 

2 

2 

100% 

2 

4 

50% 

stores 

Liquor  stores 

1 

1 

100% 

2 

3 

67% 

Hotels 

2 

2 

100% 

— 

— 

— 

Bowling  lanes 

- 

- 

- 

2 

3 

67% 

Total" 

16 

16 

100% 

23 

50 

46% 

’ Two  boys  ages  15  and  16  and  three  girls  ages  13. 


" Includes  purchases  from  five  vending  machines  by  the  boys  (5/5=100%)  and  from 
eight  vending  machines  by  the  girls  (7/8=88%). 
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''601  fSSJMEONtKSlWt  .WlSflCMEP  WO  WRLPW  LOOKING  k’i  YPl'RSfLf,  THERf'5 
CERWU  NONEEOIOfflECK  I.O.' 


Methods 

The  Brown  County  Tobacco-Free 
Coalition  recruited  five  minors  to 
participate  in  a project  in  which  the 
children  attempted  to  purchase 


tobacco  products  around  the  city  of 
Green  Bay.  Some  of  the  volunteer 
teenagers  were  members  of  the 
Brown  County  Tobacco-Free  Coali- 
tion or  children  of  members.  Par- 


ents of  the  teens  signed  informed 
consent  forms  for  these  activities.  A 
protocol  was  developed  by  coali- 
tion members.  The  chief  of  police 
was  contacted  to  obtain  legal  pro- 
tection for  the  teens  in  the  unlikely 
event  of  an  arrest  for  possession  of 
cigarettes. 

Two  groups  were  assigned  to 
different  areas  of  the  city.  The  first 
group  consisted  of  one  adult  and 
two  male  teens,  ages  15  and  16.  The 
second  group  consisted  of  two  adults 
and  three  female  teens,  all  age  13. 
An  adult  witnessed  each  attempted 
purchase,  and  cigarettes  were  col- 
lected and  recorded  by  the  adults. 
Some  purchases  were  videotaped 
from  a concealed  location.  This 
"sting"  operation  took  place  in  Sep- 
tember and  October  of  1992. 

Results 

The  two  boys  visited  16  locations  of 
various  vendor  types  (gas  stations, 
restaurants,  and  others).  At  each 
location  the  boys  were  able  to  pur- 
chase a pack  of  cigarettes  without 
resistance.  No  clerk  questioned  their 


They  don't  have  to  smoke  it  for  it  to  make  them  sick 

The  Environmental  Protection  Agency  has  released  a report  concluding  that  second-hand  cigarette  smoke 
is  a human  carcinogen  and  causes  about  3,000  lung-cancer  deaths  a year  in  non-smokers. 

The  EPA  report  also  concludes  that  secondhand  smoke  increases  the  risk  of  pneumonia,  bronchitis  and 
middle-ear  disorders  in  children. 

Health  advocates  have  expressed  hope  that  the  long-awaited  report's  release  will  trigger  an  avalanche  of  fed- 
eral, state,  and  local  regulations  limiting  smoking  in  public  places.  The  EPA  has  the  power  to  classify  a 
substance  as  a carcinogen,  but  does  not  have  any  power  to  regulate  indoor  air. 

"Having  the  EPA's  imprimatur  on  this  is  extremely  important,"  said  Alfred  Munzer,  a spokesman  for  the 
Coalition  on  Smoking  or  Health,  which  includes  the  American  Lung  Association,  the  American  Heart 
Association  and  the  American  Cancer  Society. 

"We  believe  this  will  motivate  state  governments,  local  governments  to  enact  further  regulations  limiting 
smoking  in  public  places." 

The  report  could  also  prod  the  Occupational  Safety  and  Health  Administration  to  regulate  smoking  in  the 
workplace. 

The  lung  cancer  report  was  the  focus  of  a massive  lobbying  campaign  by  the  tobacco  industry  and  its  allies 
in  Congress,  who  submitted  hundreds  of  pages  of  documents  to  the  EPA  during  the  past  two  years  in  an  effort 
to  delay  or  water  down  the  report. 

Despite  the  attack,  the  EPA  refused  to  back  away  from  its  condemnation  of  tobacco  smoke  as  a human 
carcinogen  and  a dangerous  indoor-air  pollutant. ❖ 
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age  or  asked  to  see  their  identifica- 
tion cards. 

Five  vending  machines  were  vis- 
ited. At  each  of  these  locations,  the 
boys  asked  the  cashier  for  "change 
for  the  cigarette  machine"  before 
buying  cigarettes.  One  vending 
machine  was  located  within  3 feet  of 
the  outside  door  to  the  restaurant. 
One  location  was  a liquor  store  where 
a sign  posted  on  the  front  door  stated 
"No  one  under  21  is  allowed  to  en- 
ter." Despite  this,  the  boys  walked 
in  and  asked  "We're  not  21,  but  can 
we  buy  some  cigarettes?"  The  clerk's 
response  was  "Sure,  what  brand  do 
you  want?" 

The  three  girls  visited  50  locali- 
ties and  purchased  cigarettes  at  23 
sites.  Several  vendors  asked  for  a 
parental  note  to  buy  cigarettes.  One 
clerk,  who  was  informed  that  the 
girl  was  13  years  old,  said  "I'll  sell  it 
to  you  this  time,  but  next  time  bring 
a note  from  your  mother." 

A vending  machine  at  one  of  the 
sites  was  a candy  machine  filled  with 
cigarettes.  The  table  outlines  the 
activities  of  both  groups. 

Comment 

The  results  of  the  study  show  that 
cigarettes  are  easy  to  obtain  by  teen- 
agers in  Green  Bay.  Similar  "sting" 
operations  have  been  performed  by 
the  group  Doctors  and  Lawyers  for 
a Drug-Free  Youth.^  A 16-year-old 
boy  was  recruited  by  the  group  in 
Wisconsin.  He  was  able  to  purchase 
cigarettes  at  76  % (19/  25)  of  Milwau- 
kee stores  visited  and  56%  (11/20) 
of  Madison  stores  visited  in  January 
1992.  These  results  suggest  that  in 
Wisconsin,  and  particularly  in  Green 
Bay,  retail  tobacco  vendors  are  not 
in  compliance  with  the  current  laws. 
In  addition,  the  laws  are  not  en- 
forced by  local  police. 

Other  studies  and  "sting"  opera- 
tions nationwide  indicate  that  teen- 


agers are  able  to  purchase  cigarettes 
80%  to  90%  of  the  time  over  the 
counter  and  90%  to  100%  of  the  time 
through  vending  machines.^  In  real- 
ity, these  figures  may  be  even  higher, 
since  teens  readily  learn  which  stores 
sell  to  them  and  which  ones  will  not. 

According  to  Wisconsin  law,  re- 
tailers may  not  keep  a vending 
machine  in  any  place  that  is  open  to 
persons  under  18  years  of  age,  un- 
less an  employee  is  located  in  the 
immediate  vicinity  of  the  machine 
to  monitor  its  use.  In  addition,  the 
machine  must  be  inaccessible  when 
the  facility  is  closed.  This  law  was 
passed  in  April  1992,  and  took  effect 
in  June  1992.  Those  businesses  that 
had  existing  contracts  have  until  May 
1993  to  conform  with  the  law. 

In  Green  Bay,  children  are  able  to 
purchase  cigarettes  from  vending 
machines  with  little  effort.  In  prac- 
tice, many  machines  continue  to  be 
located  in  remote  areas  of  facilities. 
More  importantly,  we  found  that 
the  person  in  charge  did  not  prevent 
the  sale  of  cigarettes  to  the  child, 
rather,  they  facilitated  it  by  provid- 
ing change. 

In  response  to  a report  citing 
limited  effective  enforcement  of 
existing  laws,  the  US  Department 
Health  and  Human  Services  pro- 
posed to  aU  states  a bill  titled  "Model 
Sale  of  Tobacco  Products  to  Minors 
Control  Act"  to  encourage  enforce- 
ment of  strong  laws  against  selling 
and  promoting  tobacco  products  to 
youth.  The  proposed  legislation 
includes  the  following  six  major 
provisions: 

• creating  19  years  as  a minimum 
age  for  legal  tobacco  sales; 

• creating  a tobacco  licensing  sys- 
tem similar  to  that  used  in  alcohol 
beverage  sales; 

• establishing  graduated  schedule 
of  penalties  for  illegal  sales; 

• placing  primary  responsibility  for 


enforcement  on  a state  agency, 
with  participation  and  input  from 
local  law  enforcement  and  public 
health  officials; 

• using  civil  penalties  and  local 
courts  to  assess  fines;  and 

• banning  cigarette  vending  ma- 
chines.'* 

It  is  important  for  physicians  and 
other  health  professionals  to  be  ac- 
tive in  community-based  tobacco 
prevention  and  control  efforts. 
Stings,  such  as  these  conducted  in 
Green  Bay,  help  to  increase  interest 
in  the  issue  of  limiting  youth  access 
to  tobacco.  Only  with  active  and 
vigorous  enforcement  of  tobacco 
retail  restrictions,  combined  with 
education  programs  in  communi- 
ties and  schools,  can  the  prevalence 
of  teen  tobacco  addiction  be  reduced. 
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Millions  ViGtimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence  and 
victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the  prevention  of 
family  violence. 


Violence  among  family  members  has  reached  staggering 
proportions.  E\  er\  year  more  than  2 million  cases  of  child 
abuse  and  neglect  iU’e  reported,  between  2 imd  a million 
women  are  battered  by  their  spouses,  iuid  betw  een  ■’00,000 
and  1 . 1 million  of  the  elderly  population  are  abused. 

Tlie  .Vmeriam  Medical  .Association  hiCs  fonned  ASational 
Qxilition  of  1%'sicians  Against  Family  Violence.  Tbrougli 
the  Qxilition  the  .American  .Mediciil  .Association  hopes  to 
imolve  you  in  acti\ities  that  address  issues  of  child  abuse, 
sexual  assuiilt,  domestic  riolence  and  elder  abuse  because 
you  have  the  unique  abilitv  to  identih  the  svmptoms,  fii-st- 
hiuid.  By  joining  the  Sational  Gxilition  you  will  be  showing 
your  concern  about  the  effects  of  hmiily  violence  iuid  victim- 
ization, iuid  will  become  a committed  advocate  within  your 
communitv  for  the  prevention  of  Eunily  violence. 


nirougli  the  Qxilition  you  will: 

• be  infomied  about  local  contacts  and  referrals 

• become  aw  are  of  local  iuid  regioitil  resources 

• be  provided  with  infomiation  regarding  model 
educatioiiiil  programs 

• become  aw  ai'e  of  treatment  guidelines  and  protocols. 

• have  access  to  newsletters,  public  education  materials 
luid  other  publications 

• receive  lui  officiiil  membership  card  and  frameable 
poster  ideiting  your  patienLs  of  vour  interest  in  and 
concent  for  this  problem. 

The  only  cost  to  you  is  your  commitment  to  help  curb 
this  problem.  Simply  complete  the  membership  applica- 
tion fonn  below  iuid  mail  to  the  Department  of  Mental 
Health,  Americim  Medical  .Association,  515  X.  State  Street, 
Chicago,  II,  606 10. 


\feSj  include  my  ntuiie  in  tlie  Call  it  ion's  membership 
Niune 

Address 

Citv/State//ip 

Telephone  # 

Special  tv 

Aiixilian  .Member  □ Aes  □ No  Other  

Areti  of  interest  vvitliin  Fiunilv  V iolence:  (Ihild  Abuse  Q Sexual  .Assault  \f\  Domestic  A iolence 

Q Elder  Abuse  Q Other 


American  Medical  Association 


Physicians  dedicated  to  the  health  of  America 


Organizational 


SMS  Task  Force  on  Health  Care  Reform  prepares  to 
submit  its  proposal  to  the  Board  of  Directors 


After  months  of  intensive  study,  the  SMS  will 
unveil  in  a few  short  weeks  a comprehensive 
health  care  delivery  reform  plan  designed  to  make 
health  care  in  Wisconsin  less  expensive  and  improve 
access  to  health  care  for  all  of  Wisconsin's  citizens. 

SMS  directors  were  given  a preview  Dec  16  of  the 
reform  plan  being  developed  at  the  Board's  request 


by  the  SMS  Task  Force  on  Health  Care  Reform.  Task 
force  chair  Kenneth  M.  Viste,  Jr,  MD,  traced  for  direc- 
tors the  steps  the  task  force  has  taken  in  evaluating 
and  reviewing  existing  proposals.  Dr  Viste  explained 
that  the  SMS  plan  now  being  put  in  final  form  is 
based  on  three  primary  provisions.  Task  force 
members  agree  that  an  SMS-endorsed  plan  must; 


Breaking  New  Ground  in  Medical  Care 


Riverview  Clinic,  a 60  member,  multi-specialty  group  located  on  the 
Rock  River  in  beautiful,  southern  Wisconsin,  is  expanding. 
Construction  of  a 41,000  square  foot  addition  plus  an 
ambulatory  surgery  center  is  underway. 

Don't  miss  this  exciting  partnership  opportunity! 


Clinic  members  are  looking  for  BC/BE,  MDs  in  the  following  areas: 


Anesthesiology 

Cardiology 

Dermatology 

Endocrinology 


Family  Practice 
Internal  Medicine 
Neurology 
Oncology 


Ortliopedics 
Pediatrics 
Pulmonology 
Radiology 
Urgent  Care 


For  confidential  consideration,  send  cover  letter  and  CV  to 
Stan  Gruhn,  M.D. 

Riverview  Clinic,  P.O.  Box  551,  Janesville,  W1  53547-0551 


"I'm  practicing 
medicine  the  way  I 
think  It  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload." 

Owen  Brodie, 
AID,  joined 
Comp  Health  s 
locum  tenens 
medical  stall  in 
I “MinHn  1 939.  after  2 1 

years  in  private 
practice.  Since 

then  he  s worked  in  temporarv'  assignments 
in  state  facilities,  tilled  in  tor  attending  physicians, 
covered  for  private  practitioners  across  the  country-. 


A pilot.  A historian.  .\  board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 


It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 


1-800-153-3030 

Salt  Lake  Ci^  ■ Atlanta  ■ Grand  Rapids.  Mich. 
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Kenneth  Viste,  Jr,  MD 


Continued  from  preceding  page 

ensure  universal  coverage;  provide  everyone  with  a 
standard  benefit  package;  and  maintain  employ- 
ment-based insurance  as  a cornerstone  for  coverage. 

The  Task  Force  on  Health  Care  Reform  has  been 
meeting  monthly  to  complete  the  plan  in  time  for  the 
1993  legislative  session.  At  the  January  task  force 
meeting,  members  finished  deliberations  on  the  plan 
so  that  it  could  be  presented  for  consideration  by  the 
Board  of  Directors  at  the  Boards  Feb  20  meeting. 

In  developing  the  plan,  the  SMS  pulled  together  a 
task  force  composed  of  members  with  expertise  in 
many  areas  of  health  care  delivery.  Those  members 
then  looked  for  solutions  within  and  beyond  Wis- 
consin's boundaries. 

Task  force  member  Marcia  Richards,  MD,  said  the 
wide  range  of  materials  gathered  by  the  task  force 
enabled  members  to  develop  a plan  that  creatively 
addresses  health  care  delivery  problems  faced  by  the 
public  and  physicians. 

"The  task  force  was  provided  with  very  ample 
materials  on  issues  that  face  health  care  and  various 
proposals  that  are  evolving  elsewhere  in  the  nation," 
said  Dr  Richards,  who  is  the  director  of  radiation  on- 
cology at  St  Luke's  Medical  Center  in  Milwaukee,  a 


current  SMS  director  and  a past  president  of  the 
Medical  Society  of  Milwaukee  County. 

"This  has  been  an  exciting  and  stimulating  proc- 
ess that  I have  found  brought  out  in  my  colleagues  a 
true  sense  of  wanting  to  be  idealistic  and  offer  solu- 
tions to  problems  that  are  out  there,"  Dr  Richards 
observed.  "Only  the  future  will  know  if  the  physi- 
cians of  Wisconsin  will  have  the  resources  to  work 
together  to  be  a major  part  of  the  solution  to  the  prob- 
lems that  affect  health  care  in  Wisconsin.  But  for  me, 
personally,  this  has  been  one  of  the  most  stimulating 
and  challenging  assignments  I have  had  as  part  of  the 
State  Medical  Society." 

Bradley  Manning,  MD,  a plastic  surgeon  from 
Madison  and  task  force  member,  said  he  wished 
more  physicians,  particularly  those  who  are  work- 
ing day  to  day  in  medicine,  could  have  joined  in  the 
study  effort.  "But  part  of  the  problem  is  those  people 
are  working  out  there  and  cannot  get  away,"  he  said. 

"The  work  of  the  task  force  was  superb.  The  task 
force  covered  the  issues.  Mary  Barham  (of  the  SMS 
staff)  and  Dr  Viste  have  presented  us  with  a tremen- 
dous amount  of  material— materials  that  were  needed 
to  make  those  tough  decisions."  As  a result,  Dr 
Manning  said,  the  task  force  has  come  up  with  some 
"great  ideas-not  all  of  which  we  all  agree  with." 

The  Madison  surgeon  believes  the  SMS  plan,  if 
endorsed  by  the  Board,  will  be  given  strong  consid- 
eration by  the  state  Legislature  when  lawmakers 
take  up  the  issue  of  health  care  reform.  "I  think  the 
Legislature  is  very  interested  in  having  input  from 


Marcia  J.  S.  Richards,  MD 
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physicians  and  that  the  Legislature  respects  physi- 
cian ideas  pertaining  to  the  delivery  of  health  care, ' 
Dr  Manning  said. 

Physicians  weren't  the  only  health  care  profes- 
sionals participating  in  the  development  of  the  SMS 
plan.  John  Drace,  of  Black  River  Falls,  represented 
the  Wisconsin  Medical  Group  Management  Asso- 
ciation, on  the  task  force  charged  with  developing  a 
comprehensive  reform  proposal. 

"WMGMA  was  pleased  to  be  invited  to  partici- 
pate in  the  process  so  we  could  lend  some  adminis- 
trative expertise  and  we  could  have  a voice  in  the 
plan  as  it  passed  through  the  various  stages  of  devel- 
opment," Drace  said.  "We  recognize  that  this  is  an 
area  where  it  will  be  very  difficult  to  reach  consen- 
sus." 

In  preparing  the  SMS  health  reform  plan,  the  task 
force  has  studied  many  other  health  care  reform  pro- 
posals. Among  them  are:  the  Garamendi  proposal  in 
California;  the  ColoradoCare  proposal;  recently 
passed  legislation  in  Florida;  the  universal  care  pro- 
gram already  in  place  in  Hawaii;  the  Iowa  Leader- 
ship Consortium  on  Health  Care  plan;  Minnesota's 
HealthRight  law;  New  York's  Uny*Care  proposal; 
legislation  passed  in  Oregon;  and  Vermont's  recently 
passed  reform  plan.  The  task  force  also  examined  the 
progress  that  has  been  made  in  Wisconsin  toward 
reform  of  the  state's  health  care  delivery  system. 

"We  thought  long  and  hard  about  the  process 
before  we  started,"  recalled  Dr  Viste,  a past  SMS 
president  who  lives  in  Oshkosh  and  specializes  in 
neurology.  "We  identified  a set  way  to  listing  and 
enumerating  issues  and  tried  to  go  about  studying 
various  components  in  a methodical  way.  We  had 
limited  time,  but  we  accessed  the  best  minds  in 
house,  looked  at  work  the  AMA  had  done  and  other 
national  experts,  and  developed  a plan  that  embroils 
the  Wisconsin  idea  without  expending  a large  num- 
ber of  SMS  resources." 

"I  wish  we  would  have  had  half  a million  dollars 
to  bring  in  outside  consultants  and  a year  or  more  to 
study  the  issues,  but  we  didn't.  What  we  did  do  was 
respond  to  what  the  membership  has  told  us— that 
they  want  the  SMS  to  be  out  in  front  on  health  care 
reform,"  Dr  Viste  said. 

The  chair  of  the  Task  Force  on  Health  Care  Reform 
says  the  final  plan  will  offer  bold  solutions  to  prob- 
lems with  health  care  delivery. 

"1  know  that  you  will  all  have  different  feelings 
about  this  plan,"  Dr  Viste  said,  addressing  the  board . 
"For  some,  it  won't  go  far  enough.  For  others,  it  will 
go  too  far.  Without  question,  however,  we  have  to  be 
bold,  if  we  are  going  to  retain  our  seat  at  the  table  in 
the  health  care  reform  debate." 

Continued  on  next  page 


YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydnatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenernic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''■3'4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon'*  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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Bradley  Manning,  MD 
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Presentations  to  county  medical  societies,  updat- 
ing SMS  members  on  the  task  force's  work  thus  far, 
have  begun.  For  further  information,  contact  your 
SMS  field  representative. 

SMS  members  are  encouraged  to  discuss  ideas  for 
health  care  reform  with  task  force  members.  They  in- 
clude: John  Beasley,  MD,  of  Madison;  Carl  Getto, 
MD,  of  Madison;  Duane  Koons,  MD,  of  Viroqua;  Bra- 
dley Manning,  MD,  of  Madison;  Robert  McDonald, 


John  Drace 


MD,  of  Madison;  Kathryn  Nichol,  MD,  of  Madison; 
John  Petersen,  MD,  of  Milwaukee;  Robert  Phillips, 
MD,  of  Marshfield;  Marcia  Richards,  MD,  of  Mil- 
waukee; John  Scott,  MD,  of  Madison;  Robert  Sellers, 
MD,  of  Superior;  Kenneth  Viste,  Jr.,  MD,  (chair)  of 
Oshkosh;  Roger  von  Heimburg,  MD,  of  Green  Bay; 
Steve  Webster,  MD,  of  La  Crosse;  Erik  Gundersen 
(medical  student  representative),  of  Madison;  and 
John  Drace,  of  Black  River  Falls,  representing  the 
Wisconsin  Medical  Group  Management  Association.^ 


AMA  awards 


The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

‘Bernstein,  Harvey  H. 

‘Blank,  Ellen  L. 

Borkovec,  Terre  M. 


‘Doss,  Jerry  C. 
‘Hoffmann,  David  M. 
Johnson,  Rodney  C. 
‘Keller,  Theodore  A. 
‘Krummel,  Stephen  J. 
‘Lang,  Thomas  J. 
‘Maasch,  Lloyd  P. 
Maiman,  Dennis  J. 
Me  Sweeny,  Austin  J. 
Mehta,  Minesh  P. 
‘Moore,  Freeman  M. 
Naryshkin,  Sonya 


‘Nellen,  James  R. 
‘Reif,  Lawrence  J. 
‘Riese,  David  C. 
‘Scott,  Robert  J. 
‘Settimi,  Albino  L. 
‘Sharma,  Divya 
‘Shukla,  Sanjeev  N. 
‘Tange,  David  B. 
‘Weeth,  John  B. 
‘Wirfs,  Bonnie  L.<* 
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WMJ 1992  reader  survey  results 


The  Wisconsin  Medical  Journal 
is  read  more  faithfully  by  SMS 
members  than  are  the  Journal  of  the 
American  Medical  Association,  the  New 
England  Journal  of  Medicine  or  Medi- 
cal Economics,  according  to  the  recent 
WMJ  reader  survey.  Only  medical 
specialty  journals  can  claim  a higher 
readership  in  Wisconsin  (Table  1). 
The  survey  was  attached  as  a false 
cover  to  7,000  copies  of  the  October 
1992  issue,  and  656  (9.4%)  were  re- 
turned. 

Reader  preferences  among  the 
regular  features  within  the  WMJ 
shifted  slightly  from  the  1990  sur- 
vey, with  scientific  articles  finishing 
as  the  highest  priority  for  the  first 
time  (Table  2). 

When  asked  what  topics  they 
would  most  like  to  see  receive  in- 
creased coverage  in  the  WMJ,  the 
readers  ranked  legislative  issues, 
clinical  techniques,  humor,  and  sci- 
entific articles  as  their  four  top  pri- 
orities, in  that  order.  The  scores  for 
these  issues  were  very  close. 

A second  tier  of  closely  grouped 


Table  1.—WMJ  readership  compared  with  that  of  selected  national  journals, 
1992. 


Percent  of  issues  read  in  a year. 

100%-66%  65%-34% 

33%-l% 

0% 

Specialty  journal 

77.4% 

14.8% 

5.2% 

2.4% 

Wis  Med  J 

63.9% 

21.8% 

12.4% 

1.8% 

JAMA 

45.1% 

17.1% 

20.8% 

16.8% 

NEng  JMed 

24.5% 

9.8% 

23.4% 

42.1% 

Medical  Economics 

21.9% 

13.3% 

24.5% 

40% 

topics  preferred  for  increased  cov- 
erage, ranked  5th  through  9th,  were: 
socioeconomic  articles,  historical 
articles,  human  interest  stories,  and 
SMS  news.<* 


SMS 

Annual  Meeting 
April  14-17 


Table  2.— The  most  read  WMJ  fea- 
tures, 1992,  compared  with  their 
ranks  in  1990  and  1988. 

1988 

1990 

1992 

Scientific 

2 

3 

1 

Editorials 

President's 

2 

1 

2 

page 

4 

7 

3 

Socioeconomics  5 

1 

4 

EVP  report 

11 

9 

5 

Public  health 

n/a 

5 

6 

Soundings 

7 

10 

7 

Organizational  14 

11 

8 

SMS  board  endorses  universal  infant  hepatitis  B vaccine 


Based  on  a recommendation 
from  the  SMS  Commission  on 
Maternal  and  Child  Health,  the  SMS 
Board  of  Directors  voted  Dec  16  to 
endorse  the  Wisconsin  Hepatitis  B 
I Advisory  Panel's  plan  fora  phased- 
in  approach  to  universal  infant 
hepatitis  B immunization  in  Wis- 
consin. 

j Commission  chair  Robert  J. 

I Jaeger,  MD,  of  Stevens  Point,  ex- 
j plained  the  need  for  the  plan  to  the 
board,  noting  that  hepatitis  B infec- 
tion in  infancy  produces  the  highest 


chronic  carrier  state  (90%)  and  the 
highest  mortality  rate  (25%)  of  any 
age  group  considered. 

The  plan  endorsed  by  the  SMS  in- 
cludes the  following  recommenda- 
tions: 

• Adoption  of  a phased-in  approach 
to  universal  infant  hepatitis  B im- 
munization, with  full  participa- 
tion by  1995. 

• Hospital  medical  staffs  should  be 
urged  to  establish  a policy  of  stand- 
ing orders  for  hepatitis  B testing 


of  mothers  with  unknown  HBsAG 
status  at  time  of  delivery. 

• Establishment  of  standing  orders 
for  the  immunization  of  infants  in 
the  first  12  hours  of  life. 

• Establishment  of  standardized 
educational  material  for  the  gen- 
eral public,  physicians  and  nurse 
midwives  explaining  the  program. 

• Development  of  a method  of  noti- 
fication for  physician  offices  that 
HBV  vaccine  has  been  given  in  the 
hospital.*!* 
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SMS  Task  Force  on  Domestic  Violence 
launches  speaker's  bureau 


The  sms  Task  Force  on  Domes- 
tic Violence  has  launched  a 
speaker's  bureau  as  a new  tool  in  the 
fight  to  end  domestic  violence  in 
W isconsin.  Task  force  members  will 
be  accepting  invitations  to  speak  to 
groups  of  health  care  professionals 
to  increase  awareness  of  domestic 
violence  issues. 

Presenters  will  share  information 
on  programs  now  being  imple- 
mented in  Wisconsin  and  across  the 
state,  as  well  as  discuss  how  indi- 
vidual physicians  can  address 
domestic  violence  issues  as  part  of 


their  regular  medical  practice.  The 
task  force  has  recently  obtained  from 
the  Wisconsin  Domestic  Training 
Project  two  copies  of  "It's  Not  OK," 
a 19-minute  video  composed  of  in- 
terviews with  domestic  violence  sur- 
vivors, prepared  by  the  New  York 
Office  for  the  Prevention  of  Domes- 
tic Violence,  for  use  in  presentations. 

Members  of  the  SMS  Task  Force 
on  Domestic  Violence,  organized  by 
SMS  President  William  J.  Listwan, 
MD,  include:  Kevin  Fullin,  MD,  of 
Kenosha;  Mark  Chelmowski,  MD, 
of  Milwaukee;  Richard  Aronson, 


MD,  of  the  state  Department  of 
Health  and  Social  Services;  Paul 
Steingraeber,  MD,  of  La  Crosse; 
Larry  La  Crosse,  MD,  of  Mequon; 
Richard  Ellis,  MD,  of  Madison; 
Joanne  Selkurt,  MD,  of  Whitehall; 
Susan  Kinast-Porter,  MD,  of  Monroe; 
and  Patricia  Barwig,  MD,  of  Mil- 
waukee. Representing  the  SMS 
auxiliary  are  Fe  Abellera,  of 
Onalaska,  and  Leah  Speltz,  of  Wau- 
sau. 

To  schedule  a speaker,  contact 
Shari  Hamilton  at  the  SMS,  1-800- 
362-9080  or  in  Madison,  257-6781.*> 


SMS  delegation 
to  the  AMA 
elects  officers 

WHEN  THE  1992  AMA  interim 
meeting  convened  in 
Nashville  Dec.  4,  Wisconsin  physi- 
cians were  represented  in  the  AMA 
House  of  Delegates,  the  Hospital 
Medical  Staff  Section,  the  Residents 
Section,  and  the  Young  Physicians 
Section.  The  Wisconsin  delegation 
elected  the  following  officers  for 
1993:  Richard  W.  Edwards,  MD,  of 
Richland  Center,  chair;  Cyril  M. 
"Kim"  Hetsko,  MD,  of  Madison,  vice 
chair;  and  Richard  H.  Ulmer,  MD,  of 
Marshfield,  secretary. 

More  than  a dozen  students  from 
Wisconsin's  medical  schools  served 
as  delegates  to  the  AMA  Medical 
Student  Section.  A resolution,  sub- 
mitted by  students  from  the  Medi- 
cal College  of  Wisconsin  urging 
support  for  legislation  banning 
smoking  in  prisons,  was  adopted  by 
the  Medical  Student  Section. ❖ 


New  WPS- 
Medicare 
medical  director 
named 

WISCONSIN  Physicians  Service 
has  announced  that  Arnold 
J.  Krubsack,  MD,  PhD,  will  serve  as 
the  new  Medicare  medical  director. 
Dr  Krubsack  began  his  duties  Jan  4. 
"This  is  a terrific  way  to  begin  the 
new  year  and  we  are  looking  for- 
ward to  Dr  Krubsack's  contributions 
to  our  organization  and  the  Medi- 
care providers  in  our  state,"  said 
Ned  Boston,  Medicare  administra- 
tion director. 

Dr  Krubsack  is  board  certified  in 
nuclear  medicine  and  has  been  on 
the  staff  of  Zablocki  Veterans  Ad- 
ministration Hospital  in  Milwaukee 
since  1985.  He  earned  his  doctorate 
in  organic  chemistry  from  Stanford 
University  and  his  medical  degree 
from  the  University  of  Wisconsin. 
He  has  a strong  background  in  teach- 
ing and  research. ❖ 
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INDUSTRY,  INSTITUTIONS. 
SCHOOLS  ETC 


AUTHORIZED  PARTS 
AND  SERVICE  FOR 
CLEAVER -BROOKS 
Throughout  Wisconsin 
and  Upper  Michigan 
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Boiler  room  accessories 
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blowdown  systems 

SERVICE-CLEANING 
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Complete  Mobile  Boiler  Room 
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PBBS  EQUIPMENT  CORP 
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Butler.  WI  53007 
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Wisconsin  resolutions  support  self-referral  opinion, 
urge  improved  scientific  reporting 


The  AMA  House  of  Delegates 
affirmed  during  its  recent 
interim  meeting  support  for  an  opin- 
ion of  the  AMA  ethics  council  greatly 
limiting  the  practice  of  physician 
self  referral.  The  action  of  the  AMA 
House  unites  the  organization  in 
opposition  to  physicians  owning 
health  facilities  to  which  they  refer 
patients,  except  in  cases  where  a pa- 
tient's demonstrated  need  requires 
the  practice. 

Two  resolutions  submitted  to  the 
AMA  House  of  Delegates  by  the 
Wisconsin  delegation  were  adopted 
in  alternative  form.  Wisconsin  dele- 
gates submitted  Resolution  10, 


which  urged  restatement  of  support 
for  the  AMA  ethics'  council  policy 
on  conflicts  of  interest.  That  resolu- 
tion was  considered  by  the  refer- 
ence committee  with  three  other 
resolutions  seeking  reaffirmation  of 
Report  C of  the  Council  on  Ethical 
and  Judicial  Affairs  (CEJA).  The 
AMA  ethics  council  issued  its  re- 
port on  self  referral  in  December 

1991,  but  the  AMA  House  ques- 
tioned the  council's  opinion  in  June 

1992,  stating  that  disclosure  of 
ownership  was  an  adequate  patient 
safeguard.  The  action  taken  in  De- 
cember 1992  unites  the  council,  the 
board  of  trustees  and  the  member- 


ship against  passive  investment  and 
self  referral  done  purely  for  profit. 

A second  Wisconsin  proposal. 
Resolution  505,  directed  use  of  both 
SI  and  conventional  terminology 
when  reporting  laboratory  data  in 
AMA  publications.  Several  other 
resolutions  also  called  for  this  ac- 
tion and  the  reference  committee 
heard  overwhelming  testimony  con- 
cerning the  confusion  caused  by  the 
exclusive  use  of  SI  units.  As  a result, 
delegates  adopted  Resolution  504 
which  directs  use  of  both  SI  and 
conventional  terminology  in  AMA 
publications.  ❖ 


General  Surgery 


Leave  A Lot  Behind 
As  A Marshfield  Clinic 
General  Surgeon. 


At  Marshfield  Clinic,  a 400-physician 
x X multi-specialty  practice,  you’ll  leave 
sixteen-hour  workdays,  time  consuming 
business  concerns,  and  the  hassles  of 
paperwork  behind  you! 


Practice 


Here,  you  can  concentrate 

on  General  Surgery.  We’ll  put  a staff  of  administrative  experts 
behind  you  and  a team  of  trained  health  care  professionals  beside 
you.  Also,  we’ll  compensate  you  very  well. 


Local 


This  opportunity  is 


available  at  our  Satellite  Clinic  located  in  Park  Falls,  Wisconsin. 
This  area  is  defined  by  beautiful  woods  and  an  abundance  of  lakes, 
rivers,  and  streams.  It’s  the  chance  to  spend  your  days  doing  what 


you  do  best  — treating  patients.  And  your  nights  — getting  to  know 
your  family  again. 

If  you  would  like  to  practice  in 
a state-of-the-art  healthcare 
setting,  if  you  enjoy  a 
life-style  that’s  rich  with 
recreational  diversity,  and  if 
you  are  seeking  professional  excellence  in  a family-oriented 
environment,  contact  David  Draves  at  1-800-782-8581,  ext.  7-5376. 


% MARSHFIELDCLINIC 


1000  North  Oak  Avenue 
Marshfield,  WI  54449 
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State  task  force  issues  cost  containment 
recommendations 


The  Health  Care  Cost  Contain- 
ment Task  Force,  a state  task 
force  composed  of  elected  and  non- 
elected  state  officials,  has  issued  its 
recommendations.  Implementation 
of  the  task  force's  recommendations 
will  take  a variety  of  forms.  Some 
will  require  legislative  action  while 
others  can  be  done  administratively 
by  state  departments.  Chaired  by 
Assembly  Speaker  Walter  Kunicki 
and  Secretary  of  Health  and  Social 
Services  Gerald  Whitburn,  the  state 
task  force  directs; 

• the  Department  of  Health  and 
Social  Services  to  track  experi- 
ments with  practice  parameters 
now  being  conducted  in  other 
states,  by  the  federal  Agency  for 
Health  Care  Policy  and  Research, 


and  by  various  medical  specialty 
societies,  then  report  findings  back 
to  the  governor  and  Legislature 
within  12  months; 

• DHSS  to  modify  the  State  Medical 
Assistance  (MA)  plan  to  increase 
reimbursement  rates  for  physician 
assistants  and  certified  nurse 
midwives  to  90%  of  physician  rate, 
effective  July  1, 1993; 

• the  Legislature  to  designate 
$50,000  annually  for  a non-physi- 
cian loan  forgiveness  program  to 
support  the  training  of  up  to  six 
certified  nurse  midwives,  nurse 
practitioners  or  physician  assis- 
tants whose  practices  will  empha- 
size perinatal  care  in  underserved 
areas  of  the  state; 


• DHSS  to  encourage  all  health  care 
providers,  both  institutional  and 
non-institutional,  to  voluntarily 
publicly  post  charge  information 
for  basic  services,  and  24  months 
later,  survey  providers  to  deter- 
mine level  of  participation; 

• DHSS,  with  the  Department  of 
Regulation  and  Licensing,  to  ex- 
amine the  prudence  of  extending 
prescriptive  authority  to  advance 
practice  nurses,  and  make  recom- 
mendation to  the  governor  and 
Legislature  within  90  days;  and 

• the  Audit  Bureau  to  study  the 
prevalence  throughout  Wisconsin 
of  physician  referral  to  medical 
facilities  in  which  the  physician 
holds  a financial  interest. ❖ 


Physician-Citizen  of  the  Year  award  nomination  letter 


Two  YEARS  AGO,  the  SMS  opened 
to  the  public  the  nomination 
process  for  its  Physician-Citizen  of 
the  Year  award.  The  result  was  an 
overwhelming  outpouring  of  admi- 
ration and  affection  for  Wisconsin's 
physicians.  As  a service  to  the 
members  of  the  SMS,  the  WMJ  is 
sharing  some  of  these  nominating 
letters  with  its  readers. 

The  letters  are  edited  only  for 
length  and  the  removal  of  personal 
names.  The  letters  reprinted  are  not 
necessarily  the  nominations  of  win- 
ning physicians. 

Dr would  make  an  excellent 

recipient  of  the  State  Medical  Soci- 
ety's Physician-Citizen  of  the  Year 
award.  He  has  demonstrated  his 
ability  to  serve  as  both  an  excellent 
health  care  professional  and  as  an 
active,  concerned  citizen. 

Dr has  an  excellent  reputa- 

tion as  a physician.  While  being  a 


knowledgeable  and  dedicated  doc- 
tor, it  is  his  compassion  that  most 
impresses  me.  Let  me  cite  just  one 
example.  On  a Sunday  evening  in 
August  of  1989,  my  great  nephew 

lay  dying  at  Medical  Center. 

Born  with  multiple  handicaps,  in- 
cluding blindness  and  motor  im- 
pairments, 4-year-old  Eric  suffered 
complications  arising  from  an  en- 
larged heart  (too  much  love  to  give). 

Dr was  the  attending  physician. 

He  did  all  he  could  to  preserve  Eric's 
life,  but  to  no  avail.  Eric  died.  But 

Dr 's  work  was  just  beginning. 

He  needed  to  announce  this  loss  of 
life  to  Eric's  parents  and  to  help 
them  survive  the  ordeal.  Often  have 
my  niece  and  nephew-in-law  com- 
mented about  the  compassion  Dr 

exhibited  and  the  strength  they 

took  from  him.  They  will  always 
appreciate  the  "humanness"  that  he 
displayed. 


Dr  is  also  an  active,  con- 

cerned and  conscientious  citizen.  He 
has  served  as  a member  of  the  Board 
of  Education  for  4 years  and  as  presi- 
dent of  this  board  for  1 year.  He  con- 
tinues to  serve  in  this  capacity 
through  very  difficult  times...  (Edi- 
tor's note:  author  describes  major 
school  district  reorganization.)  Dr 

has  taken  the  leadership  and 

has  made  some  difficult,  sometimes 
unpopular,  decisions  based  upon  his 
vision  of  what  is  good  for  children. 
He  has  had  supporters  and  detrac- 
tors, but  through  much  turmoil  has 
provided  conscientious  leadership. 
All  must  respect  him  for  his  sincer- 
ity and  professionalism. 

Dr is  an  outstanding  physi- 

cian and  citizen.  I would  like  to 
nominate  him  for  the  Physician- 
Citizen  of  the  Year  award. ❖ 
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Physician  briefs 


An  * indicates  a member  of  the  SMS. 

Kathryn  Bemmann,  MD*,  of  Wau- 
kesha, was  recently  voted  president 
elect  of  the  American  Medical 
Women's  Association  (AMWA).  She 
will  assume  the  presidency  of  the 
12,000-member  organization  in 
November  1993.  Dr  Bemmann  is  a 
board-certified  psychiatrist,  an  as- 
sistant clinical  professor  of  psychia- 
try at  the  Medical  College  of  Wis- 
consin in  Milwaukee,  and  is  on  the 
staff  of  the  Waukesha  County  Men- 
tal Health  Center. 

Sandra  Billingsley,  MD,*  has  joined 
Burlington  Clinic  and  is  practicing 
in  both  Burlington  and  Paddock 
Lake.  A Medical  College  of  Wiscon- 
sin graduate.  Dr  Billingsley  com- 


pleted a 3-year  residency  in  family 
practice  at  St  Michael's  Hospital  in 
Milwaukee. 

Kim  Chung,  MD,*  was  recently 
honored  for  20  years  of  dedicated 
service  to  the  Oconto  area.  Oconto 
Mayor  Bill  Bake  presented  Dr  Chung 
with  a distinguished  service  award. 
Dr  Chung  graduated  from  Yonsei 
University  College  of  Medicine  in 
Seoul,  Korea,  in  1959.  She  completed 
an  internship  at  Grey  Nun's  in  Re- 
gina, Saskatchewan,  followed  by  a 
residency  in  pathology  at  Univer- 
sity Hospital  in  Saskatoon,  and  a 
general  surgery  residency  at  Regina 
General  Hospital. 

Gregg  A.  Heatley,  MD,*  of  Madi- 
son, is  a recent  addition  to  the  staff 


of  the  University  of  Wisconsin  Hos- 
pitals and  Clinics.  Dr  Heatley,  a 
specialist  in  glaucoma  and  ophthal- 
mology, completed  his  medical 
training  at  the  University  of  Wis- 
consin. He  joined  UW  as  an  assis- 
tant professor  in  August. 

David  Hathaway,  MD,*  of  Neenah, 
is  the  recipient  of  the  Martin  Wag- 
ner Memorial  Award  in  recognition 
of  his  longstanding  volunteer  con- 
tributions to  the  National  Kidney 
Foundation's  work  and  the  fight 
against  kidney  and  urologic  disease. 
Dr  Hathaway  is  medical  director  of 
the  Fox  Valley  Regional  Dialysis 
Center,  Theda  Clark  Hospital  Di- 
alysis Unit,  and  the  La  Salle  Clinic  in 
Neenah. 

Continued  on  next  page 


FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  Health  Professions 
Toll  Free 
1-800-423-USAF 
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Continued  from  preceding  page 
Cyril  M.  "Kim"  Hetsko,  MD,*  of 
Madison,  immediate  past  president 
of  the  SMS,  has  been  re-elected  to 
serve  a 3-year  term  as  trustee  of  the 
American  Society  of  Internal  Medi- 
cine (ASIM).  Certified  by  the  Ameri- 
can Board  of  Internal  Medicine  in 
1974,  Dr  Hetsko  is  a clinical  profes- 
sor of  medicine  at  the  University  of 
Wisconsin.  In  1990,  he  received  the 
Addis  Costello  Award,  presented  to 
the  outstanding  Wisconsin  Internist. 
An  internist  with  Dean  Clinic,  Dr 
Hetsko  was  first  elected  ASIM  trus- 
tee in  1991.  He  is  a past  president  of 
the  Wisconsin  Society  of  Internal 
Medicine. 

James  J.  Kambol,  MD,*  has  joined 
the  emergency  medicine  staff  of 
Emergency  Management  Systems, 
the  group  of  board-certified  emer- 
gency physicians  that  staffs  the 
emergency  department  at  Kenosha 
Hospital  and  Medical  Center. 

William  Kronzer,  MD,  has  joined 
the  Marshfield  Clinic-Lakeland 
Center  in  Minocqua.  A radiologist. 
Dr  Kronzer  comes  to  Wisconsin  from 
Orange  County,  Calif.  After  gradu- 


ating from  the  US  Naval  Academy, 
he  earned  his  medical  degree  and 
served  his  residency  in  diagnostic 
radiology  at  the  University  of  Wis- 
consin Medical  School. 

Ross  Lange,  MD,*  a family  physi- 
cian, has  joined  Family  Health  Spe- 
cialists in  Wausau.  A graduate  of 
the  University  of  Wisconsin  Medi- 
cal School,  Dr  Lange  completed  a 3- 
year  residency  at  St  Michael's  Hos- 
pital in  Milwaukee. 

Kathryn  P.  Nichol,  MD,*  of  Madi- 
son, has  been  elected  president  of 
the  Wisconsin  Chapter  of  the  Ameri- 
can Academy  of  Pediatrics  (AAP). 
Dr  Nichol  has  also  earned  a seat  on 
the  AAP  National  Chapter  Forum 
Committee.  She  is  on  staff  at  Dean 
Medical  Center  in  Madison. 

Douglas  Palmer,  MD,*  of  Barnev- 
eld,  is  now  practicing  at  the  Rich- 
land Medical  Center  and  Richland 
Hospital.  He  is  an  orthopedic  sur- 
geon. Dr  Palmer  earned  his  medical 
degree  from  the  Medical  College  of 
Wisconsin  and  completed  a resi- 
dency in  orthopedic  surgery  at  the 
University  of  Illinois.  He  became 


board  certified  in  1988. 

Barbara  Ann  Peschong,  MD,*  an 
OB-GYN,  has  established  a practice 
in  Milwaukee.  Dr  Peschong  earned 
her  medical  degree  from  the  Uni- 
versity of  Wisconsin.  She  completed 
a residency  at  Aultman  Hospital  in 
Canton,  Ohio,  in  June  1992. 

Nancy  M Sahakian,  MD*,  has  joined 
the  department  of  family  practice  at 
Midelfort  Clinic.  Dr  Sahakian  re- 
ceived her  medical  degree  from  the 
Medical  College  of  Wisconsin  and 
performed  her  residency  at  Cedar 
Rapids  Family  Practice  Residency 
in  Iowa.  She  is  board-certified  in 
family  medicine. 

Gregory  J.  Schmeling,  MD,*  of 
Waukesha,  has  been  appointed  as- 
sistant professor  and  director  of 
orthopaedic  trauma  in  the  depart- 
ment of  orthopaedic  surgery  at  the 
Medical  College  of  Wisconsin.  An 
orthopaedic  traumologist.  Dr  Sch- 
meling practices  at  the  Milwaukee 
County  Medical  Complex.  He  is  a 
1984  graduate  of  the  University  of 
Wisconsin  School  of  Medicine. 


“If  I grow  up. . 

Every  child  likes  to  play 
“grown  up”,  but  no  child 
should  have  to  suffer  the 
grown-up  symptoms  of 
childhood  cancer. 

St.  Jude  Children’s  Re- 
search Hospital  is  fight- 
ing to  end  childhood  cat- 
astrophic disease. 

To  find  out  how  you  can 
help,  call  1-800-877-5833. 


P ST. Jim:  auLDHi:\s 
^ lusEKRcn  nosrir<ii. 
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Richard  Searl,  MD,*  has  joined  the 
medical  staff  of  Medical  Associates 
North  in  Ashland.  Dr  Searl,  a board- 
certified  family  physician,  recently 
completed  a residency  in  Tacoma, 
Wash.  He  earned  his  medical  de- 
gree in  1989  from  the  University  of 
Minnesota  School  of  Medicine. 

Michael  Shereff,  MD*,  of  Milwau- 
kee, has  been  elected  to  the  board  of 
directors  for  the  American  Ortho- 
paedic Foot  and  Ankle  Society.  Dr 
Shereff  is  an  associate  professor  in 
the  department  of  orthopedic  sur- 
gery and  director  of  the  division  of 
foot  and  ankle  surgery  at  the  Medi- 
cal College  of  Wisconsin. 

Ather  S.  Siddiqui,  MD*,  has  joined 
Westshore  Psychiatric  Associates, 
SC,  of  Oshkosh,  and  the  medical 
staff  at  Mercy  Medical  Center.  Dr 
Siddiqui  earned  his  medical  degree 
from  Dow  Medical  College  in  Kara- 


chi, Pakistan.  He  completed  his  in- 
ternship and  residency  through  the 
Winnebago  Mental  Health 
Institute.’^^ 

Ordean  L.  Torstenson,  MD,  is  the 
newly  elected  Alternate  Chair  of 
District  6 of  the  American  Academy 
of  Pediatrics.  The  district  includes 
nine  midwestern  states  and  two 
Canadian  provinces.  Dr  Torstenson 
has  practiced  pediatrics  with  Dean 
Medical  Center  in  Madison  since 
1971. 

Andrew  Urquhart,  MD,  has  joined 
Marshfield  Clinic  as  an  otolaryn- 
gologist. Dr  Urquhart  recently 
completed  a fellowship  in  head  and 
neck  oncology  surgery  at  the  Uni- 
versity of  Pittsburgh  School  of 
Medicine.  He  earned  his  medical 
degree  from  the  University  of 
Stellenosch  in  Cape  Town,  South 
Africia,  and  served  his  residency  at 


Johannesburg  Hospital  in  Parktown, 
South  Africia. 

Rama  P.  Venu,  MD,  of  Racine,  was 
recently  elected  a governor  for  the 
American  College  of  Gastroenterol- 
ogy, representing  the  state  of  Wis- 
consin. Dr  Venu  practices  with 
Gastroenterology  Consultants  Ltd., 
and  is  on  staff  at  St  Luke's  Hospital. 

J.  Frank  Wilson,  MD,*  of  Milwau- 
kee, has  been  elected  president  of 
the  American  Society  for  Therapeu- 
tic Radiology  and  Oncology  (AS- 
TRO) . Dr  Wilson  is  currently  profes- 
sor and  chair  of  the  department  of 
radiation  oncology  at  the  Medical 
College  of  Wisconsin.  He  has  pub- 
lished more  than  65  original  articles 
dealing  with  topics  ranging  from 
breast  cancer  and  brachytherapy  to 
radiation  dose  rate  effects  on  tumor 
and  normal  tissues.  In  addition,  he 
has  co-authored  five  books. ❖ 


Help  reduce  breast  cancer  deaths 

by  at  least  25  percent . . . 

Refer  your  female  patients 
for  regular  screening  mammograms 


Twelve  major  medical  organizations  recommend 
that  asymptomatic  women  ages  40-49  should  have 
a screening  mammogram  every  1-2  years,  and  a 
physician's  examination  every  year.  Asymptomatic 
women  50  and  older  should  have  a mammogram 
and  a physician's  exam  every  year. 


AAAERICAN 
V CANCER 
?SOaETY 

1599  Clifton  Rd.,  N.E. 
Atlanta,  GA  30329 


Scientists  estimate  that  if  women  followed  these 
guidelines,  breast  cancer  deaths  would  decline  ,391  white  Drive 
by  at  least  25  percent.  Reston.  va  22091 


Northern  Minnesota 


Family  Practice  partnership  opportunity 
in  an  8 physician  clinic 
Cloquet,  Minnesota  (pop.  14,000) 


Cloquet  offers: 

• Spectacular  natural  beauty 

• Excellent  public  schools,  low 
teacher  to  student  ratio 

• Local  community  college.  2 
universities  and  a 4-year  private 
college  within  20  miles 

• Low.  low  crime  rate 

• Affordable  lakeside  living 

• Year  round  outdoor  recreation 

• Stable  economy 


What  the  Raiter  Clinic  offers: 

• Financial  strength  (founded  1930) 

• Next  to  community  hospital 

• First  year  salary  guaranty 

• Generous  and  comprehensive  benefit 
package 

• Bonuses  and  incentives 

• Yearly  CME 

• Manageable  call  schedule 

• On  site  radiology,  lab  and  pharmacy 

• Eligibility  for  partnership  after 
2 years 


Semi  CV  in  strictest  confidence  to: 


,(ohn  .1.  Turonie,  .Administrator 
The  Raiter  Clinic.  Ltd. 

417  Skyline  Boulevard 
Cloquet.  Minnesota  55720 


The  Raiter  Clinic.  Ltd.  is  an  equal  opportunity  employer 
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We 


We  only  thing  that’s  different  about  people  who  get  involved 


O A N A I-  I- 


is  that  the}' get  ini  'oli  'ed.  Speak  your  mind.  Take  a stand.  Gii  'e  something  back. 


I 


To  find  out  how,  contact  the  Easter  Seal  Society  today. 


I 


ISI  OTH  I N G 


i 

V 


EQUAI-LY  WELI-. 


All  of  us  hai  'e  the  ability  to  make  a difference. 


County  society  news 


Ashland-Bayfield-Iron.  Kirk 
Lufkin,  MD,  has  been  accepted  into 
membership  in  the  Ashland-Bay- 
field-Iron  County  Medical  Society. 

Calumet.  The  following  physicians 
were  accepted  into  membership  in 
the  Calumet  County  Medical  Soci- 
ety: Christine  M.  Bockhorn,  MD; 
Joseph  Bonanno,  MD;  and  Randy  T. 
Theiler,  MD. 

Chippewa.  Accepted  into  member- 
ship in  the  Chippewa  County  Medi- 
cal Society  are  Gerald  A.  Gehl,  MD; 
John  R.  Snyder,  MD;  and  Philip  A. 
Swanson,  MD. 

Crawford.  The  following  physicians 
have  been  approved  for  member- 
ship in  the  Crawford  County  Medi- 
cal Society:  Tyson  King  Cobb,  MD; 
Robert  Lee  Cozine,  MD;  Blake 
Andrew  Jones,  MD;  and  George  M.S. 
Pascual,  MD. 

Dodge.  Jeanne  N.  Larson,  MD;  and 
Joel  D.  Miller,  DO  were  accepted 
into  membership  in  the  Dodge 
County  Medical  Society. 

Eau  Claire-Dunn-Pepin.  The  fol- 
lowing physicians  have  been  ac- 
cepted as  new  members  of  the  Tri- 
County  Medical  Society:  Kirk  Dahl, 
MD;  Nathan  Smithberg,  MD;  Mi- 
chael Murray,  MD;  Heidi  Klessig, 
MD;  Derek  Scammell,  MD;  Stephen 
Noltner,  MD;  Gail  Tasch,  MD;  Wil- 
liam Granger,  MD;  Perry  Kyser,  MD; 
Mark  Attermeier,  MD;  Ken  Mitch- 
ell, MD;  Ronald  Seningen,  MD;  Sa- 
leh Obaid,  MD;  Kenneth  R.  Mitch- 
ell, MD;  and  Nancy  M.  Sahakian, 
MD. 

Fond  du  Lac.  New  members  ac- 
cepted into  the  Fond  du  Lac  County 
Medical  Society  include:  Dr  Ken- 
j neth  Solis;  Dr  Richard  McMahon; 

! Dr  Cora  Arellano;  Dr  Michael 
Combs;  Dr  Linda  Hegstrand;  Dr  Beth 
1 Collister;  Dr  Oliver  Clements;  and 
! Dr  Michael  Jacquat. 

Jefferson.  The  following  physicians 


have  been  approved  for  member- 
ship in  the  Jefferson  County  Medi- 
cal Society:  Donald  E.  Bates,  MD; 
Satwant  S.  Dhillon,  MD;  John  A. 
Ferris,  MD;  Donene  A.  Rowe,  MD; 
and  Thomas  J.  Tackman,  MD. 

Marinette-Florence.  Szabolcs  I. 
Fejer,  MD  has  been  accepted  into 
membership  in  the  Marinette- 
Florence  County  Medical  Society. 

Milwaukee.  The  following  physi- 
cians were  elected  to  membership 
in  the  Medical  Society  of  Milwau- 
kee County:  William  W.  Dzwi- 
erzynski,  MD;  David  Z.  Friedberg, 
MD;  Jeffrey  B.  Gorelick,  MD;  Karen 
T.  Gotwalt,  MD;  Daniel  R.  Holli- 
man, MD;  Samuel  H.  Idarraga,  MD; 
Christine  A.  Maxey,  MD;  Kenneth S. 
Nave,  MD;  Gerald  P.  Nelezen,  DO; 
Barbara  A.  Peschong,  MD;  Ronald 
G.  Pirrallo,  MD;  Nanjapareddy  M. 
Reddy,  MD;  Robert  A.  Rosen,  MD; 
Margaret  M.  Spoerl,  MD;  Stephen 
V.  Strother,  MD;  Majed  M.  Abu- 
Hajir,  MD;  A1  P.  Baltrusaitis,  MD; 
Todd  W.  Beatty,  MD;  Paul  R.  Bender, 
MD;  Rose  Amy  Betzold,  MD;  Diane 
Sonia  Book,  MD;  Christopher  C. 
Capel,  MD;  Julie  I.  Carmody,  MD; 
Patrick  Chen,  MD;  Kelly  J.  Clark, 
MD;  Joseph  J.  Donofrio,  MD;  Mark 
R.  Fitzsimmons,  MD;  Erin  S.  Fogel, 
MD;  Peter  J.  Foley,  MD;  Peter  Fon- 
seca, MD;  Louis  Fulton,  MD;  Steven 
M.  Gryniewicz,  MD;  Harlan  D. 
Halma,  MD;  Judy  P.  Hoggatt,  MD; 
Jayesh  C.  Thakker,  MD;  Mary  R. 
Killman,  MD;  Timothy  R.  Kim,  MD; 
Steven  S.  Louis,  MD;  Sheri  A.  Lofton, 
MD;  Sebastian  R.  Mangiamele,  MD; 
Mitchell  W.  Manthey,  MD;  Andrew 
Mazur,  MD;  Hemalini  Mehta,  MD; 
Douglas  Milosavljevic,  MD;  Robert 
E.  Molina,  MD;  Elizabeth  A.  Nally, 
MD;  Sumit  K.  Nanda,  MD;  Daniel 
Ongna,  MD;  Tori  L.  Otte,  MD;  Jeanne 
L.  Pallagi,  MD;  Susan  E.  Park,  MD; 
Francisco  Perez,  MD;  Krishna  R. 
Prasad,  MD;  David  W.  Queoff,  MD; 
James  S.  Radke,  MD;  Susan  J.  Riegg, 


MD;  Ghyass  Rizk,  MD;  Gavin  J. 
Roberts,  MD;  Jonathan  M.  Rubin, 
MD;  David  J.  Rypkema,  MD;  Philip 
B.  Sharpless,  MD;  John  D.  Simmons, 
MD;  David  M.  Staff,  MD;  Thomas  J. 
Stengel,  MD;  John  P.  Tauro,  DO; 
John  A.  Terrell,  MD;  David  K.  Traul, 
MD;  Vernon  Kin  Wai  Wong,  MD; 
Hilary  J.  Webster,  MD;  Anna  E. 
Yonker-sell,  MD;  and  Syed  A.  Zahir, 
MD. 

Oconto.  Robin  T.  Price,  MD  was 
elected  to  membership  in  the  Oconto 
County  Medical  Society. 

Oneida-Vilas.  The  Oneida-Vilas 
County  Medical  Society  met  in 
Rhinelander  on  November  19, 1992. 
The  meeting  was  held  at  the  Qaridge 
Motor  Inn.  The  guest  speaker  was 
Dr  Gerald  Kempthorne,  head  of  the 
Impaired  Physicians  of  Wisconsin. 
Julie  Daggett,  SMS  Representative, 
updated  the  society  on  the  political 
situation  in  the  state  as  it  relates  to 
health  care.  The  following  physi- 
cians were  accepted  into  member- 
ship: Jodelle  L.  Bentley,  MD;  Laura 
L.  Hammel,  MD;  Russell  J.  Hermus, 
MD;  Linda  R.  Powers,  MD;  Peter  J. 
Santogade,  MD;  Peter  Zenti,  MD; 
Michelle  Storms,  MD;  Joseph  Yeung, 
MD;  and  Tomasz  Goral,  MD. 

Outagamie.  Physicians  accepted 
into  membership  in  the  Outagamie 
County  Medical  Society  are  M.  Scott 
Magee,  MD;  Brian  D.  Harrison,  MD; 
Thomas  J.  Moskalewicz,  MD;  and 
Robert  W.  Swanson,  MD. 

Portage.  Terrence  W.  Frank,  MD  has 
been  accepted  into  membership  in 
the  Portage  County  Medical  Soci- 
ety. 

Racine.  The  following  physicians 
were  elected  into  membership  in 
the  Racine  County  Medical  Society: 
Dr  Mark  E.  Caputo;  Dr  Scott  W. 
Gage;  Dr  James  M.  Soyka;  and  Dr 
James  A.  Toniolo. 

Continued  on  next  page 
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Sheboygan.  Larry  L.  Duenk,  MD 
has  been  accepted  into  membership 
in  the  Sheboygan  County  Medical 
Society. 

Taylor.  Mark  J.  Giovanelli,  DO  and 
Susan  O.  Messerly,  DO  were  ac- 
cepted into  membership  in  the  Tay- 


Obituaries 

Brazy,  Robert  R.,  MD,  of  Glendale, 
died  on  Oct  19,  1992.  He  was  born 
Dec  7,  1914,  in  Milwaukee  and  re- 
ceived his  medical  degree  in  1944 
from  the  University  of  Wisconsin 
Medical  School.  He  served  his  in- 
ternship at  Mt  Sinai  Hospital  in 
Milwaukee  and  his  residency  at 
Deaconess  Hospital  and  Veterans 
Administration  Hospital  in  Milwau- 
kee. He  was  a member  of  the  Mil- 
waukee County  Medical  Society, 
SMS,  and  AMA.  He  is  survived  by 
his  children,  Frances  Miyade,  Santa 
Barbara,  Calif;  Lisa  Jahn,  Iowa;  Joel 
Brazy,  Seattle;  Nicky  Brazy  of  Cali- 
fornia; a brother  and  two  sisters; 
and  seven  grandchildren. 

German,  Kempton  L.,  MD,  of  Trego, 
died  Aug  26,  1992,  in  Douglas 
County.  He  was  born  Sept  12, 1907, 
in  Bloomer  and  received  his  medi- 
cal degree  from  Rush  Medical  Col- 
lege in  1936.  Following  a residency 
in  urology  at  Presbyterian  Hospital 
in  Chicago,  he  established  a practice 
in  urology  at  Aurora,  111,  and  was  a 
clinical  assistant  in  urology  at  the 
University  of  Illinois-Chicago  Cam- 
pus School  of  Medicine.  In  1943  he 
enlisted  in  the  US  Army  and  served 
3.5  years  in  the  medical  corps,  largely 
at  Bushnell  General  Hospital.  He 
established  a solo  practice  in  urol- 
ogy in  Eau  Claire,  which  he  main- 
tained from  1946  until  his  retire- 
ment in  1975.  He  was  a member  of 
the  medical  staffs  of  Sacred  Heart 


lor  County  Medical  Society. 

Walworth.  The  following  physicians 
were  accepted  into  membership  in 
the  Walworth  County  Medical  Soci- 
ety; Kalpana  M.  Kumar,  MD;  James 
T.  Mulry,  MD;  and  Victor  J.  Sob- 
olewski.  III,  DO. 


and  Luther  Hospitals,  the  SMS  and 
the  American  Urological  Associa- 
tion. He  served  as  president  of  the 
Eau  Claire  Board  of  Health  for  a 
number  of  years.  He  is  survived  by 
his  wife,  Helen  Brunclik;  son  Tho- 
mas German,  of  Hollandale;  daugh- 
ter Ann  Schultz  German,  of  Eau 
Claire;  granddaughter;  sister;  and 
sister-in-law. 

J ohnson,  John,  W.,  MD,  formerly  of 
Withee,  died  Nov  4,  1992,  in  Port- 
land, Oregon.  Dr.  Johnson  was  born 
on  Oct  29,  1909,  in  Spokane,  Wash. 
He  received  his  medical  degree  as  a 
family  practitioner  from  Loma  Linda 
University  in  California  in  1935  and 
interned  at  Columbia  Hospital, 
Children's  Hospital  and  Isolation 
Hospital  in  Milwaukee.  He  was  on 
the  staff  at  Stanley  Victory  Memo- 
rial Hospital  for  50  years  and  medi- 


Waukesha. The  following  physi- 
cians were  accepted  into  member- 
ship in  the  Waukesha  Coimty  Medi- 
cal Society:  J.  Christopher  Braker, 
MD;  Robin  R.  Ferron,  MD;  Janet  S. 
McAuliffe,  MD;  Ikram  U.  Rashid, 
MD;  Kooroush  Saeian,  MD;  Joel  C. 
Shobe,  MD;  Jackie  R.  Tenge,  MD; 
and  Melanie  J.  Willis,  DO.  ❖ 


cal  director  at  the  Clark  County 
Health  Care  Center  in  Owen  for  33 
years.  Dr  Johnson  was  a member  of 
the  Clark  County  Medical  Society, 
SMS,  and  AMA.  He  is  survived  by 
his  son,  Robert  of  Seattle;  four  daugh- 
ters; JoAnne  Coleman  of  Newport, 
Oregon,  Barbara  Jacobson  of  Fairfax, 
Va,  Sandra  Lamb  of  Lincoln  City, 
Oregon,  and  Linda  Reinke  of 
Pocatello,  Idaho;  two  brothers,  one 
sister  and  six  grandchildren. 

Marek,  Robert,  W.,  MD,  of  Milwau- 
kee, died  Nov  27, 1992,  at  the  age  of 
44.  He  was  a 1975  graduate  of  the 
UW  Medical  School  and  completed 
his  dermatology  residency  at  UW 
Hospital  and  Clinics.  He  practiced 
at  Medical  Associates  in  Menomonee 
Falls.  Dr  Marek  is  survived  by  two 
sisters,  Barbara  Vranik,  Crystal  Lake, 
111,  and  Sally  Shay,  Oak  Hill,  WVa.*> 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.<» 
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CES  Foudation  donors 


The  individuals  and  organizations 
named  below  made  contributions 
to  the  Charitable,  Educational  and 
Scientific  Foundation  in  November 
and  December  1992. 

150th  Anniversary  Contributions 

R.  Mario  Abellera,  MD 

Stephen  Baldwin,  MD 

Robert  H.  Caplan,  MD 

Ann  Bardeen  Henschel,  MD 

Alan  G.  Finesilver,  MD 

Bruce  Gargas,  MD 

Terry  S.  Graves,  MD 

Paul  Guzzetta,  MD 

Dr  W.J.  and  Dr  Mary  Alice  Houghton 

Olli  F.  Kaarakka,  MD 

John  F.  Kreul,  MD 

R.V.  Kuhn,  MD 

Palmer  R.  Kundert,  MD 

Richard  D.  Larson,  MD 

Charles  Lonsdorf,  MD 

Lauren  Lopez,  MD 

Vicki  Mayer,  MD 

Kilian  H.  Meyer,  MD 

Morris  Family  Foundation 

Harold  Scudamore,  MD 

Arthur  Sonneland,  III,  MD 

Philip  A.  Swanson,  MD 

William  G.  Sybesma,  MD 

Palmer  Tibbetts,  MD 

Alice  D.  Watts,  MD 

Anthony  P.  Ziebert,  MD 

Special  projects  and  contributions 

Brown  County  Student  Loan  Fund 
Brown  County  Medical  Society 
Auxiliary 

Dr  and  Mrs  Robert  Schmidt 
CESF  General  Administrative  Grant 
State  Medical  Society  of  Wisconsin 
Edward  W.  Vetter,  MD  Scholarship 
Fund 

Mrs  Edward  W.  Vetter 

General  Fund 

Robert  B.L.  Murphy 

Physicians  Insurance  Company  of 

Wisconsin 

Tormey  Medallion  Fund 
Thomas  W.  Tormey,  Jr,  MD 
Wisconsin  Association  for  Senior 
Physicians 


Robert  H.  Lehner,  Sr,  MD 

Memorial  gifts  made  in  November 
and  December  1992 
Brown  County  Medical  Society 
Auxiliary 

General  Clinic  of  West  Bend 
Dr  David  and  Amy  Johnson 
William  J.  Listwan,  MD 
Hans  W.  Schmelzling 
Dr  and  Mrs  Robert  Schmidt 
Mrs  Edward  W.  Vetter 

In  memoriam 

In  loving  memory  of  those  individu- 
als who  will  grace  our  paths  forever. 
James  Baumgartner,  MD 
Mrs  Thomas  Burdon 
Stuart  Milson,  MD 
E.E.  Nelson,  Jr 
Lewis  Perry 
Edward  W.  Vetter,  MD 

The  individuals  named  below  made 
contributions  to  the  Charitable, 
Educational  and  Scientific  Founda- 
tion through  the  SMS  membership 
dues  statement  in  November  and 
December  1992. 

James  C.  Agre,  MD 
M.  Yusuf  Ali,  MD 
James  A.  Alston,  MD 
George  H.  Anderson,  MD 
Richard  E.  Appen,  MD 
James  H.  Arant,  MD 
Mark  W.  Asplund,  MD 
Edward  A.  Bachhuber,  MD 
Gregory  J.  Bachhuber,  MD 
Raymond  G.  Bachhuber,  MD 
Stephen  R.  Baldwin,  MD 
James  H.  Barbour,  MD 
Ann  Bardeen-Henschel,  MD 
John  M.  Bareta,  MD 
James  J.  Barrock,  MD 
Jack  R.  Bartholmai,  MD 
Victoriano  A.  Baylon,  MD 
John  W.  Beasley,  MD 
Dean  B.  Becker,  Jr,  MD 
Allan  D.  Belden,  MD 
E.  Maxine  Bennett,  MD 
James  S.  Berry,  MD 
Jonathan  R.  Berry,  MD 


Krishna  Bhatt,  MD 
James  F.  Bigalow,  MD 
Robert  M.  Boex,  MD 
Nicholas  C.  Bosch,  MD 
Austin  J.  Boyle,  III,  MD 
John  P.  Briody,  MD 
Thomas  H.  Browning,  MD 
Robert  G.  Brucker,  MD 
Richard  J.  Bryant,  MD 
William  J.  Buggy,  MD 
Robert  H.  Caplan,  MD 
Eugene  J.  Carlisle,  MD 
David  J.  Carlson,  MD 
William  W.  Chandler,  MD 
Henry  T.  Chang,  MD 
Simon  Cherkasky,  MD 
Richard  Cherwenka,  MD 
Henry  Chessin,  MD 
Man  Y.  Choi,  MD 
Dennis  D.  Christensen,  MD 
Wingate  F.  Clapper,  MD 
Richard  W.  Clasen,  MD 
Dann  B.  Claudon,  MD 
Norman  E.  Cohen,  MD 
George  E.  Collentine,  MD 
Perfecto  Competente,  MD 
James  L.  Concannon,  MD 
Patrick  W.  Connelly,  MD 
William  A.  Crawford,  MD 
S.  Marshall  Cushman,  Jr,  MD 
Frederick  J.  Davis,  MD 
Jack  H.  Deckard,  MD 
John  A.  DeGiovanni,  MD 
Stephen  P.  Delahunt,  MD 
Gerald  J.  Derus,  MD 
Gerald  J.  Dorff,  MD 
Anton  S.  Dorn,  MD 
Thomas  J.  Dougherty,  MD 
C.  Thomas  Dow,  MD 
Robert  E.  Drom,  MD 
Stephen  C.  Dungar,  MD 
Roy  J.  Dunlap,  II,  MD 
James  R.  Dyreby,  Jr,  MD 
Burnell  F.  Eckardt,  MD 
Peter  L.  Eichman,  MD 
Rakki  G.  Elangovan,  MD 
Victor  S.  Falk,  Jr,  MD 
John  W.  Fenlon,  MD 
Alan  B.  Fidler,  MD 
Jacob  M.  Fine,  MD 
William  E.  Finlayson,  MD 

Continued  on  next  page 
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Jerome  W.  Fons,  Jr,  MD 
D.  Joe  Freeman,  MD 
Richard  D.  Fritz,  MD 
W.  Bruce  Fye,  MD 
Ihor  A.  Galarnyk,  MD 
Todd  D.  Gammill,  MD 
Hyman  A.  Gantz,  MD 
Jonathan  Gedye,  MD 
Joseph  E.  Geenen,  MD 
Lucille  B.  Glicklich,  MD 
Terry  S.  Graves,  MD 
Roger  S.  Gray,  MD 
Roger  S.  Gray,  Jr,  MD 
Benjamin  S.  Greenwood,  MD 
William  B.  Grubb,  Jr,  MD 
Thorolf  E.  Gundersen,  MD 
Paul  M.  Guzzetta,  MD 
Philip  C.  Guzzetta,  Jr,  MD 
Peter  T.  Hansen,  MD 
Samuel  B.  Harper,  MD 
Stephen  L.  Haug,  MD 
George  L.  Hess,  Jr,  MD 
Donald  J.  Heyrman,  MD 
Lee  A.  Hofer,  MD 
Michael  L.  Hogan,  MD 
Stanley  W.  Hollenbeck,  MD 
Peter  J.  Holzhauer,  MD 
John  S.  Honish,  MD 
David  L.  Hoogerland,  MD 
Steven  H.  Hoyme,  MD 
Ralph  F.  Hudson,  MD 
Jacques  Hussussian,  MD 
Samuel  Idarraga,  MD 
Charles  V.  Ihle,  MD 
Pauline  M.  Jackson,  MD 
Walter  H.  Jaeschke,  MD 
Palmira  A.  Janusonis,  MD 
Alfhild  1.  Jensen,  MD 
J.  Howard  Johnson,  MD 
Paula  G.  Jones,  MD 
Robert  N.  Justl,  MD 
J D Kabler,  MD 
Ikar  J.  Kalogjera,  MD 
David  J.  Katz,  MD 
Jay  S.  Kaufman,  MD 
Vytas  K.  Kerpe,  MD 
Jack  A.  Killins,  MD 
Robert  R.  Kinde,  MD 
Douglas  King,  MD 
Frederick  B.  Klaas,  MD 
Roger  G.  Klettke,  MD 
Douglas  D.  Klink,  MD 
John  M.  Knutson,  MD 
Fred  H.  Koenecke,  Jr,  MD 


Jane  H.  Koll-Frazier,  MD 
Wayne  H.  Konetzki,  MD 
Stanley  A.  Korducki,  MD 
Bruce  A.  Kraus,  MD 
Raymond  V.  Kuhn,  MD 
Tai  Ho  Kwon,  MD 
Paul  G.  LaBissoniere,  MD 
Ronald  H.  Lange,  MD 
John  R.  Larsen,  MD 
Christopher  L.  Larson,  MD 
Paul  A.  Larson,  MD 
Elmer  G.  Lehman,  MD 
Jules  D.  Levin,  MD 
Russell  E.  Lewis,  MD 
John  R.  Lindstrom,  MD 
William  J.  Little,  Jr,  MD 
Charles  C.  Lobeck,  MD 
D.  Mark  Lochner,  MD 
Emilio  M.  Lontok,  MD 
Lauren  S.  Lopez,  MD 
Kraig  E.  Lorenzen,  MD 
Harold  N.  Lubing,  MD 
Erwin  P.  Ludwig,  MD 
Rolfs.  Lulloff,  MD 
Robert  E.  Lund,  MD 
Thomas  A.  Lyons,  MD 
George  E.  Maker,  MD 
David  C.  Mann,  MD 
Clifford  G.  Martin,  MD 
Johan  A.  Mathison,  MD 
James  R.  Mattson,  MD 
Vicki  L.  Mayer,  MD 
John  B.  McAndrew,  MD 
Timothy  G.  McAvoy,  MD 
Donald  H.  McDonald,  MD 
Brian  P.  McSorley,  MD 
Michael  G.  Medich,  MD 
Steven  G.  Meress,  MD 
Ann  Bartos  Merkow,  MD 
Steven  J.  Merkow,  MD 
Glenn  A.  Meyer,  MD 
Kilian  H.  Meyer,  MD 
Gregory  S.  Milleville,  MD 
Mark  D.  Molot,  MD 
Cynthiane  J.  Morgen  week,  MD 
Walter  D.  Moritz,  MD 
Albert  J.  Motzel,  Jr,  MD 
Gilbert  E.  Mueller,  Jr,  MD 
John  P.  Mullooly,  MD 
James  E.  Murphy,  MD 
James  L.  Murphy,  MD 
David  L.  Nelson,  MD 
Jane  L.  Neumann,  MD 
Erank  E.  Nichols,  MD 
John  R.  Nickelsen,  MD 


William  A.  Nielsen,  MD 
Kermit  L.  Newcomer,  MD 
Eugene  J.  Nordby,  MD 
Gene  H.  Numsen,  MD 
Dorothy  H.  Oakley,  MD 
Philip  B.  O'Neill,  MD 
Lyle  L.  Olson,  MD 
Ronald  W.  Olson,  MD 
Susan  J.  Olson,  MD 
Jung  Kyun  Park,  MD 
Tai  J.  Park,  MD 
John  G.  Parrish,  Jr,  MD 
Timothy  E.  Paterick,  MD 
Timothy  S.  Pavek,  MD 
John  E.  Pederson,  MD 
Edward  L.  Perry,  MD 
John  T.  Petersik,  MD 
Stanley  E.  Peterson,  MD 
Thomas  H.  Peterson,  MD 
Louis  R.  Pfeiffer,  MD 
Kenneth  G.  Pinegar,  MD 
Er  Chang  Ping,  Jr,  MD 
Evan  E.  Pizer,  MD 
Caiman  S.  Pruscha,  II,  MD 
Leon  J.  Radant,  MD 
Douglas  J.  Raether,  MD 
Stephen  C.  Ragatz,  MD 
Robert  W.  Ramlow,  MD 
Rosemary  Rau-Levine,  MD 
Lawrence  J.  Reif,  MD 
Arthur  L.  Reinardy,  MD 
Everett  W.  Reinardy,  MD 
Ted  O.  Reinke,  MD 
Thomas  A.  Reminga,  MD 
John  E.  Ridley,  III,  MD 
Ered  B.  Riegel,  MD 
Marc  E.  Ritsema,  DO 
Richard  G.  Roberts,  MD,  JD 
Barry  L.  Rogers,  MD 
David  M.  Rosenberg,  MD 
Roger  L.  Ruehl,  MD 
Dennis  K.  Ryan,  MD 
Martin  H.  Sahs,  MD 
Herbert  F.  Sandmire,  MD 
Elizabeth  T.  Sanfelippo,  MD 
John  J.  Satory,  MD 
Chester  A.  Sattler,  MD 
Edmund  W.  Schacht,  MD 
James  C.  Schemmel,  MD 
Kathleen  A.  Schmidt,  MD 
Charles  D.  Schoenwetter,  MD 
Jean  H.  Schott,  MD 
Joseph  B.  Schrock,  Jr,  MD 
Gerald  H.  Schroeder,  MD 
Caryn  I.  Schultz,  MD 
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Paschal  A.  Sciarra,  MD 
John  K.  Scott,  MD 
Robert  J.  Scott,  MD 
William  L.  Semler,  MD 
Robert  H.  Sewell,  MD 
Edwin  O.  Sheldon,  Jr,  MD 
John  C.  Shields,  MD 
Richard  E.  Silberman,  MD 
John  L.  Sims,  MD 
Gilbert  H.  Stannard,  Jr,  MD 
Paul  Steingraeber,  MD 
Robert  M.  Stem,  MD 
Ruth  A.  Stoerker,  MD 
Jack  Strong,  MD 
P.  Daniel  Suberviola,  MD 
Michel  N.  Sultan,  MD 
Robert  J.  Swee,  MD 
W.  Stuart  Sykes,  MD 
Thomas  A.  Taft,  MD 
Yoshiro  Taira,  MD 
Menandro  V.  Tavera,  Jr,  MD 
Gamber  F.  Tegtmeyer,  Sr,  MD 


L.  Cass  Terry,  MD 
James  E.  Thill,  MD 
Palmer  G.  Tibbetts,  MD 
Bonnie  M.  Tompkins,  MD 
Samuel  W.  Tonkens,  MD 
Darold  A.  Treffert,  MD 
Gay  D.  Trepanier,  MD 
Shogi-Ten  Tsai,  MD 
Goro  Tsuchiya,  MD 
Her-Lang  Tu,  MD 
Herman  Tuchman,  MD 
Allen  O.  Tuftee,  MD 
Gilbert  B.  Tybring,  MD 
Steven  S.  Ulrich,  MD 
Hart  E.  Van  Riper,  MD 
Kenneth  M.  Viste,  Jr,  MD 
Wess  R.  Vogt,  MD 
W.  Gregory  Von  Roehn,  MD 
Indur  B.  Wadhwani,  MD 
John  P.  Walsh,  MD 
John  E.  Walz,  MD 


William  M.  Wanamaker,  MD 
James  D.  Warrick,  MD 
Joseph  W.  Weber,  MD 
John  B.  Weeth,  MD 
Maxwell  H.  Weingarten,  MD 
John  A.  Welsch,  MD 
Alan  F.  Wentworth,  MD 
Joseph  F.  Wepfer,  MD 
Thomas  S.  Werbie,  MD 
John  H.  Wishart,  MD 
Raymond  W.  Witt,  MD 
Robert  G.  Wochos,  MD 
Leonard  W.  Worman,  MD 
Carlos  C.  Yu,  MD 
Randal  J.  Zabrowski,  MD 
Raymond  C.  Zastrow,  MD 
James  F.  Zimmer,  MD 
Richard  C.  Zimmerman,  MD 
Robert  C.  Zimmerman,  MD 
Ernest  J.  Zmolek,  MD 
Edward  Zupanc,  MD*I* 
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instructions  to  authors 


Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  scientific  and  socioeconomic 
manuscript  must  be  accompanied 
by  a cover  letter  containing  the  fol- 
lowing sentence:  "In  consideration 
of  the  Wisconsin  Medical  Journal's 
taking  action  in  reviewing  and  edit- 
ing this  submission,  the  author(s) 
hereby  transfer(s),  assign(s),  or  oth- 
erwise convey(s)  all  copyright 
ownership  to  the  WMJ  in  the  event 
that  this  work  is  published  in  the 
WMJ."  All  co-authors  must  sign  the 
letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent 
and  provide  a complete  address  and 


telephone  number.  All  coauthors 
should  have  contributed  to  the  study 
and  manuscript  preparation.  They 
should  be  thoroughly  familiar  with 
the  substance  of  the  final  manuscript 
and  be  able  to  defend  its  conclu- 
sions. 

The  Journal  expects  authors  to  dis- 
close any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely  ac- 
knowledged on  the  title  pages,  as 
should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Jou  rnal  staff  for  clarity,  organiza- 
tion, grammar,  spelling,  and  punc- 
tuation, and  in  accordance  with 


AMA  style  (AMA  Manual  of  Style, 
8th  ed,  and  AMA  Manual  for  Authors 
and  Editors).  Suggestions  for  titles 
are  welcome,  but  are  subject  to  the 
constraints  of  clarity,  space,  gram- 
mar and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements 
of  fact.  Galley  proofs  are  for  correct- 
ing errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  pa- 
per. The  authors  are  responsible  for 
all  statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  corre- 
sponding author. 

Preparation  of  scientific  manu- 
scripts 

• Submit  papers  to:  Wisconsin  Medi- 
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cal  Journal,  PO  Box  1109,  Madison, 
WI 53701;  Ph:  608-257-6781  or  1-800- 
362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 
sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  pa- 
per, using  1-inch  margins.  Double- 
Space throughout. 

• Organization  for  scientific  papers: 

Abstracts— 150  words  or  less,  stat- 
ing the  problem  considered,  meth- 
ods, results  and  conclusions.  Cite  no 
references. 

Methods— Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Results— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or  il- 
lustrations are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

D/scwss/o«— Discuss  the  conclu- 
sions that  follow  from  the  results,  as 
well  as  their  limitations  and  rela- 
tions to  other  studies.  Show  how  the 
conclusions  relate  to  the  purpose  of 
the  study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 
completeness  of  references.  Refer- 
ences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Con- 
sult the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use 


in  the  text.  Acceptable  abbreviations 
of  clinical,  technical  and  general 
terms  can  be  found  in  the  AMA 
Manual  for  Authors  and  Editors  and 
AMA  Manual  of  Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scien- 
tific writing.  (Examples:  For  "pre- 
sented with"  use  "had;"  for  "experi- 
enced a weight  loss"  use  "lost 
weight.") 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in  pa- 
rentheses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  Inter- 
national System  units  (SI)  in  paren- 
theses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in  the 
byline.  If  an  author  holds  two  doc- 
toral degrees  (eg,  MD  and  PhD,  or 
MD  and  DDS),  either  or  both  may  be 
used,  according  to  the  author's  pref- 
erence. Honorary  American  desig- 
nations (eg  FACP  or  FACS)  are  omit- 
ted. If  the  author  holds  a doctorate, 
master's  and  bachelor's  degrees  are 
omitted.  Courtesy  titles  (eg,  Mr, 
Mrs,  Ms)  are  omitted  from  bylines 
and  text. 

Illustrations 

Authors  are  encouraged  to  submit 
black  and  white  photos,  graphs  and 
charts  when  such  illustrations  will 
aid  in  the  readers'  understanding  of 
the  article.  If  color  illustrations,  suit- 
able for  use  on  the  WMJ  cover  are 
available,  the  author  should  notify 
the  WMJ  office  when  the  paper  is 
submitted.  Use  of  art  submitted  as 
cover  illustrations  is  not  guaranteed. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 


the  members  of  the  editorial  board. 
The  opinions  of  outside  consultants 
may  be  sought  at  the  medical  edi- 
tor's discretion.  The  medical  editor 
has  the  final  decision  as  to  whether 
a scientific  paper  will  be  published. 

Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  As  publisher,  the 
SMS  secretary-general  manager  has 
the  final  decision  as  to  whether  a 
socioeconomic  paper  is  published. 

Editorials,  letters,  and  soundings 
are  reviewed  by  the  medical  editor, 
SMS  senior  staff,  and  legal  counsel. 
Authorship  of  editorials  is  reserved 
for  members  of  the  WMJ  editorial 
board,  editorial  associates,  and  SMS 
elected  officials.  Editorials  are  signed 
by  the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Letters  are 
signed  by  the  authors,  are  the  au- 
thors' opinions,  and  do  not  neces- 
sarily reflect  the  policies  of  the  SMS. 
Authorship  of  letters  is  open  to  the 
public,  but  letters  are  limited  to  500 
words  and  subject  to  editing  for 
length,  clarity  and  style. 

Publication  support 
Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including 
tables  or  illustrations),  or  roughly  5 
typewritten  pages,  may  be  asked  by 
the  editorial  board  to  provide  publi- 
cation support  in  the  amount  of  $100 
per  typeset  page  beyond  the  second. 
Such  support  is  not  mandatory  and 
is  not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision 
of  support  helps  defray  the  cost  of 
publishing  the  Journal  and  is  left  to 
the  conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement  of 
the  source  is  made.^ 
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Unique  Radiology  opportunity  in  re- 
nowned Wisconsin  resort  community. 
Located  within  one  hour  of  Green  Bay 
and  right  on  the  shores  of  Lake  Michi- 
gan. Modem,  progressive,  60-bed  hos- 
pital has  brand  new  radiology  facilities 
that  include  mobile  MRl,  CT,  nuclear 
medicine,  ultrasound,  and  mammogra- 
phy. Sixteen  weeks  off  per  year  to  pur- 
sue the  multitude  of  recreational  ameni- 
ties offered  in  this  family-oriented  com- 
munity. Financial  package  includes  net 
income  guarantee  of  $180,000  and  stu- 
dent loan  reimbursement.  Paid  inter- 
viewing and  relocation  expenses.  Send 
your  CV  or  call  Todd  Dillon,  Jackson 
and  Coker,  Inc.,  115  Perimeter  Center 
Place,  Suite  380  (12602),  Atlanta  GA 
30346,  Telephone:  1-800-544-1987. 

1/93 

Madison,  Wisconsin.  Positions  avail- 
able: Family  Practice  with  OB;  Family 
Practice  for  Acute  Care  Clinic,  and  Inter- 
nal Medicine.  Excellent  salary,  benefits, 
lifestyle.  Contact  Professional  Staff 
Coordinator,  Group  Health  Cooperative, 
One  South  Park  Street,  Madison,  WI 
53715:  ph  608-251-4156.  GHC  is  an  equal 
opportunity/ affirmative  action  em- 
ployer. 1-4/93 

Oshkosh,  Wisconsin  - Medical  Groups 
are  recruiting  in  Emergency  Medicine, 
Internal  Medicine,  OB/GYN,  Rheuma- 
tology, and  Child  Neurology.  Mercy 
Medical  Center  has  an  active  medical 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:Copy  must  be 
received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


staff  of  120  physicians  in  all  medical 
specialties.  Oshkosh  is  an  attractive  com- 
munity of  55,000  people,  located  on  the 
shores  of  Lake  Winnebago  and  in  the 
heart  of  Wisconsin's  beautiful  Fox  River 
Valley  (metro  area  of  350,000  people). 
University  of  12,000  students.  Competi- 
tive financial  packages.  Contact  Chris- 
topher Kashnig;  Mercy  Medical  Center; 
631  Hazel  Street;  Oshkosh,  WI  54902. 
Call  414-236-2430.  Fax:  414-231-5677. 

1-2/93 

Midwest.  2 oto  seek  third.  College  town 
near  major  university.  Each  oto  sees  200 
patients  per  week;  80  surgeries  per 
month.  12  exam  rooms,  3 audiologists. 
Low  buy-in.  Call  Walter  Smith  at  800- 
221-4762.  1/93 

OB/GYN  - Physician  needed  to  practice 
obstetrics  in  a Northern  Michigan  com- 
munity. Presently  there  are  two  OB/ 
GYN's  in  partnership  and  an  additional 
physician  is  needed.  Partnership  offers 
a salary  guarantee  of  $225,000  with  ex- 
cellent benefits.  Contact  Doctors  Cook 
or  Henke  at  906-779-1290  or  John  Schon, 
Administrator,  Dickinson  County 
Memorial  Hospital,  400  Woodward 
Avenue,  Iron  Mountain,  Michigan  49801. 
800-236-3240  1-2/93 

Gastroenterologist,  Neurologist,  Psy- 
chiatrist - Excellent  opportunity  for 
physicians  to  establish  a prosperous 
practice  at  a progressive  107-bed  com- 
munity hospital  with  a medical  staff  of 
48  physicians  and  a service  area  popula- 
tion of  over  60,000.  Vibrant  Northern 
Michigan  community  offers  all  summer 
and  winter  recreational  activities.  Sal- 
ary guarantees  with  excellent  benefits 
provided.  Send  CV  or  contact  John  Schon, 
Administrator,  Dickinson  County 
Memorial  Hospital,  400  Woodward 
Avenue,  Iron  Mountain,  Michigan  49801. 
800-236-3240  1-2/93 

Ideal  Internal  Medicine  Practice  - Ex- 
cellent opportunity  for  BC/BE  Internist 
to  establish  a prosperous  practice.  Pro- 
gressive 107-bed  community  hospital 
with  a medical  staff  of  48  physicians  and 
a service  area  population  of  over  60,000. 
Vibrant  Northern  Michigan  community 
with  all  summer  and  winter  recreational 
activities.  Salary  guarantee  of  $135,000 


— ClcLssij^cd  uds 

with  excellent  benefits.  Send  CV  or 
contact:  John  Schon,  Administrator, 

Dickinson  County  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49801.  800-236-3240  1-2/93 

Are  you  a Board  Certified  Family  Prac- 
tice Physician  interested  in  relocating  to 
practice  pure  medicine?  MediCenter,  Inc. 
is  a fast-growing,  progressive  health  care 
provider  for  major  corporations  with 
current  opportunities  in  WI,  GA,  and 
MD.  $110K — $115K  or  more  for  experi- 
ence, signing  bonus,  tremendous  bene- 
fits and  all  insurance  paid  — including 
malpractice.  No  investment  required! 
Call  Dr.  Richard  Campbell  at  (405)  536- 
4377.  1-2/93 

Orthopedic  Surgeon  - Physician  needed 
to  practice  general  orthopedics  in  a 
Northern  Michigan  community.  The 
partnership  or  solo  practice  offers  a sal- 
ary guarantee  of  $250,000  and  excellent 
benefits.  Contact  Doctors  Roberts  or 
Slajus  at  906-774-7647  or  John  Schon, 
Administrator,  Dickinson  County 
Memorial  Hospital,  400  Woodward 
Avenue,  Iron  Mountain,  Michigan  49801. 
800-236-3240  1-2/93 

Milwaukee:  Major  teaching  and  terti- 
ary care  facility  seeking  BC  Family  Prac- 
tice Physician  with  experience  in  ad- 
ministration for  position  of  Medical 
Director  of  new  FP  clinic.  Staff  physi- 
cians also  needed  with  28  clinic  hours 
per  week  required.  FP  physicians  may 
provide  services  of  which  they  are 
trained.  First  year  salary,  140K,  plus 
bonus  and  extensive  benefit  package. 


Wisconsin — Michigan 


Dermatology  Oncology 

Neurosurgery  Urology 

Orthopedics — Hand  Orthopedics 

Occupational  Medicine 

Single  and  multi-specialty  opportunities. 
Locations  in  cities  on  or  near  a lake. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1-800-243-4353  or  414-241-9500. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon.Wl  53092 
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Physicians  Exchange 

Continued 

Contact  John  Goff,  Staff  Development 
Corporation,  13555  Bishops  Court,  Suite 
15,  Brookfield,  WI 53005, 1-800-236-7688 
or  FAX  CV  to  414-789-5343.  12/  92-2 / 93 

Wisconsin.  Family  practitioner  needed 
by  a growing  practice  of  a four  physician 
group  in  a friendly  rural  community  in 
northeast  Wisconsin  near  Green  Bay. 
This  is  an  excellent  opportunity  to  join 
an  established  organization.  Highly 
competitive  salary  with  benefits.  Please 
contact:  Artwich  Clinic,  Oconto  Falls, 
WI  54154.  1-3/93 

Madison  Area.  BC/BE  Family  Physi- 
cian or  Emergency  Medicine  Physician 
for  full  time  ER  staff  of  small  hospital  20 
minutes  from  Madison.  Relaxed  small- 
city  setting.  Benefits  include  tax  shel- 
tered annuity  and  relocation  expenses. 
For  more  information  on  this  opportu- 


WISCONSIN: Growing  South- 
ern-Wisconsin,  47-physician, 
multi-specialty  group  is  seeking 
an  endocrinologist,  general  sur- 
geon, internist,  neurologist,  ob- 
gyn,  ortho  surgeon,  physiatrist, 
and  rheumatologist.  Guaranteed 
salary  with  incentive  plus  full 
benefit  package.  Excellent  family 
environment  in  college  commu- 
nity of  50,000+.  Send  C.V.  to  J.  F. 
Ruethling,  Administrator,  Beloit 
Clinic,  SC,  1905  Huebbe  Parkway, 
Beloit,  WI  53511,  or  call  (608)  364- 
2200.  9/92-2/93 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
URGENT  CARE 
OB/GYN 

Single  and  multi-specialty,  solo 
and  faculty  opportunities  available. 

Wisconsin  Nebraska 

Kansas  Illinois 

Texas 

For  additional  information  please  contact: 

Strelcheck  & Associates,  Inc. 

10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 
1-800-243-4353 
Metro  Milwaukee  241-9500. 


nity,  contact  Maria  Selthafner  at  800- 
969-7715,  or  FAX  CV  to  414-226-4131. 

12/92-2/93 

Milwaukee  area.  A rapidly  expanding 
68  physician  multi-specialty  clinic  seeks 
BC/BE  physicians  in  the  following  spe- 
cialities: family  practice,  internal  medi- 
cine, ob/gyn,  urology,  psychiatry,  on- 
cology, and  pediatrics.  Competitive  sal- 
ary, excellent  fringe  benefits.  Address 
inquires  and  CV  to:  Medical  Associates 
Administrator,  PO  Box  427,  Menomonee 
Falls,  WI  53052-0427.  11-12/92-1/93 

Wisconsin.  120  physician  multi-specialty 
clinic  in  the  Fox  River  Valley  of 
northeastern  Wisconsin  desires  two  BC/ 
BE  pediatricians  to  join  department  of  15 
BC/BE  pediatricians.  Excellent 
compensation  and  benefit  package, 
leading  to  shareholder  status  after  two 
years.  The  community  offers  a superb 
recreational,  cultural,  and  family 
environment  in  which  to  practice.  For 
information  please  call  or  write:  Howard 
Kidd,  MD,  La  Salle  Clinic,  411  Lincoln 
St,  Neenah,  WI  54956;  ph  414-727-4276. 

3tfn/91 

Internal  medicine.  Large,  multispecialty 
group  in  the  Minneapolis/St.  Paul  area 


PPS  for  PSP-* 

Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 
Physician  Placement  Specialists 
P.O.  Box  791  • Brookfield,  WI  5.^()<)«-0791 

1-800-747-0606  (4 14)  784-9524 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

11-12/92-1-4/93 


seeks  additional  BE/BC  general  inter- 
nists. Busy,  established  primary  care 
practice  with  focus  on  ambulatory  geri- 
atrics; competitive  guaranteed  base  sal- 
ary and  full  benefit  package;  no  practice 
buy-in.  Send  vitae  to  or  call;  Nancy 
Borgstrom,  Aspen  Medical  Group,  1021 
Bandana  Boulevard  East,  #200,  St.  Paul, 
MN  55108.  EOE.  12/92-1/93 

Family  practice  physician  needed  by 
progressive  and  growing  group  practice 
in  west  central  Wisconsin.  City  of  60,000. 
Ninety  miles  from  Minneapolis/ St  Paul. 
Primarily  prepaid  practice  with  large 
component  FFS.  Highly  competitive 
salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  Stuart  Lancer, 
MD,  MBA,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552.  1-3/93 

Family  practitioner-internal  medicine- 
OB/GYN  to  join  progressive  13-physician 
group  practice.  Rural  college  town  30 
miles  from  St.  Paul,  MN.  New  clinic  and 
new  hospital.  Contact  Robert  B.  Johnson, 
MD,  River  Falls,  WI  54022  (715)  425- 
6701.  c9tfn/91 

Milwaukee  suburb.  Established  and 
growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opportunity.  Positions 
available  in  internal  medicine,  family 
practice,  and  pediatrics.  Please  send  CV 
to  Administrator,  Park  Crest  Medical 
Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  3tfn/91 

The  Wausau  Medical  Center  is  seeking 
board  certified/eligible  individuals  in 
the  following  specialties:  dermatology. 


Internist.  Two  young  BC  Internists  are 
seeking  a third  BC/BE  Internist  for 
well  established,  rapidly  growing  prac- 
tice located  in  pleasant  central  Wiscon- 
sin University  town  of  30,000.  Ideal 
practice  opportunity  with  equal  bal- 
ance of  consultative  and  primary  care; 
well  equiped  120  bed  hospital,  12  bed 
ICU.  Comprehensive  benefit  package 
includes  first  year  salary  guarantee, 
full  malpractice  insurance  and  part- 
nership buy-in  after  one  year.  Send  C V 
to:  Stevens  Point  Internal  Medicine, 
SC,  3504  E.  Maria  Dr.,  Stevens  Point, 
WI  54481.  (715)  341-8044.  10/92-3/93 
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Physicians  Exchange 

Continued 

family  medicine,  gastroenterology, 
hematology/oncology,  obstetrics/ gyne- 
cology, orthopedics,  otolaryn-gology, 
rheumatology,  walk-in  (urgent  care). 
Large  multi-specialty  group  located  in 
central  Wisconsin.  Competitive  salary 
(incentive  after  first  year).  Compre-hen- 
sive  benefit  package  including  malprac- 
tice insurance,  flexible  benefits  plan  and 
profit-sharing.  Modern  facility  located 
directly  across  the  street  from  250-bed 
acute  care  facility.  The  area  is  ideal  for 
outdoor  enthusiasts  (including  large 
downhill  ski  area)  with  outstanding 
cultural  activities  year-round  as  well. 
Write  or  call  collect  D.  K.  Aughenbaugh, 
MD,  Medical  Director,  Wausau  Medical 
Center,  2727  Plaza  Dr,  Wausau,  WI 54401; 
ph  715-847-3254.  cltfn/91 

Internist  to  join  two  internists  in  active 
practice  in  scenic  Upper  Michigan. 
Medical  school  affiliation.  Contact  North 
Shore  Internal  Medicine,  2420  First  Ave 
South,  Escanaba,  Ml  49829;  ph  906-786- 
1563.  1/93 


For  Sale 


Ripon  Professional  Building,  close  to 
Ripon  Municipal  Hospital  in  South 
Central  Wisconsin.  Designed  to  accom- 
modate 5 doctors.  Includes  exam  rooms, 
business  office,  minor  surgery  room  and 
lab.  4270  square  feet  on  one  floor  with 
full  basement  partially  finished  for  fu- 
ture expansion.  Contact  ERA  - J.J.  Rikkers 
Realty,  135  East  Jackson  Street,  Ripon, 
WI  54971,  (414)748-6111.  1/93 


Practice  for  Sale:  East  side  Mil- 
waukee physician  desires  to  sell 
his  primary  care-family  practice, 
near  hospital.  Good  patient  mix. 
Great  opportunity  for  dynamic 
person  to  purchase  goodwill,  pa- 
tient records,  medical  equipment. 
Contact:  Barton-Collins,  Ltd.,  c/o 
Dan  Collins,  9401  West  Beloit 
Road,  Suite  #312,  Milwaukee,  WI 
53227;  ph  414-541-6099.  1-2/93 


Services  Offered 

LINK  ETHICAL  THEORY  WITH  CLINI- 
CAL PRACTICE:  Applied  Ethicist  sen- 
sitive to  clinical  dilemmas  can  meet  your 
program  needs  with  topics  ranging  from 
Canadian  Health  Care,  Rx  in  the  Rural 
Trenches,  Ethics  of  Assisted  Suicide, 
Healing  by  the  Fundamentals,  etc.  Pub- 
lished in  NEJM  and  other  leading  US 
and  Canadian  medical  journals.  CV, 
brochure,  publications  on  request.  Walter 
Benjamin,  Ph.D.,  Hamline  University, 
St.  Paul,  MN  55104  (612)  641-2300. 

1-3/93 

Medical  Meetings-Continuing 
Medical  Education 


February  11-12,  1993  - 17th  Annual 
Winter  Pediatric  Conference.  Indianhead 
Mountain  Resort,  Wakefield,  Michigan. 
Contact:  Marshfield  Clinic,  Office  of 

Medical  Education,  1000  North  Oak 
Avenue,  Marshfield,  WI  54449.  1-800- 
782-8581,  ext.  5207. 

AMA 

June  13-17,  1993:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


State  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1993-1994 

The  1993  meeting  will  be  in  La  Crosse. 
All  other  meetings  will  be  held  in 
Milwaukee  at  the  Milwaukee 
Exposition  and  Convention  Center  and 
Arena  (MECCA)  and  the  new  Hyatt 
Regency  as  the  headquarters  hotel, 
unless  otherwise  indicated. 

1993  - April  14-17:  La  Crosse 

Convention  Center,  Radisson 

1994  - April  13-16:  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free  in 
Wisconsin:  1-800-362-9080. 
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THIS  LISTING  is  compiled  by  the 
State  Medical  Society  of  Wisconsin 
in  cooperation  with  others  who 
wish  to  maintain  a centralized 
schedule  of  meetings  and  courses 
of  interest  to  Wisconsin  physicians 
and  to  avoid  scheduling  programs 
in  conflict  with  others.  Hospitals, 
clinics,  specialty  societies,  and 
medical  schools  are  particularly 
invited  to  utilize  this  listing  service. 
There  is  a nominal  charge  for  listing 
of  Continuing  Medical  Education 
courses  at  the  following  rates:  55 
cents  per  word,  with  a minimum 
charge  of  $25.00  per  listing.  All 
listings  must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per 
column  inch.  Listings  of  other 
scientific  meetings  will  be  included 
at  the  discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is 
1st  of  the  month  preceding  the 
month  of  publication:  eg,  copy  for 
the  August  issue  is  due  by  July  1. 
Address  communi-cations  to: 
Wisconsin  Medical  Journal,  Box 
1109,  Madison,  WI  53701;  or  phone 
608-257-6781;  or  toll-free  1-800- 
362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first 
issue  of  each  month  of  the  Journal 
of  the  American  Medical  Association. 
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It's  a sign  of  the  times.  And  thank 
goodness.  Because  second-hand  smoke  may 
not  only  cause  you  to  lose  your  appetite,  but 
your  life  as  well. 

You  see,  we  figured  that  one  of  the  best  ways 
to  protect  the  health  of  smokers  and  non- 
smokers  alike  was  to  improve  the  atmosphere 
in  the  places  they  go  — like  restaurants. 


Thus,  we  were  the  driving  force  behind 
Wisconsin’s  Clean  Indoor  Air  Law.  Which  just 
happens  to  be  one  of  the  strongest  laws  of  its 
kind  in  America.  And  we  did  it  for  you. 

Help  clear  the  air.  Next  time  you’re  out, 
request  a no  smoking  section.  Talk  to  the 
manager.  Or  talk  to  us  toll-free  at 
1-800-242-5160. 


AMERICAN 


LUNG  ASSOCIATION  of  Wisconsin 

The  Christmas  Seal  People® 


It’s  a Matter  of  Life  and  Breath" 


Sponsored  by  the  State  Medical  Society  of  Wisconsin 


Julie  Pofahl  and  Joe  Fasi  are  part  of  our 
expert  team  dedicated  to  protecting  you 
and  your  practice  with  comprehensive 
risk  management  and  strong  claims  defense. 


Julie,  director  of  our  talented  risk 
management  team,  works  in  partnership 
with  physicians  and  their  staff  to  help 
reduce  their  risk  of  claims  exposure. 


In  the  event  a claim  does  occur,  we  rely  on 
experienced  and  successful  attorneys,  such  as 
Joe  Fasi,  of  Hinshaw  and  Culbertson  of 
Milwaukee,  who  specialize  in  medical  liability. 


With  PIC,  you  get  strong  defense,  innovative 
risk  management,  and  much  more. 


Physicians  Insurance 
Company  of  Wisconsin. 


Physician  owned. 


The  state’s  leading  medical 
professional  liability  insurer. 


Reducing  Your  Risks 
Protecting  Your  Reputation 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


8401  Greenway  Blvd.,  Suite  1101  • Middleton,  Wisconsin  53562  • 608-831-8331  • 1-800-279-8331 


lively  Socratic-style  discussion  on  reforming  our  health  care  system. 

You  won’t  want  to  miss  “Who  Shall  Be  Healed?,”  on  PBS, 
January  27,  at  10  pm  EST.  A major,  national  debate  on  the  future 
of  health  care,  made  possible  by  Wausau  Insurance  - professionals 
skilled  in  managed  care  programs  for  workers  compensation  and 
group  health  insurance,  including  24-hour  coverages. 


“WhoShaUBeHealed?” 

A PBS  Special.  Sponsoredby  Wausau  Insurance. 

Wednesday,  January  27 10pm  EST. 

* Verify  program  time  through  your  local  PBS  television  listing. 

Wausau  Insurance  Companies,  2000  Westwood  Drive,  Wausau,  Wisconsin  54401  (715)  845-5211  A Member  of  the  Nationwide®  Group 
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Ethics  before  profit 


IN  EARLY  December,  I attended  the 
AMA  interim  meeting  in  Nash- 
ville, Term.  Among  the  many  issues 
discussed  at  that  meeting  was  the 
issue  of  physician  self-referral.  This 
means  physician  ownership  of  a 
medically  related  business,  not 
under  the  direct  supervision  of  the 
physician,  to  which  the  physician 
refers  a patient.  Examples  include 
radiation  therapy  units,  diagnostic 
imaging  centers,  central  laborato- 
ries, ambulatory  surgery  centers,  and 
other  medically  related  business 
ventures. 

Over  the  past  several  years,  there 
have  been  a number  of  studies  that 
reportedly  show  that  physicians  are 
influenced  by  their  ownership  in 
such  facilities  and  that  the  referral 
rate  or  ordering  of  procedures  and 
tests  is  higher  among  physicians  who 
have  such  ownership,''^  This,  of 
course,  leads  to  the  conclusion  that 
such  ownership  creates  a conflict  of 
interest  that  adversely  affects  the 
cost  of  medical  care. 

The  issue  had  been  previously 
discussed  in  December  1991  at  the 
AMA  interim  meeting  when  the 
House  of  Delegates  accepted  the 
report  of  the  Council  on  Ethical  and 
Judicial  Affairs.’  The  council  laid 
out  rather  narrow  guidelines  under 
which  a physician  could  ethically 
refer  to  a medical  facility  that  he  or 
she  owned.  I think  it  is  important 


that  you  be  aware  of  the  key  parts  of 
this  report  and  you  will  find  it 
immediately  after  this  editorial  (see 
page  52). 

In  June,  at  the  annual  AMA  House 
of  Delegates  meeting,  the  issue  re- 
surfaced when  the  House  redis- 
cussed the  issue  and  passed  a reso- 
lution stating  that  self-referral  was 
ethical  so  long  as  a physician  dis- 
closes ownership  to  the  patient.  It 
was  the  opinion  of  the  House  that 
not  all  physician  ownership  of 
medical  facilities  created  a conflict 
of  interest,  that  the  majority  of  phy- 
sicians were  not  inappropriately  or 
unnecessarily  referring  to  entities 
that  they  owned,  and  that  limiting 
physician  ownership  might  result 
in  needed  facilities  not  being  avail- 
able to  patients  in  some  parts  of  the 
country.  The  House  of  Delegates  in 
December  wisely  rescinded  its  June 
action  and  reaffirmed  the  original 
Council  on  Ethical  and  Judicial  Af- 
fairs report  of  December  1991. 

I feel  that  the  original  report  is  a 
reasonable  compromise  between  the 
outright  condemnation  of  physician 
ownership  of  such  facilities  and  the 
realities  of  practice  in  the  United 
States  today.  In  an  ideal  world, 
physicians  would  only  practice  the 
profession  of  medicine.  Physicians 
would  not  have  a financial  stake  in 
the  provision  of  ancillary  services 
such  as  x-ray,  laboratory,  physical 
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therapy,  pharmacy,  radiation  ther- 
apy, ambulatory  surgery,  dispensing 
of  eye  glasses,  and  other  such  serv- 
ices. The  reality  is  that  many  physi- 
cians and  physician  groups  depend 
on  the  income  derived  from  some  of 
these  ancillary  services  to  help  sup- 
port the  provision  of  high  quality 
medical  services  to  their  patients. 

Note  that  the  guidelines  do  allow 
for  physician  participation  in  these 
types  of  services  when  they  are 
provided  as  part  of  the  office  prac- 
tice of  medicine  or  if  the  physician 
directly  provides  care  or  services  at 
the  facility.  Thus,  there  is  no  infringe- 
ment on  the  ability  of  a physician 
engaged  in  legitimate  business 
opportunities  that  are  directly  re- 
lated to  his  or  her  practice  of  medi- 
Continued  on  next  page 
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cine.  Only  the  truly  "free  standing" 

services  are  considered  unethical. 

A number  of  states  have  already 
introduced  legislation  making  phy- 
sician self-referral  illegal.  The  US 
Department  of  Health  and  Human 
Services  has  already  limited  the 
scope  of  physician  self-referral  when 
it  defined  its  "safe  harbors"  and 
excluded  such  business  arrange- 
ments. I have  recently  received  word 
that  the  Wisconsin  Legislature  will 
consider  a bill  limiting  physician 
self- referral.  The  bill  will  be  intro- 
duced by  Sen  Brian  Burke  of  Mil- 
waukee. 

If  the  bill  Senator  Burke  intro- 
duces conforms  to  the  guidelines 
contained  in  the  AMA  policy,  1 have 
no  objection  to  it.  I wonder,  how- 
ever, how  many  free-standing  fa- 


cilities there  are  in  Wisconsin  offer- 
ing ancillary  medical  services  that 
would  become  illegal  under  this 
legislation.  Is  the  legislation  really 
needed,  or  is  it  "a  cure  in  search  of  a 
disease?"  Frequently,  the  solutions 
crafted  by  the  Legislature  end  up 
causing  more  mischief  in  the  long 
run  than  any  good  they  accomplish. 

I do  support  strongly  the  Council 
on  Ethical  and  Judicial  Affairs  re- 
port. Although  it  may  not  be  neces- 
sary in  Wisconsin,  1 will  support 
legislation  directed  at  "self-referral" 
if  the  legislation  is  worded  prop- 
erly. We  must  avoid  the  appearance 
of  conflict  of  interest,  even  if  there  is 
no  documented  abuse.  The  opinion 
of  the  Council  on  Ethical  and  Judi- 
cial Affairs  is  directed  at  passive 
investments  with  no  real  involve- 


ment by  the  physician  or  connection 
to  the  physician's  practice  or  in  other 
words,  referrals  done  purely  for 
profit.  1 don't  find  it  hard  to  oppose 
the  practice  of  medicine  "purely  for 
profit." 
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AMA  recommendations  on  self-referrals 


Accordingly,  the  Council  on  Ethical 
and  Judicial  Affairs  recommends 
that: 

1.  Physician  investment  in  health 
care  facilities  can  provide  impor- 
tant benefits  for  patient  care. 
However,  when  physicians  refer 
patients  to  facilities  in  which  they 
have  an  ownership  interest,  a 
potential  conflict  of  interest  ex- 
ists. In  general,  physicians  should 
not  refer  patients  to  a health  care 
facility  outside  their  office  prac- 
tice at  which  they  do  not  directly 
provide  care  or  services  when 
they  have  an  investment  interest 
in  the  facility. 

2.  Physicians  may  invest  in  and  refer 
to  an  outside  facility,  whether  or 
not  they  provide  direct  care  or 
services  at  the  facility,  if  there  is  a 
demonstrated  need  in  the  com- 
munity for  the  facility  and  alter- 
native financing  is  not  available. 
There  may  be  situations  in  which 


a needed  facility  would  not  be 
built  if  referring  physicians  were 
prohibited  from  investing  in  the 
facility.  Need  might  exist  when 
there  is  no  facility  of  reasonable 
quality  in  the  community  or  when 
use  of  existing  facilities  is  oner- 
ous for  patients.  In  such  cases, 
the  following  requirements 
should  also  be  met: 

a.  Individuals  who  are  not  in  a 
position  to  refer  patients  to  the 
facility  must  be  given  a bona 
fide  opportunity  to  invest  in 
the  facility,  and  they  must  be 
able  to  invest  on  the  same  terms 
that  are  offered  to  referring 
physicians.  The  terms  on 
which  investment  interests  are 
offered  to  physicians  must  not 
be  related  to  the  past  or  ex- 
pected volume  of  referrals  or 
other  business  from  the  physi- 
cians. 

b.  There  is  no  requirement  that 


any  physician  investor  make 
referrals  to  the  entity  or  other- 
wise generate  business  as  a con- 
dition for  remaining  an  inves- 
tor. 

c.  The  entity  must  not  market  or 
furnish  its  items  or  services  to 
referring  physician  investors 
differently  than  to  other  inves- 
tors. 

d.  The  entity  must  not  loan  funds 
or  guarantee  a loan  for  physi- 
cians in  a position  to  refer  to 
the  entity. 

e.  The  return  on  the  physician's 
investment  must  be  tied  to  the 
physician's  equity  in  the  facil- 
ity rather  than  to  the  volume 
of  referrals. 

f.  Investment  contracts  should 
not  include  "noncompetition 
clauses"  that  prevent  physi- 
cians from  investing  in  other 
facilities. 

Continued  on  page  54 
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g.  Physicians  must  disclose  their 
investment  interest  to  their  pa- 
tients when  making  a referral. 
Patients  must  be  given  a list  of 
effective  alternative  facilities 
if  any  such  facilities  become 
reasonably  available,  informed 
that  they  have  the  option  to 
use  one  of  the  alternative  fa- 
cilities, and  assured  that  they 
will  not  be  treated  differently 
by  the  physician  if  they  do  not 
choose  the  physician-owned 
facility.  These  disclosure  re- 
quirements also  apply  to  phy- 
sician investors  who  directly 


provide  care  or  services  for 
their  patients  in  facilities  out- 
side their  office  practice. 

h.  The  physician's  ownership  in- 
terest should  be  disclosed, 
when  requested,  to  third  party 
payors. 

i.  An  internal  utilization  review 
program  must  be  established 
to  ensure  that  investing  physi- 
cians do  not  exploit  their  pa- 
tients in  any  way,  as  by  inap- 
propriate or  unnecessary  utili- 
zation. 

j.  When  a physician's  financial 
interest  conflicts  so  greatly 
with  the  patient's  interest  as  to 


be  incompatible,  the  physician 
must  make  alternative  arrange- 
ments for  the  care  of  the  pa- 
tient. 

3.  With  regard  to  physicians  who 
invested  in  facilities  under  the 
Council's  prior  opinion,  it  is  rec- 
ommended that  they  reevaluate 
their  activity  in  accordance  with 
this  report  and  comply  with  the 
guidelines  in  this  report  to  the 
fullest  extent  possible.  If  compli- 
ance with  the  need  and  alterna- 
tive investor  criteria  is  not  practi- 
cal, it  is  essential  that  the  identifi- 


EVP  report:  The  view  from  here 

Up  close  and  personal  with  health  care  reform 


A COUPLE  OF  MONTHS  AGO,  I de- 
veloped with  a set  of  symp- 
toms that  knitted  the  brows  of  the 
people  close  to  me.  I was  tempted  to 
dismiss  them  as  Dickens  had  Scrooge 
dismiss  Jacob  Marley's  apparition, 
as  "a  bit  of  undigested  beef  ...  more 
gravy  than  grave,"  but  the  increas- 
ing severity  of  the  symptoms  finally 
caused  me  to  surrender  to  the 
urgings  of  my  friends  to  visit  a local 
emergency  room. 

The  usual  barometers  of  health 
were  measured,  various  fluids  were 
collected,  and  a series  of  wires  were 
attached.  I must  note  here  that  the 
health  care  workers  at  this  hospital 
were  both  professional  and  caring. 
While  I was  particularly  glad  to  see 
the  ER  physician,  who  did  his  best 
to  assure  me  that  I was  unlikely  to 
face  my  immediate  demise,  I was 
not  truly  comfortable  until  my  regu- 
lar physician  arrived. 

Reflecting  on  this  later,  I realized 
that  I had  experienced  what  I have 
spent  years  talking  about  to  mem- 


bers of  Congress,  legislators  and  the 
general  public:  the  strength  of  the 
physician-patient  relationship.  All 
of  the  machines  and  all  the  other 
health  care  providers  simply  did  not 
have  the  same  power  to  calm  and 
reassure  as  a few  words  from  my 
own  doctor. 

Although  the  cause  of  my  symp- 
toms could  not  be  determined,  the 
more  life-threatening  possibilities 
were  ruled  out.  In  a follow-up  visit 
with  my  doctor,  I received  a briefing 
on  the  risks  of  my  lack  of  exercise, 
poor  eating  habits,  level  of  stress  in 
my  daily  life  and  the  breadth  of  my 
mid-section.  The  message  was  clear: 
my  symptoms  were  not  brought  on 
by  a heart  attack  this  time,  but  my 
lifestyle  was  such  that  I was  stack- 
ing the  odds  in  favor  of  an  unfriendly 
future  diagnosis  (healthful  adjust- 
ments, I should  add,  have  been 
made). 

On  the  way  home,  I started  think- 
ing about  how  the  cumulative  deci- 
sions we  make  in  our  lives  affect  the 


cost  of  health  care.  I knew  long  ago 
the  benefits  of  exercise,  correct  diet 
and  stress  reduction,  but  I made 
decisions  to  forego  those  benefits.  I 
Continued  on  page  56 
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guess  it  is  accurate  to  say  I also  de- 
cided to  accept  the  risks  of  forego- 
ing the  benefits.  Those  decisions, 
had  I not  reversed  them,  could  have 
translated  into  health  care  costs. 

Coronary  disease  is  a particularly 
cogent  example,  because  the  spe- 
cialized ambulances  and  hospital 
wards— equipped  with  specialized 
health  care  professionals  using  high- 
tech  accessories  to  perform  amaz- 
ing procedures— consHtute  a particu- 
larly costly  health  care  endeavor. 

And  I have  to  tell  you:  At  the  time 
my  anxiety  was  such  that  I wanted 
the  best  available  health  care  at  any 
cost.  If  the  physician  had  said  "This 
care  I am  about  to  give  you  will  cost 
every  cent  you'll  make  for  the  next  5 
years,"  I would  have  said,  "OK,  go 
to  it." 

The  episode  exemplifies  one  rea- 
son it  is  so  difficult  to  achieve  mean- 
ingful cost  containment  in  health 


care.  When  you  are  in  pain  or  think 
you  are  in  danger  of  dying,  you 
want— right  now— the  best  physician, 
armed  with  the  best  drugs  and  the 
best  machines.  I certainly  would  not 
have  reacted  plesantly  if,  upon  arri- 
val at  the  ER,  the  doctor  said,  "I'm 
sorry,  but  we're  only  allowed  so 
many  heart  monitors  and  they're  all 
in  use.  They're  quite  expensive,  you 
know." 

We  can  talk  all  we  want  about 
health  care  cost  containment  in  the 
abstract;  it's  quite  another  thing  with 
it  is  your  own  heart  that  is  incurring 
the  cost. 

With  the  nation  screaming  about 
health  care  costs,  why  are  we  not 
talking  about  the  costs  of  our  bad 
decisions?  In  this  issue  of  the  WMJ, 
Dr  Robert  Gullberg  estimates  the 
cost  of  health  care  for  HIV-infected 
patients  will  be  $10.5  billion  in  1994 
alone  (page  73).  How  much  less 
would  this  figure  be  if  we  quit  de- 


ciding to  have  unprotected  sex? 
What  price  are  we  paying  for  our 
decisions  to  risk  becoming  teenage 
parents,  to  use  illegal  drugs  and 
misuse  legal  drugs,  or  store  guns  in 
such  a way  that  our  families  are  at 
risk?  What  are  the  cost  of  our  deci- 
sions to  pollute  our  air  and  water,  to 
engage  in  prostitution,  and  to  sub- 
ject each  other  to  violence  in  our 
homes  and  on  our  streets? 

In  more  mundane  terms,  what 
price  are  we  paying  for  eating  too 
much  (or  too  little,  or  the  wrong 
foods),  exercising  too  little,  and  al- 
lowing the  pursuit  of  professional 
success  to  consume  our  lives?  What 
are  the  costs  of  our  decisions  to 
smoke,  to  drink  and  drive,  or  to 
drink  in  excess?  What  are  we  pay- 
ing for  our  decisions  to  neglect 
immunizations  and  regular  check- 
ups? 

The  Clinton  administration  is 
Continued  on  page  58 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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considering  a plan  to  distribute  child- 
hood vaccines  free  to  public  clinics 
and  private  doctor's  offices  to  make 
sure  that  all  children  are  properly 
vaccinated.  The  idea  is  worth  trying. 
In  some  inner-city  neighborhoods, 
the  immunization  rate  is  as  low  as 
10%.  But  officials  in  Connecticut, 
Massachusetts  and  Washington, 
where  the  state  distributes  vaccines 
free  to  doctors,  say  their  programs 
have  significantly  increased  the  im- 
munization rates.  Until  now,  we 
have  decided  not  to  knock  down  the 
cost  barrier,  but  what  greater— and 
unnecessary— costs  have  we  paid  be- 
cause only  about  half  of  our  nation's 
school  children  get  the  recom- 
mended shots? 


How  much  less  would  our  health 
care  costs  be  if  we  could  concentrate 
on  preventive  care,  birth,  unavoid- 
able disease,  accidental  injury  and 
the  natural  course  of  aging? 

Attacking  the  cost  of  health  care 
without  even  addressing  our  "dis- 
cretionary" diseases  and  illnesses  is 
akin  to  treating  a patient's  symp- 
toms rather  than  fighting  the  actual 
disease  mechanism.  As  a nation,  we 
must  concern  ourselves  with  causes, 
not  just  effects. 

In  a slightly  different  medical 
analogy,  1 cannot  think  of  any  im- 
portant disease  for  which  we  have  a 
prevention  or  cure  where  the  cost  of 
prevention  is  greater  than  the  cost  of 
management.  It  is  cheaper  to  stay 
healthy  than  to  get  better.  Most  of 


Letters 

Fighting  prejudice  in  the  profession 


To  THE  editor:  1 am  one  of  those 
so-called  international  medi- 
cal graduates  and  have  been  very 
comfortable  working  within  the  SMS 
in  a variety  of  efforts,  including  fight- 
ing for  justice  for  physician  gradu- 
ates who,  because  of  an  accident  of 
birth  or  circumstances,  were  not  edu- 
cated entirely  in  the  United  States.  1 
recently  got  an  invitation  to  attend 
the  International  Medical  Graduates 


Section  of  the  SMS.  This  sort  of  both- 
ers me. 

The  word  international,  1 pre- 
sume, also  includes  the  American 
graduates  and  in  this  regard  doesn't 
seem  to  make  sense  as  to  the  SMS, 
which  supposedly  represents  all 
physicians  having  a separate  but 
equal  section.  I've  had  instances 
where  even  among  the  international 
medical  graduates  there  are  subsec- 
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the  health  care  system  reform  plans 
I have  seen— including  the  one  de- 
veloped by  the  SMS  Task  Force  on 
Health  Care  Reform— recognize  this 
cost-effectiveness  and  call  for  a 
greater  emphasis  on  primary  care. 
But  perhaps  we  need  to  go  a step 
farther.  Perhaps  what  is  needed  is  a 
sort  of  preventive  care  for  the  cul- 
tural ills  that  lead  to  physical  ills. 

My  point  is  that  we  as  a nation 
and  as  individuals  are  responsible 
for  the  current  health  care  crisis.  And 
if  we  do  not  stop  hurting  ourselves 
and  each  other  with  our  bad  deci- 
sions, it  will  matter  little  what  new 
methods  of  health  care  distribution 
and  payment  we  may  devise.  The 
costs  will  continue  to  rise.^ 


tions  of  Indian  medical  graduates, 
Philippine  medical  graduates,  Israeli 
medical  graduates,  English  medical 
graduates,  etc.  I think  this  smells  of 
tribalism,  which  I believe  does  not 
have  a place  in  America. 

I perfectly  agree  that  there  has 
been  a history  of  discrimination  in 
this  country  against  foreign  gradu- 
ates. In  fact,  I myself  have  been 
harmed  earlier  in  my  career  not  being 
able  to  land  a residency  purely  be- 
cause the  system  was  very  preju- 
diced against  foreign  graduates  such 
as  myself.  However,  I cannot  dwell 
on  the  past,  but  must  work  in  the 
present  to  insure  that  in  the  future 
such  things  do  not  happen.  I believe 
we  can  achieve  this  through  the  SMS, 
first  by  acknowledging  there  has 
been  a past  problem,  and  second 
working  as  a state  society  to  educate 
us  physicians  away  from  our  primi- 
tive instincts  of  prejudice  and  tribal- 
ism, whichever  the  case  may  be. 
—V.  Cameron,  MD 
Athens^ 
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New  Himiulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

‘Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 


Glohal  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791  l-B-249343 


1992.  ELI  LILLY  AND  COM  PA  I 


Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence  and 
victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the  prevention  of 
family  violence. 


Violence  among  family  members  has  reached  staggering 
proportions.  Every  year  more  than  2 million  cases  of  child 
abuse  and  neglect  are  reported,  between  2 and  4 million 
women  are  battered  by  their  spouses,  and  between  7()(),()00 
imd  1 . 1 million  of  the  elderly  population  are  abused. 

The  .\merican  Medical  .Association  has  formed  a National 
Coalition  of  Physicians  i^ainst  Family  Violence.  Tlirougli 
the  Coalition  the  .American  .Medical  Association  hopes  to 
involve  you  in  activities  that  address  issues  of  child  abuse, 
sexual  assualt,  domestic  violence  iuid  elder  abuse  because 
you  have  the  unique  ability  to  identify  the  symptoms,  fii*st- 
hand.  By  joining  the  National  Coalition  you  will  be  showing 
your  concern  about  the  effects  of  hunily  violence  iuid  victim- 
ization, and  will  hecome  a committed  advocate  within  your 
community  for  the  prevention  of  Eunily  violence. 


Tlirough  the  Cfxdition  you  will: 

• be  informed  about  local  contacts  and  referrals 

• become  aware  of  local  and  regional  resources 

• be  provided  with  infonnation  regarding  model 
educational  progriuns 

• become  aware  of  treatment  guidelines  and  protocols. 

• have  access  to  newsletters,  public  education  materiiils 
iuid  other  publications 

• receive  iui  official  membersliip  ciird  iind  frameable 
poster  alerting  your  patients  of  your  interest  in  and 
concern  for  this  problem. 

llie  only  cost  to  you  is  your  commitment  to  help  curb 

this  problem.  Simply  conijvlete  the  membership  ajvplica- 

tion  fomi  helovv  iuid  mail  to  the  Department  of  MenUil 

Health,  .Ameriaui  Mediciil  /Association,  515  N.  State  Street, 

Chicago,  IL  60610. 


\feSj  include  my  ntune  in  tlie  Coalition's  membersliip 

Name 

Address 

(atv/Stiite/Zip 

Telephone  # 

SnetTdtv 

Aii.xiliary  .Member  □ Yes  □ No  Other  

Area  of  interest  within  Family  Violence:  □ Child  Abuse  □ Sexual  Assault  □ Domestic  Violence 

\f]  Elder  Abuse  Q Other 


American  Medical  Association 


Physicians  dedicated  to  the  health  of  America 


Scientific 


HIV  seroprevalence  among  patients  attending  a Milwaukee 
clinic  for  sexually  transmitted  diseases: 
findings  from  four  annual  surveys,  1988-1991 

Neil  J.  Hoxie,  MS;  James  M.  Vergeront,  MD;  Thomas  Schlenker,  MD;  John  Pfister,  BS;  Jeffrey  P.  Davis,  MD,  Madison 
and  Milwaukee 


Blinded  HIV  seroprevalence  surveys  were  conducted  annually  from  1988 
through  1991  among  patients  at  a Milwaukee  sexually  transmitted 
disease  (STD)  clinic.  Among  5,295  patients  tested,  70  (1.3%)  were  HIV-1 
Western  blot  positive.  HIV  seroprevalence  rates  were  higher  among  male 
patients  (1.7%)  than  among  female  patients  (0.5%).  HIV  seroprevalence 
increased  progressively  with  age  and  the  number  of  prior  STD  episodes. 
During  the  four  survey  periods,  HIV  seroprevalence  increased  among 
teenage  STD  patients,  patients  who  reported  no  prior  STD,  and  patients 
without  determined  risk  exposures.  Selective  voluntary  HIV  testing  of 
patients  who  reported  high  risk  exposures  failed  to  detect  80%  of  all  HIV 
seropositive  patients.  Because  STD  clinic  patients  are  at  high  risk  of  HIV 
infection,  HIV  antibody  testing,  with  appropriate  referral  of  patients  who 
test  positive,  and  risk  reduction  education  should  be  made  routinely 
available  to  all  STD  patients  with  or  without  HIV-associated  risk 
exposures.  Wis  Med  J.1993;92(l):61-65. 


SINCE  THE  EPIDEMIC  of  acquired 
immunodeficiency  syndrome 
(AIDS)  was  first  recognized  in  1981, 
numerous  surveys  have  demon- 
strated a high  prevalence  of  anti- 


Hoxie,  Dr  Vergeront  and  Dr  Davis  are 
with  the  Bureau  of  Public  Health.  Dr 
Schlenker  is  with  the  Milwaukee  Health 
Department.  Pfister  is  with  the  Wiscon- 
sin State  Laboratory  of  Hygiene.  Reprint 
requests  to;  Neil  J.  Hoxie,  Bureau  of  Public 
Health,  Wisconsin  Division  of  Health, 
1414  E Washington  Ave,  Room  96, 
Madison,  WI  53703.  Copyright  1993  by 
the  State  Medical  Society  of  Wisconsin. 


body  to  human  immunodeficiency 
virus  (HIV)  among  patients  diag- 
nosed with  sexually  transmitted 
disease  (STD).’^  (To  distinguish  HFV 
infection  from  other  sexually  trans- 
mitted infections  for  analysis  pur- 
poses, in  this  report  STD  refers  to 
infections  by  agents  other  than  HTV.) 

One  factor  contributing  to  HIV 
infection  among  STD  patients  is  the 
association  of  sexual  behaviors 
which  place  individuals  at  risk  for 
STD,  including  unprotected  sexual 
contact  and  multiple  sexual  part- 
ners, with  an  increased  likelihood  of 
sexual  exposure  to  HIV.  In  fact,  the 
presence  of  a STD  can  be  regarded 


as  a marker  for  high  risk  HIV-re- 
lated sexual  behaviors. 

Another  contributing  factor  is  that 
some  STDs,  including  syphilis, 
genital  herpes  simplex  virus  infec- 
tion and  others,  may  facilitate  trans- 
mission of  HIV.^^  Accordingly, 
compared  to  persons  without  STD, 
persons  with  one  or  more  STD  who 
are  sexually  exposed  to  HIV  may  be 
more  likely  to  become  infected,  and 
once  infected  may  be  more  likely  to 
transmit  HIV  to  uninfected  sexual 
partners. 

The  association  of  HIV  infection 
with  STD  makes  clinics  serving  STD 
patients  logical  sites  in  which  to 
conduct  sentinel  surveillance  for  HTV 
infection.  During  the  past  several 
years,  blinded  HIV  seroprevalence 
surveys  among  STD  clinic  popula- 
tions have  become  a standard 
method  of  monitoring  the  preva- 
lence of  sexually  acquired  HIV  in- 
fection.® We  conducted  four  annual 
HIV  seroprevalence  surveys  at  a 
Milwaukee  STD  clinic  to  establish 
baseline  estimates  of  HIV  seropre- 
valence, to  monitor  trends  in  HIV 
infection  over  time,  and  to  evaluate 
intervention  efforts.  We  present  the 
results  of  these  surveys  and  report 
high  and  increasing  HIV  seropre- 


Wisconsin  Medical  Journal  • February  1993 


61 


valence  in  this  STD  clinic  popula- 
tion. These  findings  underscore  the 
need  for  voluntary  HIV  testing 
closely  coupled  with  a strong  HIV 
risk  reduction  message  to  be  made 
universally  available  to  all  patients 
with  STD  in  Wisconsin.  These  sur- 
veys also  re-emphasize  the  impor- 
tance of  school-based,  outreach,  and 
community-based  education  as  a 
primary  method  of  providing  risk 
reduction  information  to  this  high 
risk  population. 

Methods 

Blinded  HTV  seroprevalence  surveys 
were  conducted  annually  in  the  years 
1988  through  1991  during  1-  to  2- 
month  intervals  in  late  spring  and 
early  summer  at  a publicly  funded 
STD  clinic  in  Milwaukee. 

As  part  of  their  routine  medical 
evaluation,  patients  at  this  clinic  are 
interviewed  by  clinic  staff  to  deter- 
mine their  STD-related  health  his- 
tory, have  blood  sp>ecimens  collected 
for  syphilis  serologic  testing,  and 
are  asked  to  report  certain  HIV-re- 
lated risks  including  male  homo- 
sexual contact,  drug  injection, 
heterosexual  contact  with  a partner 
known  to  be  infected  with  HIV  or  at 
high  risk  of  HIV  infection,  transfu- 
sion Or  hemophilia. 

Prior  to  1990,  clinic  staff  referred 
patients  who  reported  high  risk 
activities  or  conditions,  or  who  re- 
quested HIV  antibody  testing,  to 
anonymous  HIV  counseling  and 
testing  sites  within  the  community. 
During  the  1990  and  1991  surveys, 
this  clinic  offered  on-site  voluntary 
confidential  HIV  antibody  testing 
to  patients  reporting  high  risk  ac- 
tivities or  conditions,  patients  diag- 
nosed with  syphilis,  and  patients 
specifically  requesting  HIV  antibody 
testing. 

Consecutive  patients  attending 
this  clinic  for  STD  treatment  during 
the  survey  periods  were  sampled  in 
this  survey;  patients  visiting  the 
clinic  for  the  purpose  of  requesting 
HIV  testing  were  not  enrolled.  As 
part  of  the  survey,  clinic  staff  tran- 


scribed demographic  and  risk  expo- 
sure data  obtained  during  the  rou- 
tine clinic  interview  onto  a machine- 
readable  survey  questionnaire  pro- 
vided by  the  Centers  for  Disease 
Control  (CDC).  The  1990  and  1991 
surveys  included  additional  ques- 
tions intended  to  determine  if  vol- 
untary HIV  testing  was  offered,  and 
if  offered  whether  it  was  accepted. 
Each  questionnaire  was  assigned  a 
code  number.  No  identifying  infor- 
mation was  recorded  on  the  ques- 
tionnaire, and  code  numbers  could 
not  be  linked  to  individual  identi- 
ties. Upon  completion  of  syphilis 
tests  all  identifying  information  was 
removed  from  remaining  sera  (speci- 
men blinding)  which  was  then  sent, 
marked  only  with  survey  code 
numbers,  to  the  Wisconsin  State 
Laboratory  of  Hygiene  for  HIV  anti- 
body testing.  Informed  consent  for 
blinded  HIV  antibody  testing  was 
not  required. 

The  same  safeguards  which  pro- 
tect the  anonymity  of  patients  in 
blinded  surveys  make  it  impossible 
to  notify  individual  patients  of  the 
results  of  blinded  HIV  testing.  This 
blinded  survey,  however,  did  not 
interfere  with  any  patients  access  to 
voluntary  HIV  testing.  Voluntary 
HIV  testing,  with  informed  consent, 
was  available  in  accordance  with 
clinic  policy  at  the  time  of  the  visit. 
Voluntary  testing  was  completely 
separate  from  the  blinded  survey 
described  herein.  Any  patient  elect- 
ing voluntary  HIV  testing  was  pro- 
vided with  the  results  of  their  HIV 
antibody  test. 

Serum  specimens  were  initially 
tested  for  the  presence  of  antibodies 
to  HlV-1  using  an  enzyme  immu- 
noassay (ElA)  (Abbott  Laboratories, 
Chicago);  sera  initially  reactive  were 
retested  in  duplicate.  If  one  or  more 
of  the  repeated  EIAs  were  reactive  a 
Western  blot  confirmatory  assay 
(Biorad,  Hercules,  Calif)  was  per- 
formed. Specimens  were  considered 
to  be  positive  for  HIV  antibodies  if 
two  or  more  bands  (from  among 
p24,  gp41  and  gpl20/160)  were 


present  on  the  Western  blot  assay 

Questionnaires  and  laboratory 
results  were  sent  to  the  Wisconsin 
Division  of  Health  in  Madison  and 
were  electronically  scanned  (Opscan 
500,  National  Computer  Systems, 
Minneapolis)  into  a data  base  (HFS 
software,  CDC,  Atlanta).  Chi  square 
test  for  trend  (X^  trend),  odds  ratios 
(OR),  Cornfield's  confidence  inter- 
val (Cl)  of  the  odds  ratio  and  p- 
values  (p)  used  in  this  analysis  were 
calculated  using  Epi  Info  5.0  soft- 
ware (CDC,  Atlanta).^® 

Results 

During  the  four  survey  periods, 
among  5,332  patients  sampled,  5,295 
(99.3%)  had  sufficient  remaining 
serum  to  allow  blinded  HIV  anti- 
body testing.  Seventy  (1.3%,  95%  Cl 
1.0%-1.6%)  patients  were  HIV  West- 
ern blot  positive  (Table).  A majority 
(71%)  of  the  patients  were  male;  HTV 
seroprevalence  among  males  (1.7%) 
was  more  than  threefold  greater  than 
among  females  (0.5%).  HIV  sero- 
prevalence was  27.9%  among  males 
reporting  homosexual  exposure. 
Among  males  not  reporting  homo- 
sexual exposure  HTV  seroprevalence 
was  1.0%  (38/3,636). 

The  majority  (84%)  of  patients 
surveyed  were  black,  non-Hispanic; 
12%  were  white,  non-Hispanic;  3% 
were  Hispanic  (table  1).  Among 
patients  surveyed,  race  and  Hispanic 
ethnicity  were  not  statistically  asso- 
ciated with  HIV  seroprevalence. 
HIV  seroprevalence  among  black 
non-Hispanic  patients  was  identi- 
cal to  that  among  white  non-His- 
panic patients. 

Among  patients  surveyed,  23% 
were  teenage  and  48%  were  20  to  29 
years  of  age.  HIV  seroprevalence 
was  fivefold  greater  among  patients 
20  to  29  years  of  age  than  among 
teenage  patients  (Table).  During  the 
four  survey  years,  however,  HIV 
seroprevalence  increased  signifi- 
cantly among  teenage  patients 
(X^trend  p=.04),  while  no  increase 
was  apparent  among  patients  aged 
20  to  29  years  (X^trend  p=.87)  (Fig- 
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Fig— HIV  seropreimlence  among  STD  clinic  patients  younger  than  20  years  old  and  STD 
patients  20-29  years  old,  by  suri’ey  year;  Milwaukee,  1988-1991. 


ure). 

HIV  seroprevalence  increased 
progressively  with  increasing  num- 
bers of  reported  prior  STD  episodes 
(Table).  Among  patients  reporting 
more  than  five  prior  STD  episodes, 
HIV  seroprevalence  was  nearly 
threefold  greater  than  for  patients 
reporting  no  prior  STD  episodes. 
During  the  survey,  however,  HIV 
seroprevalence  among  patients 
without  a reported  history  of  prior 
STD  increased  from  0%  (0/354)  in 
1988,  to  0.4%  (3/733)  in  1989, 1.0% 
(7/677)  in  1990,  and  2.0%  (14/708) 
in  1991  (X^trend  p<.01),  while  the 
proportion  of  patients  in  this  cate- 
gory remained  similar  (annual 
range:  43%-48%).  As  a result,  the 
proportion  of  HIV  seropositive  pa- 
tients who  did  not  report  prior  STD 
episodes  increased  from  0%  (0/13) 
in  1988,  to  27%  (3/11)  in  1989,  32% 
(7/22)  in  1990,  and  58%  (14/24)  in 
1991. 

In  1990-1991,  HFV  seroprevalence 
was  sixfold  greater  among  syphilis 
patients  compared  to  non-syphilis 
patients  (Table).  All  patients  co-in- 
fected  with  Treponema  pallidum 
(syphilis)  and  HIV  were  male;  one 
sixth  (9/54)  of  male  syphilis  patients 
were  HIV  seropositive.  Part  of  the 
increased  HIV  seroprevalence 
among  syphilis  patients  can  be  ex- 
plained by  a higher  prevalence  of 
HIV-related  risk  exposures  [18% 
(21/116)]  compared  to  non-syphilis 
patients  [5%  (147/2,865)].  After  con- 
trolling for  gender  and  risk  expo- 
sure, however,  syphilis  patients  were 
still  more  than  threefold  more  likely 
to  be  HIV  infected  compared  to  non- 
syphilis patients  (Mantel-Haensel 
adjusted  OR=3.6,  95%CI  1.3,10.1, 

p=.01). 

Among  patients  not  reporting 
high  risk  activities  or  conditions,  HTV 
seroprevalence  was  0.8%  (37/4,798), 
0.9%  (31/3,365)  among  males  and 
0.4%  (6/1,429)  among  females.  HIV 
seroprevalence  increased  over  time 
among  STD  patients  in  this  category 
from  0.7%  (5/714)  in  1988  and  0.3% 
(4/1,288)  in  1989  to  0.9%  (12/1,369) 


in  1990  and  1.1%  (16/1,427)  in  1991 
(X^trend,  p=0.06).  In  the  aggregate 
sample  53%  (37/70)  of  HIV  sero- 
positive patients  did  not  report  a 
high  risk  exposure.  This  proportion 
increased  during  the  survey  from 
38%  (5/13)  in  1988  and  36%  (4/11) 
in  1989  to  55%  (12/22)  in  1990  and 
67%  (16/24)  in  1991. 

In  accordance  with  the  clinic's  se- 
lective criteria,  voluntary  HIV  test- 
ing was  offered  to  12%  (341/2,958) 
of  patients  sampled  in  the  1 990-1991 
survey  periods.  Among  patients  who 
subsequently  tested  HIV  seroposi- 
tive during  blinded  HIV  antibody 
testing,  33%  (15/46)  were  offered 
voluntary  HIV  testing,  60%  (9/15) 
accepted  voluntary  testing.  This  rate 
of  acceptance  was  lower  than  for 
HIV  seronegative  patients  [75% 
(246/326)]  (OR=2.4,  95%  CI:.7,8.0, 
p=.09).  In  total,  only  20%  (9/46)  of 
HIV  seropositive  patients  were  de- 
tected by  selective  voluntary  test- 
ing. 

Discussion 

Milwaukee  historically  has  had 
lower  AIDS  incidence  rates  than 
many  other  large  cities  in  the  United 
States.  The  annual  AIDS  incidence 
rate  in  the  Milwaukee  metropolitan 


area  is  less  than  one  fourth  the  inci- 
dence rate  for  major  metropolitan 
areas  in  the  United  States  (6.0  per 
100,000  in  Milwaukee  v 24.9  per 
100,000  in  all  metropolitan  areas  with 
greater  than  500,000  population; 
November  1990-October  1991),  and 
the  AIDS  incidence  in  Milwaukee 
ranked  81st  among  95  metropolitan 
areas  in  this  category.” 

Notwithstanding  the  relative 
rankings,  however,  our  survey 
depicts  a disturbing  trend  in  the 
epidemic  of  HIV  infection  among 
Milwaukee  STD  clinic  patients. 
During  the  four  survey  years,  one  in 
every  80  (1.3%)  patients  surveyed 
and  one  inevery60(1.7%)male  STD 
patients  was  HIV  seropositive. 
Moreover,  our  data  suggests  that 
rates  of  HIV  infection  are  beginning 
to  increase  among  groups  which  pre- 
viously had  been  less  affected  by  the 
epidemic.  During  this  survey,  HIV 
seroprevalence  increased  among 
teenage  patients,  patients  who  re- 
ported never  before  having  an  STD, 
and  patients  without  determined 
risk  exposures. 

The  median  HIV  seroprevalence 
derived  from  118  CDC  sponsored 
blinded  HTV  seroprevalence  surveys 
conducted  in  1988-1989  at  STD  clin- 
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ics  nationwide  was  2.2%  (range: 
0.0%-38.5%).‘*  The  median  HIV 
seroprevalence  among  males  report- 
ing homosexual  activity  was  36.1% 
compared  to  27.9%  in  this  survey. 
Among  patients  not  reporting  risk 
exposures,  median  HIV  seropre- 
valence was  1.2%  among  males  and 
0.7%  among  females;  comparable 
rates  in  these  surveys  were  0.9%  and 
0.4%.  Lnter-clinic  comparisons  of  the 
HIV  seroprevalence  rates,  however, 
are  complicated  by  the  differing 
levels  of  risk  exposure  in  clinic  popu- 
lations. Comparisons  using  risk- 
specific  rates  are  better,  but  are  lim- 
ited by  differing  methods  of  risk 
assessment. 

The  HIV  seroprevalence  among 
STD  patients  that  we  observed  is 
troubling  because  STDs  are  exceed- 
ingly common  throughout  Wiscon- 
sin. Between  1987  and  1991,  more 
than  25,000  STD  cases  were  reported 
annually  in  Wisconsin  (unpublished 
data,  STD  Unit,  Bureau  of  Public 
Health,  Wisconsin  Division  of 
Health).  This  represents  an  annual 
mean  of  one  reported  STD  for  every 
100  Wisconsin  residents  between  the 
ages  of  15  and  60.  Because  of  under- 
reporting, actual  STD  morbidity 
greatly  exceeds  these  figures.  Fur- 
thermore, the  number  of  individu- 
als who  engage  in  sexual  behaviors 
which  place  them  at  risk  of  STD  is 
likely  to  be  much  greater  than  the 
number  of  individuals  who  acquire 
an  STD. 

Because  of  the  large  number  of 
persons  who  are  at  risk  of  STD,  even 
small  increases  in  the  transmission 
of  HIV  infection  within  this  group 
could  result  in  a large  number  of 
individuals  newly  infected  with 
HIV.  For  this  reason,  the  linkage  of 
genital  ulcer  diseases,  such  as  syphi- 
lis, to  increased  HIV  transmission  is 
at  the  very  least  making  a precari- 
ous situation  worse.  Of  note,  the 
United  States  is  in  the  midst  of  a 
major  syphilis  epidemic;  in  1990 
national  syphilis  incidence  rates 
were  the  highest  since  1949.’^  Re- 
ported cases  of  primary,  secondary. 


and  early  latent  syphilis  in  Wiscon- 
sin increased  from  87  in  1988  to  908 
in  1991;  in  1991, 90%  of  syphilis  cases 
in  Wisconsin  were  reported  from 
Milwaukee  County  (provisional 
data,  STD  Unit,  Bureau  of  Public 
Health,  Wisconsin  Division  of 
Health). 

Although  the  sample  was  small 
and  not  necessarily  representative 
of  all  syphilis  patients  in  Milwau- 
kee, in  these  surveys,  one  in  every 
six  male  syphilis  patients  was  co- 
infected with  HIV.  The  control  of 
syphilis  and  other  STDs  must  be  a 
key  component  of  HIV  prevention. 

While  the  prevalence  of  HIV  in- 
fection among  patients  at  this  clinic 
is  unlikely  to  be  typical  of  the  preva- 
lence among  all  STD  patients  in  Wis- 
consin, these  HIV  seroprevalence 
data  should  stimulate  health  care 
providers  throughout  Wisconsin  to 
focus  on  early  detection  of  HIV  in- 
fection among  patients  diagnosed 
with  STD  by  making  HIV  antibody 
testing  an  integral  component  of  STD 
management.  These  surveys  dem- 
onstrate, however,  that  selectively 
offering  HIV  antibody  testing  only 
to  those  STD  patients  who  report 
high  risk  exposures  may  be  ineffec- 
tive in  detecting  HIV  seropositive 
patients.  We  observed  that  selective 
testing  failed  to  detect  80%  of  all 
HIV  seropositive  patients  in  our 
survey  sample. 

A major  factor  contributing  to  the 
poor  performance  of  selective  HIV 
testing  was  the  inability  to  elicit  risk 
exposures  from  the  majority  (53%) 
of  HIV  seropositive  patients.  This  is 
similar  to  observations  reported  in  a 
Baltimore  STD  clinic  where  one  third 
of  male  and  half  of  female  HIV  sero- 
positive STD  patients  did  not  report 
a risk  exposure.^ 

Furthermore,  in  our  survey  popu- 
lation the  sensitivity  of  risk  assess- 
ment decreased  over  time.  Although 
a consistent  risk  assessment  was 
used  during  all  four  survey  periods, 
the  proportion  of  HIV  infected  pa- 
tients not  reporting  a risk  exposure 
doubled  between  1988  and  1991. 


Conceivably,  high  risk  STD  patients 
have  become  more  reluctant  to  dis- 
close risk  exposures,  or  an  increas- 
ing proportion  of  HIV  infected  pa- 
tients were  unable  to  identify  spe- 
cific high  risk  exposures.  Whatever 
the  underlying  reasons,  the  low 
sensitivity  of  risk  assessment  means 
a high  proportion  of  HIV  seroposi- 
tive patients  will  not  be  offered  HIV 
testing  when  selective  testing  pro- 
grams are  used. 

The  efficacy  of  voluntary  HIV 
testing  was  also  limited  by  the  low 
acceptance  of  HIV  testing  by  HIV 
infected  persons.  In  these  surveys 
only  60%  of  HIV  seropositive  pa- 
tients accepted  testing  when  offered. 
This  was  a significantly  lower  ac- 
ceptance compared  to  HIV  serone- 
gative patients.  Similar  observations 
have  been  reported  in  a New  Mex- 
ico STD  clinic  where  acceptance  of 
voluntary  HIV  antibody  testing  was 
82%  for  all  patients,  but  only  47%  for 
HIV  seropositive  patients.^  While 
reasons  for  this  are  not  dear,  some 
patients  may  decline  testing  if  they 
know  or  suspect  that  they  are  HIV 
seropositive.  These  patients  repre- 
sent a significant  risk  to  their  sexual 
partners,  emphasizing  the  impor- 
tance of  providing  risk  reduction 
counseling  to  patients  who  decline 
voluntary  HIV  testing  and  of  under- 
standing and  eliminating  the  per- 
ceived barriers  to  the  acceptance  of 
voluntary  HIV  antibody  testing. 

The  HIV  seroprevalence  docu- 
mented among  patients  in  this  STD 
clinic  population  and  the  poor  effi- 
cacy of  selective  HIV  antibody  test- 
ing underscore  the  need  for  volun- 
tary HIV  testing  to  be  made  univer- 
sally available  to  all  patients  with 
STD  in  Wisconsin.  The  offering  of 
voluntary  HIV  testing  to  patients 
diagnosed  with  or  being  evaluated 
for  a STD  should  be  a standard  of 
care  in  all  health  care  settings  in- 
cluding the  offices  of  private  physi- 
cians. Similar  recommendations 
have  been  made  by  the  CDC.'^ 

Health  care  providers  should  at  a 
minimum  have  mechanisms  in  place 
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HIV  seroprevalence  among  STD  clinic  patients  tested  during  annual  blinded 
surveys,  by  select  characteristics,  Milwaukee,  1988-1991 


Characteristic 

N* 

HIV* 

%HIV 

Total 

5,295 

70 

1.3% 

Sex 

Males 

3,735 

62 

1.7% 

Females 

1,556 

8 

0.5% 

Race/ Hispanic  ethnicity 

Black,  non-Hispanic 

4,439 

58 

1.3% 

White,  non-Hispanic 

636 

8 

1.3% 

Hispanic 

162 

3 

1.9% 

Other,  non-Hispanic 

54 

1 

1.9% 

Age 

<20  years 

1,236 

4 

0.3% 

20-29  years 

2,550 

37 

1.5% 

30-39  years 

1,118 

24 

2.1% 

>39  years 

382 

5 

1.3% 

Exposure  category* 

Male  homosexual 

86 

24 

27.9% 

Drug  injection 

174 

5 

2.9% 

Heterosexual^ 

165 

4 

2.4% 

T ransf  usion  / hemophilia 

48 

0 

0.0% 

No  reported  exposures 

4,798 

37 

0.8% 

Prior  STD  episodes  | | 

None 

2,472 

24 

1.0% 

One 

1,553 

20 

1.3% 

Two  to  five 

977 

17 

1.7% 

More  than  five 

250 

7 

2.8% 

Current  syphilis  diagnosis''’ 

Yes 

116 

9 

7.8% 

No 

2,865 

37 

1.3% 

‘The  sum  of  participants  in  the  individual  categories  might  not  equal  the  total  due  to 
missing  data. 

’Exposure  categories  are  listed  hierarchically,  patients  with  more  than  one  risk 
exposure  are  classified  in  the  higher  category. 

^Patients  reporting  heterosexual  contact  with  a partner  known  to  be  at  high  risk  of  HIV 
infection. 

I 'Number  of  STD  episodes  reported  by  the  patient  not  counting  the  episode  for  which 
the  patient  is  currently  being  treated. 

’Among  patients  surveyed  in  1990  and  1991. 


to  refer  any  patient  with  HIV  infec- 
tion to  appropriate  agencies  which 
can  provide  medical,  social,  and 
psychological  services  which  will 
be  needed  throughout  the  illness. 
Additionally,  the  provision  of  HIV 
antibody  testing  must  be  closely 
coupled  with  a strong  and  sustained 
HIV  risk  reduction  message.  This 
message  needs  to  be  delivered  to  all 
STD  patients,  including  those  de- 
clining voluntary  HTV  antibody  test- 
ing. 

Finally,  in  these  surveys  many 
HIV  seropositive  STD  clinic  patients 
were  infected  with  HIV  before  they 
were  diagnosed  with  their  first  re- 
ported STD.  This  re-emphasizes  the 
importance  of  school-based,  out- 
reach, and  community-based  edu- 
cation as  a primary  method  of  pro- 
viding risk  reduction  information 
to  this  high  risk  population. 
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Wlwu  vou’re  U years  old  and  you’ve  lived  through  as  much  as  Palani,  even  the  chance  to  attend  school 
is  something.  But  today,  Palani  not  only  goes  to  school,  she  plays  the  cello  and  she’s  active  in  cdhletics. 
Thanks  to  Easter  Seals,  Palani  has  gotten  academic  tutoring,  she’s  gone  to  camp,  and  she’s  received  a 
wheelchair.  In  fact,  she’s  even  gmie  on  to  win  medals  in  the  Junior  Natimial  Wheelclmir  Games. 

All  of  which  have  given  her  the  chance  every  kid  deserves:  the  chance  to  be  a kid.  Palani  is  just 
one  of  millions  of  children  and  adults  with  disabilities  that  Easter  Seed  quedity  rehabilita- 
tum  programs  have  helped.  Give  to  Easter  Seeds,  give  the  power  to  become.  U® 


Trends  in  syphilis  incidence  in  Wisconsin,  1985-1991 


William  R.  Mac  Kenzie  MD;  Jeffrey  R Davis  MD;  and  Dan  E.  Peterson  MD,  Madison  and  Atlants 


Between  1985  and  1991,  increases  in  early  (infectious)  syphilis  occurred 
among  Wisconsin  residents  (1.8  to  18.4  cases  per  100,000  persons).  Males 
represented  54%  and  females  46%  of  early  syphilis  cases.  Increases  in 
early  syphilis  morbidity  occurred  among  both  white  residents  (0.9  to  1.5 
cases  per  100,000  persons)  and  black  residents  (25.4  to  330.4  cases  per 
100,000  persons).  The  largest  increases  occurred  in  Milwaukee  County;  in 
1990,  90%  of  the  cases  of  early  syphilis  in  Wisconsin  occurred  among 
residents  of  Milwaukee  County.  In  1990  and  1991,  age-specific  rates  of 
early  syphilis  among  Milwaukee  County  residents  were  highest  in  the  20- 
to  24-year-old  age  group.  Increases  in  early  syphilis  are  likely  to  be  due  to 
increased  participation  in  high  risk  behaviors.  Between  1985  and  1991, 
congenital  syphilis  increased  among  all  Wisconsin  infants  (1.4  to  38.9 
cases  per  100,000  live  births),  white  infants  (0  to  3.3  cases  per  100,000  live 
births),  and  black  infants  (20.8  to  326.0  cases  per  100,000  live  births).  Of 
the  28  mothers  giving  birth  in  Wisconsin  in  1990  to  infants  meeting  CDC 
criteria  for  congenital  syphilis,  22  (79%)  attended  at  least  one  prenatal 
care  visit  (mean,  four  visits;  range,  1-10  visits).  Of  the  mothers  who  at- 
tended at  least  one  prenatal  care  visit,  only  11  (50%)  were  tested  for 
syphilis  during  their  first  prenatal  visit,  and  5 (23%)  were  not  tested  until 
the  time  of  delivery.  Inadequate  prenatal  screening  for  syphilis  contrib- 
uted to  the  increase  in  congenital  syphilis.  Wis  Med  J.1993;92(2):67-72. 


Syphilis  has  reemerged  as  a 
public  health  problem  in  the 
United  States.  Between  1985  and 
1990,  the  reported  incidence  of  pri- 
mary and  secondary  (P&S)  syphilis 
in  the  United  States  increased  75% 
from  11.5  cases  to  20.1  cases  per 
100,000  population.’-^  From  1989  to 
1990,  the  second  largest  percent 
increase  in  P&S  syphilis  incidence 
rates  in  the  nation  occurred  in  Wis- 
consin, which  had  an  increase  of 
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146%.^  This  increased  occurrence  of 
syphilis  prompted  evaluation  of  the 
Wisconsin  syphilis  surveillance 
system  and  analysis  of  the  syphilis 
database. 

Methods 

The  Wisconsin  syphilis  database  is 
an  ongoing  compilation  of  data 
derived  from  case  reports  submit- 
ted to  the  Wisconsin  Division  of 
Health  (DOH)  Sexually  Transmit- 
ted Disease  (STD)  Program. 

Physicians  and  laboratories  con- 
stitute the  major  reporting  sources 
for  the  syphilis  surveillance  system; 
both  are  required  by  state  law  to 
report  clinical  diagnoses  of  syphilis 
or  positive  syphilis  serologic  test 
results  to  DOH  within  72  hours. 

Upon  receipt  of  a case  report,  the 
STD  program  assigns  a disease  in- 
tervention specialist  (DIS)  to  inter- 
view patients  with  infectious  syphi- 
lis. The  DIS  collects  information  from 
each  syphilis  patient  regarding  pa- 
tient demographic  features,  diag- 
nostic work  up,  disease  characteris- 


tics, and  sexual  contacts  (questions 
regarding  risk  behaviors:  sexual 
preference,  drug  use,  and  involve- 
ment in  prostitution  were  initially 
recorded  in  1990).  The  DIS  is  trained 
in  the  confidential  follow-up  of  the 
sexual  partners  of  patients  with 
STDs,  including  notification,  sero- 
logic screening,  and  arranging  for 
treatment. 

We  defined  early  syphilis  as  pri- 
mary, secondary,  and  early  latent 
stages  of  syphilis  (the  stages  during 
which  sexual  transmission  can  oc- 
cur) according  to  standard  Centers 
for  Disease  Control  (CDC)  criteria.^ 
Briefly,  primary  and  secondary 
syphilis  were  characterized  by  clini- 
cal manifestations  and  confirmed 
by  laboratory  tests.  Patients  were 
considered  to  have  early  latent  syphi- 
lis if  they  were  asymptomatic,  had  a 
reactive  nontreponemal  test  (VDRL 
or  RPR),  a reactive  treponemal  test 
(FTA-ABS  or  MHA-TP),  and  a his- 
tory of  clinical  illness  or  exposure  to 
a partner  with  confirmed  syphilis 
during  the  previous  12  months.  In- 
fants with  congenital  syphilis  ful- 
filled the  criteria  of  the  CDC  case 
definition  revised  in  December  1989.'* 

Incidences  of  early  syphilis  were 
calculated  using  population  esti- 
mates for  the  years  1985  and  1988 
obtained  from  the  Wisconsin  Center 
for  Health  Statistics  and  from  the 
1990  US  Census.  Incidences  for  con- 
genital syphilis  were  calculated  us- 
ing annual  live  birth  statistics  for  the 
years  1985  through  1990.  Incidences 
by  county,  age,  and  race  were  calcu- 
lated for  early  syphilis  and  congeni- 
tal syphilis  for  the  calendar  years 
1990  and  1991.  Age-specific  inci- 
dence rates  were  calculated  within  a 
5-year  age  group  for  the  ages  15 
through  64  years.  When  available, 
race  or  ethnicity  data  was  extracted 
from  case  report  forms  submitted 
by  health  care  personnel;  otherwise. 
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the  investigating  DIS  was  the  source 
of  this  information. 

Results 

Early  syphilis.  From  1985  to  1991, 
2,131  cases  of  early  syphilis  were 
reported  in  Wisconsin.  The  number 
of  reported  early  syphilis  cases  per 
year  increased  from  98  in  1985  to  908 
in  1991  (Table  1).  From  1985  to  1988, 
approximately  2/100,000  Wisconsin 
residents  were  diagnosed  with  early 
syphilis  per  year,  but  rates  increased 
dramatically  thereafter. 

Among  blacks,  early  syphilis 
increased  elevenfold,  from  a mean 
of  29  cases  per  100,000  residents  per 
year  for  the  period  1985  through 
1988,  to  330  cases  per  100,000  resi- 
dents in  1991. 

Among  whites,  early  syphilis 
increased  twofold,  from  a mean  of 
0.7  cases  per  100,000  residents  per 
year  for  the  period  1985  through 
1988  to  1.5  cases  per  100,000  resi- 
dents in  1991  (Table  1). 

Males  represented  54%  and  fe- 
males 46  % of  early  syphilis  cases.  Of 
1,117  males  diagnosed  with  early 
syphilis,  42%  had  primary  syphilis, 
30%  had  secondary  syphilis,  and  28% 
had  early  latent  disease.  Among 
1,014  females  diagnosed  with  early 
syphilis,  11%  had  primary  syphilis, 
49%  had  secondary  syphilis,  and  40% 
had  early  latent  disease  at  diagno- 
sis. Trends  in  the  distribution  of  stage 
of  syphilis  did  not  change  substan- 
tially during  the  study  interval. 

Among  582  Wisconsin  residents 
with  cases  of  early  syphilis  reported 
in  1990,  information  regarding  high 
risk  behaviors  was  available  for  567 
(97%).  Of  these,  208  (37%)  reported 
use  of  illicit  drugs  during  the  previ- 
ous year.  Twenty-seven  (10%)  of  277 
females  were  involved  in  prostitu- 
tion and  26  (9%)  of  290  males  were 
homosexual. 

In  1990,  88%  of  Wisconsin  pa- 
tients with  early  syphilis  resided  in 
Milwaukee  County.  The  geographic 
distribution  of  cases  of  early  syphi- 
lis in  Wisconsin  by  county  in  1991  is 
presented  in  Figure  1.  In  1991,  Mil- 


waukee County  had  the  highest  rate 
of  early  syphilis  in  Wisconsin  with 
88  cases  per  100,000  population. 
Among  patients  reported  with  early 
syphilis  in  Milwaukee  County  from 
August  through  December  1991, 85% 
resided  in  six  of  Milwaukee  County's 
36  zip  code  areas. 

Among  Milwaukee  County  resi- 
dents in  1990,  the  race-specific  inci- 
dence rate  (per  100,000  residents) 
for  early  syphilis  was  249  among 
blacks,  43  among  American  Indi- 
ans, 12  among  hispanics,  and  three 
among  whites. 

In  1990  and  1991,  age-specific  rates 
of  early  syphilis  among  black  Mil- 
waukee County  residents  were  high- 
est in  the  20-  to  24-year-old  age  group 
(769  and  1,231/100,000,  respectively) 
and  exceeded  100/100,000  persons 
in  each  age  group  between  15  and  59 
years  of  age;  rates  were  less  than  or 
equal  to  18/100,000  for  aU  age  groups 
among  white  Milwaukee  County 
residents  (Figure  2). 

In  1990,  public  clinics  and  public 
health  laboratories  were  the  source 
of  reports  to  the  Wisconsin  STD 
program  for  450  (77%)  of  582  early 
syphilis  cases.  The  median  time 
between  a patient's  initial  clinic  visit 
and  the  receipt  of  a report  by  the 
DOH  was  8 days  (range  0-321  day s) . 
Reporting  delays  were  shorter 
among  public  report  sources  (me- 
dian 8 days)  than  among  private 
report  sources  (median  12  days). 

Congenital  syphilis.  Between  1985 
and  1991,  the  rate  of  congenital 
syphilis  (CS)  increased  from  1.4  cases 
to  38.9  cases  per  100,000  live  births 
(Table  1).  During  this  period,  the 
rate  of  CS  among  black  infants  in- 
creased from  18.6  to  341.2  per  100,000 
live  births,  and  the  rate  of  CS  among 
white  infants  increased  from  0.0  to 
3.3  per  100,000  live  births  (Table  1). 

The  clinical  and  laboratory  char- 
acteristics of  the  28  infants  reported 
with  CS  in  1991  are  presented  in 
Table  2.  Of  the  25  infants  with  CS, 
the  mean  birth  weight  was  2,635 
grams  (range  1,062-3,515)  and  mean 


gestational  age  was  37  weeks  (range 
29-40).  Four  infants  with  CS  in  1991 
were  not  diagnosed  at  delivery.  Their 
mothers  had  nonreactive  syphilis 
tests  during  pregnancy,  were  not 
tested  at  delivery,  and  were  subse- 
quently found  to  be  infected. 

Of  the  28  mothers  giving  birth  to 
infants  meeting  CDC  criteria  for  CS, 
24  (86%)  were  non-hispanic  black,  2 
(7%)  were  non-hispanic  white,  and 
2 (7%)  were  hispanic.  The  mean  age 
of  these  mothers  was  24  years  (range 
15-38).  Twenty-two  (79%)  were 
single  and  never  married,  5 (18%) 
were  married,  and  1 (3%)  was 
divorced.  Milwaukee  County  was 
the  residence  of  27  (96%)  of  the  28 
mothers.  Fifteen  (55%)  of  these  27 
mothers  resided  in  three  urban  zip 
code  areas. 

At  least  one  prenatal  care  visit 
was  made  by  22  (79%)  of  the  moth- 
ers with  the  mean  number  of  visits 
being  four  (range  1-10).  Among  22 
mothers  who  received  prenatal  care, 
11  (50%)  were  not  tested  for  syphilis 
during  their  first  prenatal  visit,  and 
5 (23%)  were  not  tested  until  the 
time  of  delivery.  The  first  serologic 
test  for  syphilis  was  obtained  a mean 
of  52  days  (range  0-219)  after  the 
first  prenatal  care  visit  and  was 
nonreactive  in  7 (32%)  mothers.  A 
serologic  test  for  syphilis  was  not 
obtained  at  the  time  of  delivery  from 
4 (16%)  mothers. 

Discussion 

Our  data  indicate  that  since  1988  the 
incidence  of  both  early  syphilis  and 
CS  in  Wisconsin  has  progressively 
increased.  The  increased  incidence 
of  early  syphilis  among  heterosexu- 
als is,  in  part,  associated  with  par- 
ticipation in  high-risk  behaviors. 

In  1990,  in  Wisconsin,  involve- 
ment in  prostituHon  (10%  of  females) 
and  use  of  illicit  drugs  (37%  of  all 
patients)  was  relatively  frequent 
among  patients  with  early  syphilis. 

Exchange  of  sex  for  drugs  or 
money  and  illicit  drug  use  have 
emerged  as  important  risk  behav- 
iors contributing  to  recent  increases 
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Fig  1. -Early  syphilis  cases  by  county  in  Wisconsin,  1991  (n~908).  Thirteen  cases  diagnosed 
in  inmates  of  the  Wisconsin  Correctional  System  have  not  been  attributed  to  a specific  county. 


in  syphilis  incidence  among  hetero- 
sexuals.^ The  practice  of  exchang- 
ing sex  for  drugs  or  money  provides 
a mechctnism  for  rapid  spread  of 
syphilis  and  is  associated  with  an 
increase  in  the  number  of  anony- 
mous sex  partners  among  patients 
with  syphilis. 

Anonymity  of  sexual  contacts 
impedes  partner  notification  and 
disease  control  efforts.^-^ 

The  failure  of  partner  notification 
efforts  in  halting  increasing  syphilis 
incidence  points  to  the  need  to  con- 
sider additional,  supplementary 
measures  to  identify  persons  with 
syphilis.  Expanded  serologic  test- 
ing for  syphilis  among  accessible 
high-risk  individuals  may  be  one 
means  of  enhancing  case-finding. 
Screening  at  a large  New  York  City 
jail  demonstrated  22%  of  female 
detainees  had  serologic  evidence  of 
syphilis  infection.’  In  a New  Orleans 
emergency  room,  6%  of  patients 
treated  for  other  STDs  had  serologic 
evidence  of  syphilis  and  screening 
all  patients  with  suspected  STDs  for 
syphilis  led  to  a 240%  increase  in  the 
number  of  syphilis  cases  identified.’’ 
Increased  efforts  to  screen  persons 
at  high  risk  for  syphilis  (ie,  drug 
users,  prostitutes,  incarcerated  per- 
sons, persons  with  multiple  or  an- 
onymous sex  partners,  and  persons 
with  STDs)  in  emergency  rooms, 
outpatient  clinics,  jails,  and  drug 
treatment  centers  can  be  a practical 
way  to  enhance  case-finding. 

Unfortunately,  selective  syphilis 
screening  limited  to  high  risk  indi- 
viduals in  traditional  settings  will 
fail  to  diagnose  a proportion  of  in- 
fected persons.  When  interviewed, 
persons  who  use  drugs  or  are  in- 
volved in  exchange  of  sex  for  drugs 
or  money  may  not  acknowledge  their 
involvement  in  high-risk  behaviors. 
Furthermore,  drug  users  with  de- 
creased health  care  access  or  use  are 
less  likely  to  be  screened.^  Non-tra- 
ditional  means  of  screening  and 
identifying  persons  at  high  risk  for 
syphilis  are  needed. 

In  one  study,  serologic  screening 


for  syphilis  combined  with  empiric 
treatment  of  individuals  at  sites 
where  sex  and  drugs  are  sold  con- 
tributed to  short-term  declines  in 
syphilis  incidence  and  was  found  to 
be  cost-effective.”  Focused  screen- 
ing in  nontraditional  settings  may 
represent  a cost-  and  time-effctive 
mechanism  to  facilitate  syphilis 
control  in  Wisconsin. 

Deficiencies  in  reporting  of  syphi- 
lis and  shortages  of  staff  available  to 
fully  evaluate  reported  cases  and 
accomplish  partner  notification  can 
contribute  to  increasing  syphilis 
incidence.  Delays  in  reporting  of 
early  syphilis  by  health  care  profes- 
sionals and  laboratories  frustrate 
efforts  within  the  public  health  sys- 
tem to  rapidly  follov/  up  on  sex 
partners  to  limit  further  transmis- 
sion. Increases  in  caseload  per  staff 
can  limit  the  timeliness  and  com- 
pleteness of  follow-up  of  patients 
with  early  syphilis. 

Increases  in  syphilis  morbidity  in 
Wisconsin  have  disproportionately 
affected  black  residents  of  Milwau- 
kee County.  Among  black  residents 


of  Milwaukee  County,  rates  of  early 
syphilis  exceeded  100  cases  per 
100,000  over  a broad  age  range.  The 
pattern  observed  in  Wisconsin,  ele- 
vated syphilis  rates  among  urban 
minority  populations  with  smaller 
increases  among  the  white  popula- 
tion, is  typical  of  the  evolving  pat- 
tern of  increasing  early  syphilis  rates 
in  the  United  States.’”  Similarly, 
other  states  have  reported  elevated 
rates  of  early  syphilis  among  mi- 
norities that  extend  over  a broad  age 
range.” 

These  findings  suggest  that  edu- 
cational messages  regarding  risk  fac- 
tor reduction  should  be  culturally 
sensitive,  but  not  age-specific.  Due 
to  biases  in  reporting,  the  white 
population  may  be  underrepre- 
sented in  this  study.  But  among 
minority  populations,  our  data  likely 
represents  true  changes  in  incidence 
of  early  syphilis  because  there  were 
no  changes  in  the  case  definition, 
reporting  methods,  or  contact  fol- 
low-up for  early  syphilis  during  the 
study  interval. 

Congenital  syphilis  can  be  an 
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Table  1. --Reported  incidence  of  early  syphilis  (primary,  secondary,  and  early 
latent  stages)  and  congenital  syphilis  by  year,  Wisconsin,  1985-1991. 


Early  syphilis 

1985 

1986 

1987 

1988 

1989 

1990 

1991 

Total  cases— Wisconsin 

98 

88 

109 

87 

259 

582 

908 

Incidence  (cases/100,000  residents) 

Total  population 

2.1 

1.8 

1.2 

1.8 

5.3 

11.9 

18.4 

White  residents 

0.9 

0.5 

0.8 

0.4 

0.9 

1.2 

1.5 

Black  residents 

25.4 

29.9 

30.5 

28.4 

71.5 

212.2 

330 

Congenital  syphilis 

Total  cases— Wisconsin 

1 

1 

0 

0 

6* 

11* 

28* 

Incidence  (cases/ 100,000  live  births) 

Total  population 

1.4 

1.4 

0 

0 

8.4 

15.2 

38.9 

White  residents 

0 

1.6 

0 

0 

1.6 

1.6 

3.3 

Black  residents 

18.6 

0 

0 

0 

72.9 

140.9 

341 

■ 43  (96%)  of  45  Wisconsin  congenital  syphilis  cases  during  calendar  years  1989-1991 
occurred  in  Milwaukee  County. 


Table  2.— Clinical  and  laboratory  characteristics  of  congenital  syphilis  (CS) 
patients,  Wisconsin,  1991. 


Diagnosed 

Diagnosed 

Stillborn 

Total 

Percent  with 

at  delivery 

after  delivery 

abnormal 

(n-21) 

(n-4) 

(n-3) 

(n-28) 

findings 

Clinical  signs  of  CS  4 

1 

0 

5 

18 

Positive  syphilis  IgM*  4 

2 

NT 

6 

46 

Elevated  CSF  white 
cell  count/ protein*  12 

3 

NT 

15 

65 

Positive  CSF  VDRL*  2 

0 

NT 

2 

9 

■19S-IgM-FTA-ABS  tested  for  13  cases 
+ Cerebrospinal  fluid  (CSF)  examined  for  23  cases 
NT  ■ not  tested 


important  cause  of  infant  morbidity 
and  mortality.  Historically,  an  esti- 
mated 40%  of  all  affected  pregnan- 
cies result  in  fetal  or  perinatal  death,’'' 
and  clinical  manifestations  of  CS  are 
found  in  30%  to  68%  of  infants  bom 
to  infected  mothers. The  in- 
creased rate  of  CS  in  Wisconsin  is  of 
concern,  paticularly  because  Wis- 
consin is  one  of  few  states  without 
mandated  prenatal  syphilis  testing; 
thus,  the  reported  incidence  of  CS  in 
Wisconsin  is  likely  an  underestimate 
of  the  tme  incidence. 

Increases  in  the  reported  rate  of 
CS  reflect  the  increasing  number  of 
women  of  childbearing  age  who  are 
infected  and  are  not  adequately 
screened  for  syphilis  early  during 
pregnancy.  It  might  be  argued  that 
the  incidence  of  reported  cases  in- 
creased due  to  changes  in  the  con- 
genital syphilis  case  definition  in 
December  1989  to  include  infants 
whose  mothers  received  treatment 
of  syphilis  during  the  last  30  days 
prior  to  delivery.  Increases  in  con- 
genital syphilis  incidence  were, 
however,  noted  prior  to  the  change 
in  the  case  definition  and  continued 
to  rise  thereafter,  thus  reflecting  true 
increases  in  incidence. 

Our  data  confirm  that  reliance  on 
a single  nonreactive  test  for  syphilis 
obtained  during  the  first  or  second 
trimester  of  pregnancy  is  insufficient 
among  high-risk  individuals  who 
might  become  infected  later  in  preg- 
nancy. The  CDC  recommends  per- 
forming a serologic  test  for  syphilis 
at  the  beginning  of  prenatal  care 
and  at  delivery  for  all  pregnant 
women,  and  that  women  from  high- 
risk  populations  additionally  be 
tested  at  the  beginning  of  the  third 
trimester  (28  to  32  weeks  of  gesta- 
tion).’^ 

Syphilis  control 

Increases  in  early  syphilis  and  con- 
genital syphilis  in  Wisconsin  signal 
the  need  for  increased  attention  to 
this  growing  problem.  Focused  se- 
rologic screening,  complete  and 
timely  reporting,  and  public  health 


education  are  the  backbone  of  syphi- 
lis control. 

Serologic  screening  for  syphilis  is 
an  important  means  of  identifying 


patients  who  have  unrecognized 
disease.  High-risk  populations  that 
have  been  shown  to  benefit  from 
routine  screening  for  syphilis  include 
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Black  residents 


White  residents 


Fig  2.— Early  syphilis  rates  among  black  and  white  residents  of  Milwaukee  County  by  age 
groups,  1990  and  1991. 


all  patients  diagnosed  with  one  or 
more  diagnosed  or  suspected  STD/“ 
jailed  populations,^  and  patients  ob- 
taining medical  care  in  urban  set- 
tings who  have  a history  of  illicit 
drug  use,  sex  with  anonymous  part- 
ners, or  exchange  of  sex  for  drugs  or 
money.”  Screening  for  syphilis  in 
nontraditional  geographic  settings 
such  as  crack  houses  or  street  cor- 
ners in  high-incidence  neighbor- 
hoods may  be  a means  of  enhancing 
case-finding  of  early  syphilis  pa- 
tients.” 

CDC  recommendations  for  pre- 
natal syphilis  testing  of  high-risk 
populations  at  the  initial  prenatal 
visit,  at  the  beginning  of  the  third 
trimester  (28  to  32  weeks)  of  preg- 
nancy, and  at  delivery  would  apply 
in  areas  of  increased  syphilis  inci- 
dence in  Wisconsin  (Milwaukee 
County). In  populations  not  con- 
sidered high  risk  (the  other  71  coun- 
ties in  Wisconsin)  testing  for  syphi- 
lis at  the  first  prenatal  visit  and  at 
delivery  would  apply 

Prompt,  complete  reporting  of  pa- 
tients with  clinical  manifestations  of 
syphilis  by  health  care  providers  is 
an  important  component  of  syphilis 
control  as  it  hastens  the  follow-up  of 
infected  sex  partners  and  decreases 
the  rate  of  transmission  of  the  dis- 
ease. 

Education  of  physicians  regard- 
ing the  diagnosis  and  management 
of  syphilis  and  other  STDs  that  is 
provided  in  medical  schools,  resi- 
dency training  programs,  and  con- 
tinuing medical  education  programs 
is  essential  to  the  control  of  syphilis, 
and  thus,  deserves  greater  empha- 
sis.” 

The  measure  most  likely  to  have 
the  desired  long-term  effect  of  de- 
creasing syphilis  incidence  is  edu- 
cation of  the  public  by  public  health 
authorities,  health  care  profession- 
als, community-based  organiza- 
tions, and  the  media  regarding  STD 
and  HIV  infection  prevention  meas- 
ures and  reduction  of  risk  factors  for 
the  acquisition  of  syphilis. 

The  presence  of  genital  ulcers,  as 


occur  with  primary  syphilis,  in- 
creases the  risk  for  transmission  of 
HTV.’®  An  HTV  seroprevalence  study 
conducted  at  a Milwaukee  STD  clinic 
and  reported  by  Hoxie  et  al  found 
that  syphilis  patients  were  more  than 
three  times  more  likely  to  be  in- 
fected with  HIV  than  non-syphilis 
patients  after  controlling  for  HIV- 
related  risk  factors.”  This  interrela- 
tionship between  HIV  and  syphilis 
infections  further  supports  the  im- 
portance of  reducing  the  incidence 
of  syphilis. 

The  principles  of  focused  sero- 
logic screening,  prompt  and  com- 
plete reporting  and  follow-up,  and 
public  health  education  will  need  to 
be  diligently  applied  to  gain  control 
over  the  progressively  worsening 
occurrence  of  syphilis  in  Wisconsin 


and  nationally. 
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A study  of  inpatients  with  AIDS  in  Racine  County 


Lekshmi  Venu;  Robert  Gullberg,  MD;  and  Sonja  Bigley,  RRA,  Racine 

Since  the  first  patient  with  AIDS  was  reported  in  1981,  the  incidence  of 
this  illness  has  continued  to  rise.  It  is  estimated  that  the  cost  of  AIDS- 
related  illnesses  will  be  $15.  2 billion  by  1995.  In  this  paper,  we  analyzed 
the  number  of  admissions  for  AIDS  to  St  Mary's  Medical  Center  and  St 
Luke's  Hospital,  both  in  Racine,  Wis.  Similar  to  the  national  trend,  a ris- 
ing incidence  for  hospital  admissions  was  noted  during  the  last  2 years. 
The  rate  of  increase  per  year  in  this  country  was  31%,  which  is  well  above 
the  national  rate  of  increase.  Twenty-nine  admissions  for  19  patients 
occurred  during  the  past  5 years.  One  third  of  these  patients  moved  to 
Racine  from  other  states.  Apparently,  10%  of  the  patients  contracted  their 
illness  through  heterosexual  contacts.  Wis  Med  }.  1993;2(92):73-74. 


IN  THE  United  States,  most  re- 
ported patients  with  AIDS  are 
from  New  York,  California,  Florida, 
and  the  District  of  Columbia.  In  most 
states,  the  prevalence  of  infected 
patients  are  mainly  in  metropolitan 
areas.  The  incidence  of  AIDS  seems 
to  be  relatively  less  in  the  Midwest 
and  central  United  States.  We  un- 
dertook a study  on  patients  admit- 
ted to  two  community  hospitals  in 
Racine  County. 

The  purpose  of  this  study  was  to 
analyze  the  patient  demographics 
and  number  of  patients  hospital- 
ized each  year  for  the  last  5 years.  It 
was  our  aim  that  the  data  thus  gath- 
ered would  provide  us  with  mean- 
ingful information  to  broaden  our 
awareness  of  AIDS,  its  epidemiol- 
ogy in  a small  town,  and  its  effect  on 
health  care  costs. 

Materials  and  methods 

Inpatient  charts  were  collected  from 
1987  to  1992  from  St  Mary's  Medical 
Center  and  St  Luke's  Hospital  in 
Racine.  Personal  information  lead- 
ing to  the  identification  of  patients 
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was  concealed  from  all  patient  rec- 
ords. Each  chart  was  carefully  ana- 
lyzed for  the  following  patient  in- 
formation: age,  race,  gender,  mode 
of  transmission,  time  of  onset,  pos- 
sible place  of  acquisition,  and  socio- 
economic background.  The  number 
of  patients  admitted  to  the  hospitals 
each  year  was  also  determined.  The 
cost  of  hospitalization  and  its  future 
effect  on  health  care  costs  were  also 
assessed.  The  data  were  then  com- 
pared to  the  national  data. 

Results 

Between  1987  and  1992,  there  were 
29  admissions  for  a total  of  19  pa- 
tients to  the  two  community  hospi- 
tals. The  total  number  of  patients 
admitted  to  these  hospitals  during 
that  period  was  85,000. 

The  age  of  the  AIDS  patients 
ranged  from  2 to  53  years.  Of  the  19 
patients,  15  were  males  and  4 were 
females.  Eleven  of  the  19  patients 
were  white,  6 were  black,  1 was 
Hispanic,  and  information  was  not 
available  on  1 patient. 

Six  of  these  patients  acquired  HIV 
through  homosexual  contact,  and  4 
contracted  the  virus  from  parenteral 
drug  abuse.  Three  patients  received 
blood  transfusions.  There  were  no 
other  risk  factors  among  these  3 
patients.  Two  acquired  HIV  through 
heterosexual  contacts,  and  one 
through  maternal  transmission. 

Of  the  11  white  patients,  4 were 


homosexual,  3 abused  intravenous 
drugs,  2 had  blood  transfusions,  1 
acquired  HIV  from  heterosexual 
contact.  Mode  of  transmission  was 
unclear  in  1 patient. 

Two  of  the  6 blacks  were  homo- 
sexuals, 1 gave  a history  of  intrave- 
nous drug  abuse,  and  1 patient  re- 
ceived multiple  blood  transfusions. 
One  of  the  black  patients  contracted 
HIV  through  heterosexual  contact, 
and  the  mode  of  transmission  was 
unknown  in  1 patient. 

The  only  pediatric  patient  was  a 
22-month-old  Hispanic  child.  This 
patient  had  maternally  transmitted 
disease.  Two  patients  moved  to 
Wisconsin  from  New  York.  One 
patient  each  moved  from  Califor- 
nia, Florida,  Texas,  and  Chicago.  One 
patient  acquired  the  disease  while 
he  was  in  Germany. 

During  1987,  there  was  only  1 
patient  admitted  with  AIDS  who 
stayed  for  10  days  in  the  hospital. 
There  were  no  admissions  in  1988 
(Figure  1).  There  were  4 admissions 
in  1989,  for  a total  of  18  days.  In  1990, 
there  were  9 admissions  for  144  days, 
and  in  1991  there  were  15  admis- 
sions and  209  hospital  days  (Figure 
2). 

No.  of  Admissions 


1987  1988  1989  1990  1991 

Year 


Fig  l.—The  number  of  HIV-related  admis- 
sions per  year.  Note  the  marked  increase  in 
the  number  of  patients  admitted  to  the  hos- 
pital during  1990  and  1991. 
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Discussion 

Since  the  reporting  of  the  first  pa- 
tient with  AIDS  in  June  1981,  ac- 
quired immune-deficiency  syn- 
drome has  become  a global  threat  to 
public  health.  ^ In  Wisconsin,  the 
first  patient  with  AIDS  occurred  in 
1982  in  a patient  who  died  from 
cryptococcal  infection.^  In  the  years 
following  1981,  several  cases  of  AIDS 
in  Wisconsin  have  been  reported. 
Interestingly,  the  last  2 years  have 
witnessed  a significant  increase  in 
the  incidence  of  AIDS  in  our  state.^ 
The  annual  incidence  of  AIDS  per 
100,000  population  in  Wisconsin  has, 
however,  remained  at  4,  which  is 
well  below  the  national  average  of 
16.9^ 

In  this  paper,  we  have  studied 
the  patient  demographics  from  the 
inpatient  records  of  two  community 
hospitals  in  Racine  County.  During 
the  last  5 years  (1987-1991),  there 
were  29  admissions.  While  there 
were  only  5 admissions  during  the 
first  3 years,  the  remaining  24  ad- 
missions took  place  during  the  last  2 
years.  A similar  trend  of  increasing 
number  of  hospitalizations  for  AIDS 
is  seen  both  at  the  state  and  national 
level.  A 21  % increase  has  been  noted 
at  the  national  level,  while  the  rate 
of  increase  in  hospital  days  in  Racine 
was  about  31%.  Obviously,  this  is 
well  above  the  national  average. 

The  age  of  AIDS  patients  varied 
from  2 to  53  years.  The  majority  of 
cases  were  clustered  between  25  and 
37  years.  Homosexual  contact  was 
the  leading  cause  of  infection,  fol- 
lowed by  intravenous  drug  abuse 
and  transfusion  of  blood  or  blood 
products.  Nearly  10%  of  the  patients 
contracted  this  illness  through 
heterosexual  contacts.  All  patients 
who  were  infected  through  hetero- 
sexual contacts  were  males.  Al- 
though statistically  insignificant, 
there  seems  to  be  a trend  for  female- 
to-male-transmission.  A similar 
finding  has  been  reported  previ- 
ously.-’’ The  acquisition  of  AIDS 
through  heterosexual  contacts  is  on 


the  rise  both  nationally  and  interna- 
tionally. 

The  only  pediatric  patient  who 
had  AIDS  acquired  the  disease 
through  maternal  transmission. 

Another  important  observation 
in  our  study  was  that  a third  of  the 
patients  moved  to  Racine  after  ac- 
quiring the  disease  from  states  with 
a high  incidence  of  HIV  infection, 
such  as  Florida,  California  and  New 
York.  If  these  patients  are  excluded, 
the  number  of  days  of  hospitaliza- 
tion will  be  less  and  may  be  similar 
to  other  Midwestern  counties. 

In  summary,  through  this  study, 
we  analyzed  patient  demographics 
of  HIV-related  admissions  to  two 
community  hospitals  in  a small 
county  in  Wisconsin.  In  many  re- 
spects this  community  is  represen- 
tative of  similar  small  communities 
in  the  United  States.  While  patient 
demographics  closely  resemble  the 
national  statistics,  the  rate  of  hospi- 
talization is  seemingly  higher  dur- 
ing the  last  2 years. 

It  is  expected  that  the  cost  of  HIV 
health  care  will  reach  $10.5  billion 
by  the  year  1994.  The  average  AIDS 
patient  stayed  13  days  in  the  hospi- 
tal in  Racine.  The  length  of  stay  was 
intermediate  compared  to  New 
York's  average  of  19.6  days  per  pa- 
tient per  year,  and  to  California's 
average  of  11.6  days  per  patient  per 
year.  Hence,  it  should  be  of  great 
concern  when  the  nation  is  already 
facing  notable  increases  in  health 
care  costs. 

In  a highly  mobile  society  like 
ours,  patients— including  those  in- 
fected with  HIV— move  from  one 
state  to  another.  Thus,  it  is  easy  to 
understand  that  a third  of  the  pa- 
tients hospitalized  in  Racine  ac- 
quired their  illness  outside  the  state 
of  Wisconsin.  This  finding  under- 
lines the  importance  to  adopt  a na- 
tional agenda  focusing  on  AIDS. 
Intensive  effort  to  educate  the  pub- 
lic seems  to  be  the  best  way  to  pre- 
vent the  spread  of  HIV-related  ill- 
ness. 


Hospitalization  days 


209 
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Fig  2.— The  number  of  days  of  hospitaliza- 
tion for  each  patient  from  1989  through 
1991.  There  is  a substantial  increase  in  the 
number  of  hospital  days  during  1990  and 
1991. 
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Special 

Newborn  screening  for 

congenital  adrenal  hyperplasia  in  Wisconsin 


Beginning  in  February  1993,  newborn  screening  for  21 -hydroxylase  defi- 
ciency congenital  adrenal  hyperplasia  (210H-D-CAH)  will  begin  in  Wis- 
consin. This  brief  review  summarizes  the  pathophysiology  of  210H-D- 
CAH,  its  clinical  presentation,  and  the  rationale  for  screening  during  the 
neonatal  period.  An  algorithm  for  interpretation  and  follow-up  of  screen- 
ing results  is  provided  for  Wisconsin  health  care  providers.  Wis  Med 
J.1993;92(2):75-78. 


David  B.  Allen,  MD,  Madison 


A PRIMARY  OBJECTIVE  for  newbom 
screening  is  the  reduction  of 
mental  retardation,  morbidity,  and 
mortality  due  to  inborn  errors  of 
metabolism  and  other  birth  defects. 
The  Wisconsin  Newbom  Screening 
Program  has  been  in  operation  since 
1978,  and  currently  tests  more  than 
99%  of  all  infants  bom  in  this  state 
each  year. 

By  the  year  2000,  it  is  hoped  that 
every  infant  will  be  screened  for 
congenital  disorders,  as  prescribed 
by  law,  with  the  screening  results 
reported  within  7 days  of  birth.  The 
Wisconsin  Division  of  Health,  with 
the  assistance  of  the  Newborn 
Screening  Advisory  Group,  is  re- 
sponsible for  maintaining  this  high 
rate  of  participation  in  the  program 
and  for  conducting  periodic  review 
and  evaluation.  A recent  review  of 
newbom  screening  resulted  in  sev- 
eral changes,  including  the  deletion 
of  tests  for  homocystinuria  and 
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maple  symp  urine  disease  (effective 
Dec  1,  1992)  and  the  addition  of 
screening  for  21-hydroxylase  defi- 
ciency congenital  adrenal  hyperpla- 
sia (effective  Feb  1, 1993). 

Congenital  adrenal  hyperplasia 
is  a family  of  autosomal  recessive 
disorders  characterized  by  deficient 
activity  of  one  of  the  enzymes  neces- 
sary for  adrenal  cortisol  synthesis. 
As  a result  of  reduced  negative  feed- 
back by  cortisol,  pituitary  adreno- 
corticotropin  (ACTH)  secretion  is 
stimulated.  Adrenal  hyperplasia 
with  over-production  of  adrenal 
steroids  preceding  the  impaired 
enzymatic  step  results  (Figure  1). 
Although  deficiency  of  each  of  the 
enzymatic  activities  required  for 
cortisol  synthesis  has  been  described, 
deficiency  of  21-hydroxylase  activ- 
ity accounts  for  more  than  90%  of 
cases.’  The  incidence  of  this  particu- 
lar disorder  is  approximately 
1:12,000.  Consequently,  Wisconsin 
can  expect  the  birth  of  6 to  7 infants 
with  210H-D-CAH  per  year.^ 

In  210H-D-CAH,  failure  to  ade- 
quately 21-hydroxylate  17-OH-pro- 
gesterone  to  11-desoxy cortisol  (com- 
pound S)  results  in  impaired  corti- 
sol synthesis;  inadequate  21-hydrox- 
ylation  of  progesterone  to  form  11- 
desoxycorticosterone  (DOC,  Figure 
1)  impairs  aldosterone  synthesis  in 
the  mineralocorticoid  pathway. 
Most  of  the  adrenal  steroidogenic 
enzymes  are  members  of  the  cyto- 
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chrome  P450  group  of  oxygenases;^ 
21-Hydroxylation  is  mediated  by 
P450c21  (new  nomenclature  for  21- 
hydroxylase  enzymatic  activity) 
found  on  the  endoplasmic  reticu- 
lum of  adrenal  cortical  cells.  The 
gene  for  P450c21  has  been  mapped 
to  chromosome  6,  and  genetic  link- 
age with  HLA  has  made  possible 
the  prediction  of  210H-D-CAH 
genotype  by  HLA  genotype. 

In  spite  of  an  apparently  high 
potential  for  symptomatic  diagno- 
sis, clinical  diagnosis  of  210H-D- 
CAH  is  poor  in  the  newbom  pe- 
riod.'* Manifestations  of  210H-D- 
CAH  reflect  excessive  androgen 
production  and  variable  degrees  of 
impaired  mineralocorticoid  synthe- 
sis and  action.  Virilization  of  female 
infants  by  adrenal  androgens  (par- 
ticularly androstenedione)  is  a hall- 
mark of  this  disorder.  This  may  vary 
in  degree  from  clitoromegaly,  with 
or  without  partial  fusion  of  the  labi- 
oscrotal  folds,  to  complete  fusion  of 
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the  labioscrotal  folds  with  the  ap- 
pearance of  a penile  urethra.  This 
latter  appearance  can  be  confused 
with  (cryptorchid)  male  genitalia, 
resulting  in  occasional  incorrect 
gender  assignment.  The  genitalia  of 
newborn  male  infants  are  usually 
unaltered  by  210H-D-CAH,  al- 
though occasional  slight  phallic 
enlargement  may  be  noted. 

In  more  than  two  thirds  of  the 
infants  with  210H-D-CAH,  impair- 
ment of  mineralocorticoid  synthesis 
may  lead  to  salt- wasting  crisis  in  the 
first  weeks  of  life.  Males  are  at  par- 
ticular risk  because  the  diagnosis  is 
usually  unsuspected  prior  to  this 
occurrence.  Vomiting,  dehydration, 
progressive  obtundation,  and  death 
from  shock  or  hyperkalemia  can 
occur.  The  diagnosis  is  frequently 
made  only  after  sepsis,  pyloric  sten- 
osis, or  "near  SIDS"  have  been  ex- 
cluded. The  finding  of  an  excess  of 
living  females  with  210H-D-CAH 
in  comparison  to  males  (in  a disor- 
der expected  to  have  equal  incidence 
among  sexes)  suggests  that  males 
with  undiagnosed  CAH  are  dying 
in  the  newborn  period.^ 

Treatment  of  210H-D-CAH  re- 
quires glucocorticoid  replacement 


to  supplement  cortisol  synthesis, 
reduce  endogenous  ACTH  stimula- 
tion, and  suppress  adrenal  andro- 
gen production.  For  overt  or  subtle 
mineralocorticoid  deficiency,  addi- 
tional 9-alpha-fludrocortisone  is 
administered  daily.  Surgical  ame- 
lioration of  female  ambiguous  geni- 
talia is  best  accomplished  when  the 
infant  is  clinically  stable  and  within 
the  first  year  of  life,  although  resid- 
ual adult  sexual  dysfunction  in  af- 
fected females  has  been  reported.® 
Delay  in  diagnosis  and  treatment 
leads  to  progression  in  penile  and 
clitoral  enlargement,  excessive 
growth,  acne,  early  onset  of  pubic 
hair  growth,  and  bone  age  advance- 
ment which  may  compromise  final 
adult  height  potential  and  lead  to 
true  precocious  puberty. 

Life-threatening  risk  of  salt-wast- 
ing crisis  (particularly  in  undiag- 
nosed males),  concerns  about  incor- 
rect gender  assignment  in  females, 
and  consequences  of  delayed  diag- 
nosis and  treatment  have  provided 
impetus  for  earlier  detection  of 
210H-D-CAH.  The  development  of 
an  assay  for  17-hydroxyprogester- 
one  using  a heel  stick  capillary  blood 
specimen  impregnated  on  filter 


paper  made  screening  for  21 -hydrox- 
ylase deficiency  possible.^  A num- 
ber of  newborn  screening  programs 
for  210H-D-CAH  have  been  devel- 
oped in  the  United  States,  Europe, 
and  Japan.  Experience  gleaned  from 
these  programs  suggests  that  early 
diagnosis  and  treatment  of  affected, 
but  asymptomatic  males  can  be  ac- 
complished with  filter  paper  new- 
born screening.® 

It  is  important  to  note  that  abnor- 
mal elevations  in  plasma  170H- 
progesterone  levels,  which  are  di- 
agnostic for  210H-D-CAH,  are  not 
present  in  all  infants  with  (other 
forms  of)  CAH.  Nevertheless,  filter 
paper  assays  for  170H-progester- 
one  will  detect  the  vast  majority  of 
all  infants  with  CAH  at  risk  of  incor- 
rect gender  assignment  or  salt-wast- 
ing crisis.  The  second  most  common 
form  of  CAH,  11-hydroxylase  defi- 
ciency, accounts  for  approximately 
5%  of  reported  cases.  This  disorder 
can  cause  virilization  of  female  in- 
fants, but  does  not  lead  to  salt-wast- 
ing crisis.  Because  the  11-hydrox- 
ylation  step  is  downstream  from  21- 
hydroxylation  in  cortisol  synthesis, 
deficiencies  in  the  activity  of  this 
enzyme  are  usually  accompanied 
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Fig  2.— Recommendations  for  follow-up  of  abnormal  screening  results  for  congenital  adrenal  hyperplasia.  The  algorithm  incorporates  the 
obsenmtions  that  early  sample  collection  and  prematurity  result  in  increased  levels  of  170H-progesterone. 
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170H-P=  17  hydroxyprogesterone 
SLOH=Stat€  Laboratory  of  Hygiene 

* WISCONSIN  ENDOCRINE  NEWBORN  SCREENING  CONSULTANTS 
David  B.  Allen,  M.D.,  University  of  Wisconsin  Children's  Hospital,  Madison  608-263-5835 
Sharon  Maby,  M.D.,  Marshfield  Clinic,  Marshfield  715-387-5185 
Arnold  Slyper,  M.D.,  Children's  Hospital  of  Wisconsin,  Milwaukee  414-266-4640 


Fig  1.— Pathogenesis  of  congenital  adrenal  hyperplasia  due  to  21-hydroxylase  (P450c21; 
shaded  area)  deficiency.  Chemical  names  for  enzymes  shown  above  the  arrows.  Due  to 
diminished  21-hydroxylation,  1 70H-progesterone  and  progesterone  accumulate  and  contribute 
to  increased  adrenal  androgen  production.  Pituitary  adrenocorticotropin  (ACTH)  secretion 
is  augmented  due  to  diminished  cortisol  synthesis,  and  adrenal  hyperplasia  results. 


by  elevation  in  170H-progesterone 
levels.  Mild  ("non-classical")  forms 
of  CAH  (including  210H-D-CAH, 
llOH-D-CAH,  and  others)  have 
been  recognized  with  increasing 
frequency  during  the  last  decade. 
These  patients  do  not  appear  to  be  at 
immediate  risk  in  the  newborn  pe- 
riod, and  it  remains  unclear  to  what 
extent  newborn  screening  will  de- 
tect such  individuals. 

The  Newborn  Screening  Advi- 
sory Group  convened  a panel  of 
experts  in  May  of  1992.  This  panel 
recommended  that  the  following 
criteria  be  fulfilled  by  each  newborn 
screening  test: 

• a minimum  incidence  of  1 case 
per  100,000  births; 

• availability  of  effective  treatment; 

• low  cost  of  laboratory  test,  com- 
parable to  that  for  phenylketon- 
uria; 

• laboratory  technology  adaptable 
to  mass  screening  programs  (ie 
filter  paper  assay);  and 

• scientific  evidence  supporting  the 
expectation  that  benefits  of  neo- 
natal diagnosis  will  outweigh 
adverse  consequences  of  cost  and 
psychological  stress  in  families 
of  falsely  positive  infants. 
Deficiency  of  21 -hydroxylase 

congenital  adrenal  hyperplasia  oc- 
curs with  a frequency  roughly  equal 
to  phenylketonuria  (PKU)  and  has 
an  effective  treatment.  Microfilter 
paper  radioimmunoassay  for  170H- 
progesterone  is  relatively  inexpen- 
sive ($1  per  test)  and  readily  adapt- 
able to  our  current  screening  pro- 
gram. Evidence  for  fulfillment  of 
criterion  No.  5,  while  accumulating, 
remains  debatable.  The  actual  bene- 
fit of  early  detection  on  prognosis  is 
currently  unproven.  Information 
collected  in  Wisconsin  during  the 
next  5 years  will  aid  in  determining 
the  value  and  justification  for  new- 
born screening  for  210H-D-CAH. 

Screening  for  210H-D-C  AH,  like 
screening  for  congenital  hypothy- 
roidism, is  influenced  by  timing  of 
sample  collection  and  the  infant's 


gestational  age.  Levels  of  170H-pro- 
gesterone  are  elevated  during  the 
first  24  hours  of  life;  samples  col- 
lected before  36  hours  of  age  are 
much  more  likely  to  yield  false  posi- 
tive results,  and  optimal  testing 
should  occur  between  48  and  72 
hours  of  age.  Premature  infants  may 
also  have  false  positive  results  and 
require  special  consideration.  To  aid 
in  the  interpretation  and  follow-up 
of  210H-D-CAH  screening  test  re- 
sults, a decision  tree  has  been  de- 
vised by  the  Endocrine  Newborn 


Screening  Advisory  Group  and  the 

Wisconsin  Division  of  Health  (Fig- 
ure 2). 
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The  Clinical  Laboratory  Improvement  Act  of  1988 

Sally  Wencel,  SMS  assistant  corporate  counsel 


IN  RESPONSE  to  a Series  of  articles 

appearing  in  the  Wall  Street  Jour-  2) 
/7fl/ about  the  alarmingly  high  rate  of  3) 
false  negative  Pap  smears,  Congress  4) 

enacted  the  Clinical  Laboratory 
Improvement  Act  of  1988  (CLIA  '88) 
to  create  quality  control  and  im- 
provement requirements  for  labo- 
ratories testing  human  specimens 
for  diagnosis,  prevention  or  treat- 
ment of  diseases  or  other  health 
problems  or  for  health  assessment 
purposes.  It  is  estimated  that  more 
than  200,000  sites  are  under  CLIA's 
regulation,  perhaps  half  of  those 
physician  owned  laboratories  which 
were  previously  unregulated  by  the 
federal  government.  (In  Wisconsin, 
laboratories  owned  by  one  and  two 
physicians  were  exempt  from  state 
certification  requirements.) 

After  2 years  of  rule  making  and 
comment  collection,  the  Health  Care 
Financing  Administration  (HCFA) 
published  final  rules  implementing 
CLIA  '88  in  late  February  1992.  A 
copy  of  the  regulations,  the  Feb  28, 

1992,  Federal  Register,  stock  number 
069-001-00042-4  may  be  obtained 
from  the  US  Government  Printing 
Office,  Attn:  New  Order,  PO  Box 
371954,  Pittsburgh,  PA  15250-7954, 
or  by  calling  (202)  783-3238.  The 
CLIA  '88  regulations  became  effec- 
tive Sept  1, 1992. 

The  CLIA  '88  rule  addresses  four 
regulatory  components: 

1)  laboratory  standards  and  com- 


plexity model; 
enforcement  procedures; 
certification  and  user  fees;  and 
deeming  authority  for  accredit- 
ing bodies  and  exemption  of  state 
licensure  programs. 

The  emphasis  in  this  article  is  on 
the  first  component,  which  has  been 
the  source  of  the  most  controversy 
in  its  definition  and  regulation  of 
physician-owned  laboratories. 

Scope 

CLIA  '88  regulates  all  clinical  labo- 
ratories testing  human  specimens 
for  the  diagnosis,  prevention  or  treat- 
ment of  disease  or  health  problems 
or  for  health  assessment  purposes. 
Hospital  laboratories,  physician 
office  laboratories  (POLs),  laborato- 
ries in  skilled  nursing  facilities,  end 
stage  renal  disease  facilities,  planned 
parenthood  clinics,  and  health  fairs 
performing  health  screening  proce- 
dures are  a few  examples  of  facili- 
ties covered  by  the  law. 

It  makes  no  difference  whether 
the  laboratory  bills  or  accepts  Medi- 
care or  Medical  Assistance  payment- 
-the  law  is  comprehensive  and  ap- 
plies to  all  laboratories  meeting  its 
definition.  The  only  exceptions  are 
for  forensic  laboratories  and  research 
laboratories  that  do  not  report  pa- 
tient results,  and  facilities  certified 
by  the  National  Institute  on  Drug 
Abuse  performing  drug  testing. 

Physicians  and  offices  only  col- 


lecting blood  or  other  specimens  who 
otherwise  transport  the  specimens 
to  an  approved  laboratory  are  not 
covered  by  CLIA  '88. 

Registration,  certification, 
and  inspection 

Under  CLIA  '88,  facilities  meeting 
the  definition  of  a laboratory  must 
apply  for  certification  by  HCFA  and 
pay  a certification  fee.  Fees  are  based 
on  testing  volume,  the  number  of 
testing  specialties  and  subspecial- 
ties and  survey  or  inspection  costs. 

All  laboratory  testing  has  been 
placed  into  specialties  or  subspe- 
cialties: cytogenetics,  pathology  (his- 
topathology,  oral  pathology,  cytol- 
ogy), histocompatibility,  bacteriol- 
ogy, mycobacteriology,  mycology, 
parasitology,  virology,  immunol- 
ogy, chemistry  (routine,  endocrinol- 
ogy, toxicology,  urinalysis),  hema- 
tology, radiobioassay,  and  immu- 
nohematology.  The  10-digit  num- 
ber issued  under  CLIA  '88  serves  as 
the  laboratory's  identification  for 
Medicare  and  Medical  Assistance 
billing  purposes. 

HCFA  will  issue  four  types  of 
certificates  valid  for  2 years.  The 
first  type  of  certificate  is  the  certifi- 
cate of  waiver  issued  to  laboratories 
performing  only  waived  tests. 

The  second  certificate  is  the  regis- 
tration certificate  which  is  issued  to 
a laboratory  until  HCFA  determines 
Continued  on  next  page 
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Continued  from  preceding  page 
through  an  on-site  inspection  or 
verification  of  accreditation  that  the 
laboratory  complies  with  all  CLIA 
'88  requirements.  If  the  laboratory 
has  successfully  met  the  moderate 
or  high  complexity  requirements, 
HCFA  will  then  issue  a certificate. 

The  last  certificate  is  the  certifi- 
cate of  accreditation  which  is  issued 
to  laboratories  meeting  the  standards 
of  an  accreditation  program  ap- 
proved by  HCFA. 

Laboratories  in  states  with  HCFA 
approved  licensure  programs  do  not 
receive  a certificate,  but  a license  or 
certificate  issued  by  the  state.  Wis- 
consin is  not  such  a state,  and  labo- 
ratories must  therefore  comply  with 
the  HCFA  certificate  process. 

The  Wisconsin  Clinical  Labora- 
tory Unit  in  the  Department  of 
Health  and  Social  Services  will  act 
as  HCFA's  agent  by  surveying  and 
certifying  registered  laboratories 
during  that  2-year  certification  pe- 
riod. Laboratories  will  not  receive 
notice  prior  to  an  inspection;  inspec- 
tions will  be  unannounced  and 
scheduled  to  coincide  with  the  re- 
ported business  hours  of  that  labo- 
ratory. At  this  writing,  inspections 
are  being  scheduled  first  for  previ- 
ously federally  regulated  laborato- 
ries. 

Physician-owned  laboratories  are 
likely  to  be  inspected  later  in  the  cer- 
tification period.  Waived  laborato- 
ries may  be  randomly  inspected  to 
make  certain  only  waived  tests  are 
being  performed  or  on  a complaint- 
triggered  basis. 

Complexity  models 
The  federal  law  identifies  three  lev- 
els of  testing:  waived,  moderate  com- 
plexity, and  high  complexity.  This 
complexity  classification  is  impor- 
tant because,  depending  upon  the 
laboratory's  category,  different  per- 
sonnel standards  and  quality  con- 
trol requirements  will  apply.  A labo- 
ratory will  be  categorized  based  on 
the  highest  level  of  tests  performed 


rather  than  the  level  of  the  most 
commonly  performed  tests. 

The  Feb  28, 1992,  rule  included  an 
initial  categorization  of  tests,  and  a 
final  list  of  all  laboratory  test  sys- 
tems, assays,  and  examinations  has 
not  been  published  at  this  writing 
although  is  expected  in  early  1993. 

Wawed.  Waived  tests  have  either 
been  cleared  by  the  FDA  for  home 
use,  pose  no  reasonable  risk  of  harm 
if  performed  incorrectly  or  are  per- 
formed by  simple  and  accurate 
methodologies  so  that  the  likelihood 
of  erroneous  results  are  negligible. 
Laboratories  performing  only  the 
following  eight  tests  fall  within  the 
waived  category: 

1)  dipstick  or  tablet  reagent  urinaly- 
sis for:  bilirubin;  glucose;  hemo- 
globin; ketone;  leukocytes;  ni- 
trite; pH;  protein;  urobilinogen; 
and  specific  gravity; 

2)  ovulation  tests:  visual  color  tests 
for  human  luteinizing  hormone; 

3)  urine  pregnancy  tests:  visual 
color  comparison  determination; 

4)  erythrocyte  sedimentation  rate 
(non-automated); 

5)  hemoglobin  (by  copper  sulfate); 

6)  fecal  occult  blood; 

7)  spun  microhematocrit;  and 

8)  blood  glucose  (FDA-cleared 
home  devices). 

Moderate  complexity.  Tests  in  this 
category  are  mainly  manual  proce- 
dures with  limited  steps  or  sample 
or  reagent  preparation,  and  auto- 
mated analyses  that  do  not  require 
operator  intervention  during  the 
analytic  process.  HCFA  estimates 
roughly  75%  of  the  10,000  tests  in- 
cluded in  its  final  list  will  fall  in  this 
category. 

High  complexity.  High  complexity 
tests  require  more  operator  inter- 
vention, interpretation  or  manipu- 
lation, and  greater  need  for  calibra- 
tion and  quality  control  of  materials 
and  equipment  used  to  perform  the 
testing. 


Personnel  standards 
Depending  on  the  complexity  of  test 
performed,  CLIA  '88  sets  up  a rigor- 
ous matrix  of  persons  qualified  to 
perform  specific  functions  in  the 
laboratory.  The  personnel  catego- 
ries are  defined  below,  and  the  re- 
quired qualifications  for  these  cate- 
gories are  illustrated  in  Table  1 and 
Table  2.  There  are  no  personnel  stan- 
dards for  laboratories  performing 
waived  tests. 

Directors.  Directors  are  responsible 
for  the  overall  administration  and 
management  of  the  laboratory.  In 
addition,  a director  must  be  acces- 
sible for  consultations,  and  may 
direct  no  more  than  five  laborato- 
ries. A director  may  delegate  duties, 
but  must  ensure  that  all  delegated 
responsibilities  are  properly  per- 
formed. 

Technical  consultants.  These  persons 
must  be  accessible  for  providing 
technical  expertise,  which  is  defined 
to  include:  selecting  test  methodol- 
ogy; verifying  test  procedures;  pro- 
ficiency testing  enrollment  and  par- 
ticipation; establishing  quality  con- 
trol programs,  including  analytic 
performance  parameters;  resolving 
technical  problems;  reporting  accu- 
rate test  results;  orienting  and  train- 
ing staff;  and  evaluating  employee 
competency. 

Clinical  consultants.  Clinical  consult- 
ants act  as  liaisons  between  the  labo- 
ratory and  its  clients  concerning  re- 
porting and  interpreting  test  results. 
They  are  responsible  for  ensuring 
that  test  reports  contain  pertinent 
information  for  interpretation  for 
patient  diagnosis  and  treatment  and 
for  supplying  information  on  test 
quality  related  to  patient  conditions. 

General  supervisors— high  complexity 
testing.  General  supervisors  are  re- 
sponsible for  the  day-to-day  super- 
vision of  test  analyses  and  examina- 
tions and  ensuring  that  acceptable 
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levels  of  test  performance  are  main- 
tained. Techi^cal  supervisors  may 
delegate  to  general  supervisors  cor- 
rective action  monitoring,  employee 
orientation,  and  employee  perform- 
ance evaluations. 

In  addition,  general  supervisors 
provide  on  site  (direct)  supervision 
of  high  school  graduates  perform- 
ing testing  in  the  laboratory. 

Testing  Personnel— moderate  and  high 
complexity.  These  employees  perform 
tests  as  authorized  by  the  laboratory 
director  and  may  report  results, 
perform  quality  control  and  correc- 
tive action  and  document  these  ac- 
tions as  required. 

Quality  assurance 

Quality  assurance  (QA)  is  defined 


as  a comprehensive  set  of  policies, 
procedures,  and  practices  necessary 
to  make  sure  that  the  laboratory' s 
results  are  reliable.  There  are  seven 
basic  areas  related  to  quality  assur- 
ance: 

• policies  and  standards,  includ- 
ing procedure  manuals  contain- 
ing procedure  and  instrument  op- 
erating protocols; 

• laboratorian  training  and  safety; 

• calibration; 

• maintenance  of  instruments; 

• quality  control  testing; 

• reporting  patient  results;  and 

• participation  in  proficiency  test- 
ing. 

All  laboratories  must  design  a QA 
program  to  monitor,  evaluate,  and 
revise  as  necessary  the  total  testing 
process,  from  sample  collection  to 


reporting  results.  The  QA  program 
must  be  written,  although  CLIA  '88 
allows  flexibility  so  that  laborato- 
ries may  develop  a system  suiting 
its  needs. 

Procedure  manuals.  The  standards 
require  laboratories  to  develop, 
m^e  readily  accessible,  and  require 
laboratory  personnel  to  follow  writ- 
ten procedure  manuals.  The  proce- 
dure manuals  are  a collection  of 
policies,  including  quality  control, 
for  each  test  performed  in  the  labo- 
ratory. Text  books  may  be  used  as 
supplemental  materials,  but  may  not 
be  used  in  lieu  of  written  proce- 
dures for  testing  or  examining  speci- 
mens. Procedure  manuals  must 
include  each  of  the  following  16 
Continued  on  next  page 


Table  1.— Moderate  complexity  laboratory  personnel  requirements. 


Director 

1.  Licensed  MD,  DO,  and  certi- 
fied in  anatomic  or  clinical 
pathology 

2.  Licensed  MD,  DO,  and  1 year 
lab  training  or  experience  di- 
recting or  supervising  non- 
waived  lab  or  20  CME  credits 
in  lab  practice  (effective  8 / 93) 
or  training  equivalent  to  20 
CME  credits  during  medical 
residency 

3.  Doctoral  degree  in  lab  science 
and  board  certified  or  1 year 
directing  or  supervising  non- 
waived  lab 

4.  Master' s degree  in  lab  sci- 
ence and  1 year  of  supervi- 
sory lab  experience 

5.  Bachelor's  degree  in  lab  sci- 
ence and  2 years  lab  training 
or  exf>erience  and  2 years  of 
supervisory  experience. 

6.  Previously  qualified  or  could 
have  qualified  as  director 
under  3/14/90  regs  on  or 
before  2/28/92 

7.  Qualified  under  state  law  as 
director  on  or  before  2/28/92 


Technical  consultant 

1.  Licensed  MD,  DO,  and  certi- 
fied in  cmatomical  or  clinical 
pathology 

2.  Licensed  MD,  DO,  and  1 year 
lab  training  or  experience  in 
designated  specialty  or  sub- 
specialty areas  of  serv’ice 

3.  Doctoral  or  master' s degree  in 
lab  science  and  1 year  lab 
experience  in  designated  spe- 
cialty or  subsf>ecialty  areas  of 
service 

4.  Bachelor' s degree  in  lab  sci- 
ence and  2 years  lab  training 
or  experience  in  designated 
specialty  or  subspecialty  ar- 
eas of  service 

NOTE;  training  or  experience 

Ccm  be  acquired  concurrently  in 

specialties  and  subspecialties 


Clinical  consultant 

1.  Licensed  MD,  DO 

2.  Qualified  as  director  under  1., 
2.,  or  3. 


Testing  personnel 

1.  Licensed  MD,  DO,  or  doctoral, 
master's  or  bachelor' s degree 
in  lab  science 

2.  Associate  degree  in  lab  sci- 
ence 

3.  High  school  graduate  or 
equivalent  and  50  week  mili- 
tary medical  lab  training  as 
medical  lab  specialist 

4.  High  school  diploma  or 
equivalent  and  documenta- 
tion of  training  appropriate  to 
testing  performed,  to  include 
knowledge  and  skills  related 
to: 

— specimen  collection,  label- 
ing 

— patient  preparation 

— implementing  lab  proce- 
dures 

— performing  tests  assigned 

— preventive  maintenance, 
trouble-shooting,  calibra- 
tion 

— reagent  stability,  storage 

— quality  control  policies 

— factors  influencing  test  re- 
sults 

— validating  patient  results 
with  QC  before  reporting 
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Continued  from  preceding  page 

elements; 

1)  requirements  for  specimen  col- 
lection and  processing,  and  cri- 
teria for  specimen  rejection; 

2)  procedures  for  microscopic  ex- 
aminations, including  the  de- 
tection of  inadequately  prepared 
slides; 

3)  step-by-step  performance  of  the 
procedure,  including  test  calcu- 
lations and  interpretations  of 
results; 

4)  preparation  of  slides,  solutions, 
calibrators,  control,  reagents, 
stains  and  other  materials  used 
in  testing; 

5)  calibration  and  calibration  veri- 
fication procedures; 

6)  the  reportable  range  for  patient 
test  results  as  established  or 
verified  in  the  QC  rules; 

7)  control  procedures; 

8)  remedial  action  to  be  taken  when 
calibration  or  control  results  fail 
to  meet  the  laboratory's  criteria 
for  acceptability; 

9)  limitations  in  methodologies, 
including  interfering  sub- 
stances; 

10)  reference  range  (normal  values); 

11)  imminent  life-threatening  labo- 
ratory results  or  "panic  values"; 

12)  pertinent  literature  references; 

13)  appropriate  criteria  for  speci- 
men storage  and  preservation 
to  ensure  specimen  integrity 
until  testing  is  completed; 

14)  the  laboratory's  system  for  re- 
porting patient  results  includ- 
ing, when  appropriate,  the 
protocol  for  reporting  panic  val- 
ues; 

15)  description  of  the  course  of  ac- 
tion to  be  taken  in  the  event  that 
a test  system  becomes  inoper- 
able; and 

16)  criteria  for  the  referral  of  speci- 
mens including  procedures  for 
specimen  submission  and  han- 
dling by  patients. 

A procedure  manual  may  be  in 

electronic  word  processing  form  as 

long  as  it  is  readily  accessible  by 


laboratory  personnel  and  manufac- 
turer's product  literature  is  other- 
wise available.  The  format  of  the 
manual  is  left  to  the  discretion  of  the 
laboratory.  The  laboratory  must 
maintain  a copy  of  each  procedure 
with  the  dates  of  initial  use  and 
discontinuation  for  2 years  after  the 
procedure  is  discontinued. 

Patient  test  management.  Laborato- 
ries performing  moderate  or  high 
complexity  testing  or  both  must 
employ  and  maintain  a system  pro- 
viding for  proper  patient  prepara- 
tion, specimen  collection,  identifi- 
caHon,  preservation,  transportation, 
processing,  and  accurate  result  re- 
porting. 

Other  specific  requirements  con- 
cerning patient  test  management 
include  record  maintenance  and 
retention.  For  example,  laboratory 
orders  must  be  written  or  electronic 
and  may  be  made  only  by  persons 
authorized  by  law.  If  oral  orders  are 
accepted,  written  orders  must  be 
submitted  within  30  days.  Original 
or  exact  copies  of  records  of  test 
requisitions  and  test  results  must  be 
kept  at  least  2 years  for  general  tests, 
5 years  for  immunohematology 
requisitions,  and  10  years  for  pa- 
thology testing. 

Required  information  for  these 
records  include  the  identity  of  the 
patient,  requester,  and  contact  for 
panic  values,  tests  ordered,  and 
collection  date. 

This  information  must  be  main- 
tained in  a confidential  manner,  al- 
though information  on  test  meth- 
ods, reference  ranges,  sp>ecifications 
and  interferences  must  be  made 
available  on  request. 

Quality  control.  Under  the  regula- 
tions, a laboratory  must  establish 
and  follow  written  quality  control 
procedures  for  monitoring  and 
evaluating  the  quality  of  the  ana- 
lytical testing  process  of  each  method 
to  assure  the  accuracy  and  reliabil- 
ity of  patient  test  results  and  re- 
ports. Quality  control  does  not  ap- 


ply to  waived  laboratories. 

There  is  a 2-year  phase-in  to  al- 
low for  federal  review  of  existing 
and  new  medical  devices  for  which 
the  manufacturer  applies  for  FDA 
approval.  Until  that  time,  laborato- 
ries using  testing  devices  approved 
by  the  FDA  will  be  permitted  to 
follow  the  manufacturer's  instruc- 
tion for  much  of  the  general  quality 
control. 

If  after  Sept  1, 1994,  a laboratory 
is  performing  a test  of  moderate  or 
high  complexity  using  an  instru- 
ment, kit  or  test  system  not  cleared 
by  the  FDA  for  CLIA  '88  quality 
control  purposes,  the  laboratory  will 
be  expected  to  meet  all  the  require- 
ments for  quality  control.  The  prob- 
lem with  CLIA  '88,  however,  is  the 
rules  do  not  specify  which  control 
rule  to  use. 

For  moderate  complexity  tests 
using  an  instrument,  kit  or  test 
cleared  by  the  FDA  through  the  pre- 
market notification  510(k)  or  pre- 
market approval  (PMA)  process  for 
in  vitro  diagnostic  use,  from  Sept  1, 
1992,  to  Sept  1, 1994,  the  laboratory 
must: 

• follow  the  manufactured s instruc- 
tion for  the  instrument  or  test  sys- 
tem operation  and  test  perform- 
ance (if  the  laboratory  modifies 
the  equipment  or  alters  the  pro- 
cedure in  any  way,  the  test  will  be 
placed  in  the  high  complexity 
category); 

• have  a procedure  manual  describ- 
ing the  process  for  testing  and  re- 
porting test  results; 

• perform  and  document  calibra- 
tion procedures  at  least  once  every 
6 months  (if  done  by  the  manu- 
facturer, the  service  visits  must 
be  recorded); 

• perform  and  document  control 
procedures  using  at  least  two  level 
of  control  materials  each  day  of 
testing; 

• perform  and  document  applicable 
specialty  and  subspecialty  con- 
trol procedures;  and 

• perform  and  document  remedial 
action  has  been  taken  when  prob- 
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lems  or  errors  are  identified. 

In  addition  to  the  quality  control 
standards  described  above,  CLIA 
'88  rules  require  that  the  laboratory 
facilities  must  be  constructed,  ar- 
ranged, and  maintained  in  a man- 
ner ensuring  space,  ventilation,  and 
utilities  necessary  for  conducting  all 
phases  of  testing,  including  the  pre- 
analytic  and  post-analytic  phases. 
This  requirement  applies  to  the  col- 
lection, work  areas,  materials  and 
record  storage  areas.  Also,  inspec- 
tors will  check  whether  safety  pre- 


cautions are  being  observed,  and  all 
necessary  hazard  notifications  are 
provided. 

Instrument  maintenance,  calibration, 
and  calibration  verification.  Laborato- 
ries must  p>erform  equipment  main- 
tenance and  function  checks  includ- 
ing electronic,  mechanical,  and 
operational  checks  necessary  for 
proper  test  performance  and  test 
result  reporting,  and  to  assure  accu- 
rate and  reliable  test  results  and 
reports. 

As  with  other  quality  assurance 


activities,  if  a laboratory  uses  FDA 
cleared  equipment,  instruments  or 
test  systems,  they  will  meet  the  CLIA 
'88  requirements  by  following  the 
manufacturer's  specifications  and 
documenting  the  maintenance  per- 
formed. 

For  equipment  and  test  systems 
not  cleared  by  the  FDA,  the  CLIA 
'88  rules  direct  laboratories  to  estab- 
lish a maintenance  protocol  that 
insures  general  quality  control  (al- 
though this  is  not  defined),  perform 
maintenance  at  least  as  frequently 
Continued  on  next  page 


STATE  MEDICAL  SOCIETY  OF  WISCONSIN 

presents 

VOYAGES  FOR  THE  “CURIOUS  TRAVELER” 

The  SMS  is  pleased  to  offer  a series  of 
voyages  in  1993  that  use  small  expedition 
ships  to  explore  areas  of  natural  beauty 
and  cultural  interest.. .places  whose  con- 
tours and  history  are  relatively  unniarred 
by  tourism.  From  the  majestic  beauty  of 
Southeast  Alaska's  Inside  Passage  and  the 
serene  seascapes  of  the  Caribbean  to  the 
cosmopolitan  ambience  of  San  Francisco 
and  the  gentle  marshlands  of  the  Intracoas- 
tal Waterway,  you  will  discover  the  origi- 
nal and  unexpected. 

The  Yachtsman's  Caribbean  (one  week, 
departing  December  26,  199-2) 

Aboard  the  100-passenger  Nantucket  Clip- 
per, you  will  sail  to  deserted  coves  and  beaches  that  are  the  almost  exclusive  province  of  private  yachts,  sailing  through  what  National 
Geographic  has  called  “some  of  the  world’s  most  beautiful  waters.” 

Exploring  the  San  Francisco  Bay  and  Napa  Valley  (one  week,  departing  April  17,  1993) 

Our  voyage  aboard  the  1 38-passenger  Yorktown  Clipper  to  San  Francisco,  the  Sacramento  Delta  and  the  famed  Sonoma  and  Napa  Valley  w ine 
country  explores  the  many  moods-past  and  present— of  Northern  California. 

The  Alaskan  Odyssey  (one  week,  departing  August  21,  1993) 

This  up-close,  in-depth  perspective  of  America’s  Last  Frontier  takes  us  to  unexplored  wilderness  areas  where  bald  eagles  soar  overhead,  brown 
bear  graze  among  grasses  on  shore  and  glaciers  calve  into  the  clear,  icy  waters  under  our  bow. 

The  Antebellum  South  & Intracoastal  Waterway  (one  week,  departing  November  13,  1993) 

Sample  cultural  and  architectural  delights  as  we  drift  past  peatmoss-draped  oaks  and  old  plantation  homes  situated  along  the  Intracoastal 
Waterway— a protected  ribbon  of  water  that  meanders  along  the  beautiful  Southern  coast. 

For  more  information  call  Clipper  Cruise  Line  at  (800)  325-0010. 
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Continued  from  preceding  page 
as  recommended  by  the  manufac- 
turer and  to  document  all  mainte- 
nance performed. 

Calibration  is  the  process  of  test- 
ing and  adjusting  an  instrument,  kit, 
or  test  system  to  provide  a known 
relationship  between  the  measure- 
ment response  and  the  value  of  the 
substance  that  is  being  measured  by 
the  test  procedure.  Calibration  veri- 
fication is  the  assaying  of  the  cali- 
bration materials  in  the  same  man- 
ner as  the  patient  samples  to  con- 
firm that  the  calibration  of  the  in- 


strument, kit  or  system  has  remained 
stable  through  the  laboratory's  re- 
portable range  for  patient  test  re- 
sults. 

CLIA  '88  calibration  and  calibra- 
tion verification  requirements  deem 
laboratories  to  be  in  compliance  by 
following  the  manufacturer's  rec- 
ommendations if  the  equipment  is 
cleared  by  the  FDA. 

A laboratory  may  modify  an 
approved  process  or  use  equipment 
not  cleared  by  the  FDA  if  it  follows 
the  rule's  rigid  standards.  This  proc- 
ess must  include  testing  and  docu- 


menting the  number,  type,  and  con- 
centration of  calibration  materials, 
acceptable  limits  for  calibration  veri- 
fication, frequency  of  calibration 
verification,  using  calibration  mate- 
rials traceable  to  a reference  method, 
verifying  the  laboratory's  reportable 
range  of  patient  test  results  at  a time 
interval  of  at  least  every  6 months  or 
whenever  the  laboratory  completely 
changes  reagents,  when  there  is 
major  preventative  maintenance  or 
replacement  of  critical  parts,  when 
controls  reflect  an  vmusual  trend  or 
shift  outside  of  acceptable  limits,  or 


Table  2.— High  complexity  laboratory  personnel  requirements. 


Director 

1.  Same  as  moderate  complexity 
No.  1. 

2.  Licensed  MD,  DO,  and  1 year 
of  lab  training  during  medical 
residency  or  2 years  experi- 
ence directing  and  supen,’is- 
ing  high  complexity  testing 

3.  Doctoral  degree  in  lab  science 
and  board  certified  or  2 years 
lab  training  or  experience  and 
2 years  directing  or  supervis- 
ing high  complexity  testing 

4.  Same  as  moderate  complexity 
No.  6. 

5.  Same  as  moderate  complexity 
No.  7. 


Technical  supervisor 

1.  Licensed  MD,  DO,  and  certi- 
fied in  anatomic  and  clinical 
pathology 

NOTE:  Specific  qualifications  are 
required  for  different  sf>ecialties 
and  subspecialties 
for  bacteriology,  mycology,  my- 
cobacteriology,  virology,  parasi- 
tology: 

a.  Licensed  MD,  CKD,  and  certi- 
fied in  clinical  pathology  or  1 
year  lab  training  or  experience 
in  high  complexity  microbiol- 
ogy with  a minimum  of  6 
months  in  the  appropriate 
subspecialty 

b.  Doctoral  degree  in  lab  science 
and  lab  training  or  experience 
same  as  a.  above 

c.  Master's  degree  in  lab  science 
and  same  as  a.  above  except  2 
years  lab  training  and  experi- 
ence 

d.  Bachelor's  degree  in  lab  sci- 
ence and  same  as  abov'e  except 
4 years  lab  training  and  ex- 
periencefor  diagnostic  immu- 
nology, chemistry,  hematol- 
ogy, radiobioassay:  Same  edu- 
cational and  experiential  re- 
quirements except  no  6-month 
subspecialty  requirement  for 
pathology  subspecialties,  cy- 
tology, histopathology,  cyto- 
genetics, immunohematology: 
licensed  MD,  DO,  but  specific 
requirements  for  each  spe- 
cialty or  subspecialty— see 
regulations 


General  supervisor 

1.  Qualified  director 

2.  Qualified  technical  supervisor 

3.  MD,  DO,  doctoral,  master' s or 
bachelor's  degree  in  lab  sci- 
ence and  1 year  lab  training  or 
exj>erience  in  high  complex- 
ity testing 

4.  Associate  degree  in  lab  sci- 
ence and  2 years  lab  training 
or  experience  in  high  com- 
plexity testing 

5.  Previously  qualified  or  could 
have  qualified  as  general 
supervisor  under  3/14/90 
regs  on  or  before  2/28/92 

For  blood  gases:  If  not  qualified 
above,  bachelor' s or  associate 
degree  in  respiratory  therapy 
and  1 or  2 years  of  blood  gas 
training  or  experience 

For  cytology:  a.  qualified  techni- 
cal supervisor;  b.  qualified  cy- 
totechnologists  and  3 years  ex- 
perience 


Testing  personeel 

1.  Licensed  MD,  DO 

2.  Doctoral,  master' s,  bachelor's 
or  associate  degree  in  lab  sci- 
ence 

3.  Previously  qualified  or  could 
have  qualified  as  technologist 
under  3/14/90  regs  on  or  be- 
fore 2/28/92 

4.  Until  9/97  same  as  for  moder- 
ate complexity;  after  9/97  must 
meet  1.  or  2. 

For  blood  gases:  MD,  DO,  doc- 
toral, master,  bachelor  or  associ- 
ate degree  in  respiratory  therapy 

Cytotechnologist:  Accredited 

school  of  cytotechnology  gradu- 
ate or  certified  by  HHS  approved 
agency  or  passed  HHS  profi- 
ciency exam.  See  regs. 
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when  the  laboratory's  schedule 
requires  more  frequent  calibration 
verification. 

Again,  CLIA  '88  requires  exten- 
sive documentation  of  the  above 
maintenance,  calibration  and  cali- 
bration verification.  Sample  work 
sheets,  logs  and  problem  report 
forms  are  available  from  the  Na- 
tional Committee  for  Clinical  Labo- 
ratory Standards  (NCCLS)  "Physi- 
cian's Office  Laboratory  Guide- 
lines", Vol  12,  No.  5. 


Proficiency  testing  requirements.  Labo- 
ratories performing  moderate  or 
high  complexity  testing  must  enroll 
in  a proficiency  testing  (PT)  pro- 
gram approved  by  HCFA  for  each 
specialty  and  subspecialty  for  which 
the  laboratory  seeks  certification.  The 
specialties  and  subspecialties  (in  ()) 
identified  as  requiring  PT  are: 

• microbiology  (bacteriology, 
mycobacteriology,  mycology. 


parasitology,  virology); 

• diagnostic  immunology  (syphi- 
lis serology,  general  immunol- 
ogy); 

• chennistry  (routine,  endocrinol- 
ogy, toxicology); 

• hematology; 

• pathology  (gynecologic  cytol- 
ogy); and 

• immunohematology  (ABO  and 
D(Rho)  typing,  unexp>ected  anti- 
body detection,  compatibility 
testing,  antibody  identification). 
PT  must  be  performed  three  times 

each  year.  Newly  regulated  labora- 
tories such  as  physician-owned  labo- 
ratories must  enroll  in  a PT  program 
during  1993  to  begin  participating 
by  Jan  1,  1994,  with  no  sanctions 
enforced  until  1995.  Currently  regu- 
lated laboratories  will  be  required 
to  continue  PT  participation,  with 
sanctions  becoming  effective  in  1994. 

PT  is  an  external  quality  control 
program  in  which  samples  prepared 
by  the  PT  program  provider  (ie,  the 


College  of  American  Pathologists, 
state  laboratory  of  hygiene)  are  sent 
to  the  laboratory  for  analysis.  PT 
samples  must  be  analyzed  using  the 
same  procedures  and  personnel  as 
for  patient  samples  and  as  part  of 
the  laboratory's  routine  workload. 

The  results  are  sent  to  the  pro- 
gram provider  and  are  tabulated, 
allowing  the  tested  laboratory  to 
compare  its  results  with  those  of 
other  laboratories  using  the  same 
method.  For  each  test  event,  five 
challenges  are  analyzed  for  each 
analyte.  The  PT  program  provides 
the  laboratory  with  a percentage 
accuracy  score  for  each  analyte 
tested. 

Performance  scores  for  the  test 
event  are  calculated  based  upon  the 
percentage  score  of  all  tests  per- 
formed in  a particular  specialty  or 
subspecialty.  A satisfactory  PT  score 
for  that  sp>ecialty  is  80%,  although 
individually  tested  analytes  may  fail 
to  meet  that  level  of  performance. 


Awarded  4 Chef  Rating 

Chef-owner  Peppino  is  recognized  for  his  classic 
Italian  dining  in  a rave  review!  The  Milwaukee 
JournaPs  food  editor  bestowed  a 4 chefs  rating 
for  excellent  food  and  service  in  a distinctive 
Dining  Out  article  on  January  25,  1987.  Voted 
Best  Italian  Restaurant  since  1985. 

608-233-2200 

Elegant  Dining  Fine  Wines 
Intimate  Cocktail  Lounge 


Diners  Club 


5518  University  Avenue,  Madison  • Open  Daily  at  5:00 
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Achieving  satisfactory  performance 
for  two  consecutive  testing  events 
or  two  out  of  three  consecutive 
events  is  "successful  participation" 
inPT. 

A laboratory  failing  to  success- 
fully participate  in  a specialty,  sub- 
specialty or  analyte  will  lose  certifi- 
cation for  that  specialty,  subspecialty 
or  analyte  but  may  continue  testing 
if  PT  is  successful  in  other  special- 
ties, subspecialties  or  analytes. 

Certain  activities  are  expressly 
prohibited  when  conducting  PT.  PT 
samples  must  be  handled  the  same 
as  patient  tests.  A laboratory  may 
not  run  PT  samples  multiple  times 
unless  patient  tests  are  routinely  run 
the  same  number  of  times,  nor  main- 
tain an  analyzer  expressly  for  doing 
the  PT  samples  or  heavily  bracket- 
ing PT  samples  with  controls  well 
beyond  the  normal  frequency  with 
which  controls  are  run  when  ana- 
lyzing patient  specimens.  A labora- 
tory may  not  report  the  mean  of 
duplicate,  triplicate  or  more  assays. 
PT  results  may  not  be  discussed 
before  a laboratory  has  submitted 
the  results  to  the  PT  program.  Fi- 
nally, a laboratory  may  not  send  PT 
samples  to  another  laboratory  for 
any  analysis  for  which  the  labora- 
tory itself  is  certified  to  perform. 

Enforcement 

HCFA  may  suspend,  revoke  or  limit 
a laboratory's  certification  for  fail- 
ure to  meet  the  CLIA  '88  require- 
ments and  impose  monetary  civil 
penalties  of  up  to  $10,000  per  day  or 
per  violation.  HCFA's  decision  will 
be  based  on  either  deficiencies  found 
in  certification  or  validation  inspec- 
tions or  through  review  of  materials 
submitted  by  the  laboratory,  or 
unsuccessful  participation  in  profi- 
ciency testing  or  both. 

HCFA  may  also  impose  alterna- 
tive sanctions,  such  as  a directed 
plan  of  correction  or  continuous  or 
intermittent  state  on-site  monitor- 
ing. If  a laboratory  is  required  to 
undergo  an  alternative  sanction,  the 


laboratory  will  be  required  to  pay 
the  costs  incurred  by  HCFA  or  its 
agent. 

There  are  three  classifications  for 
evaluating  a laboratory  cited  for  de- 
ficiencies: 

• condition-level  deficiencies  with 
immediate  jeopardy  (ie,  labora- 
tory test  results  are  reported  for 
tests  never  performed); 

• condition-level  deficiencies  with- 
out immediate  jeopardy  (ie,  a 
laboratory's  unsuccessful  per- 
formance in  a PT  program);  and 

• lower-level  deficiencies  (ie,  a fail- 
ure to  maintain  a current  proce- 
dure manual). 

For  PT  testing  failures,  HCFA  will 
not  sanction  the  laboratory  if  the  de- 
ficiencies do  not  pose  immediate 
jeopardy.  Subsequent  unsuccessful 
PT  testing,  however,  will  result  in  a 
sanction. 

A laboratory  will  have  up  to  1 
year  to  correct  non-condition  level 
deficiencies  while  receiving  Medi- 
care and  Medical  Assistance  pay- 
ment for  laboratory  services.  If  no 
progress  is  made,  HCFA  may  cancel 
the  laboratory's  approval  and  Medi- 
care and  Medical  Assistance  pay- 
ments may  be  cancelled. 

If  HCFA  issues  a condition-level 
deficiency  with  immediate  jeopardy, 
the  laboratory  will  have  5 days  no- 
tice before  the  sanctions  become 
effective.  If  no  such  immediate  threat 
is  found,  the  laboratory  will  be  given 
15  days  notice  of  sanction.  The  labo- 
ratory may  submit  written  evidence 
or  information  to  oppose  the  sanc- 
tion within  10  days  of  the  notice. 
Appeal  rights  can  include  a hearing 
before  an  administrative  law  judge 
under  the  DHHS  Departmental 
Appeals  Board. 

HCFA  is  required  to  produce  an 
annual  registry  listing  all  laborato- 
ries against  which  a sanction  has 
been  imposed  or  legal  action  taken 
during  the  previous  year.  This  reg- 
istry will  be  made  available  to  phy- 
sicians and  the  general  public. 


Other  resources 

• The  Clinical  Laboratory  Unit, 
Bureau  of  Quality  Compliance, 
Wisconsin  Department  of  Health 
and  Social  Services. 

• The  AMA's  "CLIA  Guidelines  for 
Physicians  Office  Labs,"  a 12-min- 
ute  video  tape,  with  print  materi- 
als, OP  11392  ($20  members,  $30 
non-members). 

• Commission  of  Office  Laboratory 
Accreditation  (COLA)  Guide  to 
Quality  Assurance,  8701  Georgia 
Avenue,  Suite  610,  Silver  Spring, 
MD  20997-1002  ($90). 

• Self-Instruction  Manual  for  Today's 
Physician  Office  Laboratories,  Col- 
lege of  American  Pathologists, 
may  be  obtained  through  the 
AMA.  ($49.95)  (AMA  order 
number  OP  274092  CP). 

• Physician's  Office  Laboratory  Guide- 
lines and  Procedure  Manual,  Na- 
tional Committee  for  Clinical  Labo- 
ratory Standards  (NCCLS),  a two 
volume  compendium  including 
a comprehensive  index  to  the  final 
CLIA  '88  regulations.  May  be  ob- 
tained through  the  AMA.  ($125) 
(AMA  order  number  OP  274393 
CP).^ 


Plan  now 
to  attend 

the  SMS  annual  meeting 
April  14-17 
in  La  Crosse 


Scientific  seminars  include: 
anesthesiology 
dermatology 
orthopaedics 
pathology 

physical  medicine  and 
rehabilitation 
plastic  surgery 
radiation  oncology 
medical  oncology 
surgery 
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CLIA  '88  questions  and  answers 


The  following  questions  are  a sampling  of  those 
posed  to  the  instructors  at  a recent  SMS  seminar  on 
CLIA  '88. 

Personnel  requirements 

Q.  For  a previously  unregulated  laboratory  (physi- 
cian office  laboratory),  will  the  physician  who  was 
not  officially  a director  meet  requirements  of  a 
director  under  CLIA  '88? 

A.  Almost  all  physicians  will  qualify  automatically 
as  laboratory  directors  by  virtue  of  their  experience 
in  running  their  own  laboratory  or  training  in  resi- 
dency. For  the  few  physicians  who  do  not  fall  into 
these  categories,  they  will  have  one  year  to  obtain 
continuing  medical  education  in  these  areas. 

Q.  Can  a group  practice  with  multiple  sites  or  satel- 
lite laboratories  use  the  same  laboratory  director? 

A.  Yes,  unless  the  number  of  laboratories  is  greater 
than  five. 

Q.  In  Wisconsin,  can  anyone  order  any  laboratory 
test  (without  a physician  or  other  order)  and  if  so,  is 
there  an  age  associated  with  self-ordering?  Who  gets 
the  test  results,  and  can  a minor  receive  test  results? 

A.  Under  CLIA,  tests  must  be  done  only  at  the 
written  request  of  an  authorized  person.  State  law, 
however,  does  not  exclude  any  individuals  from 
ordering  or  receiving  test  results.  Under  the  health 
care  records  laws,  which  does  not  identify  laborato- 
ries as  a health  care  provider,  the  parent  or  guardian 
of  the  minor  may  consent  to  the  release  of  health  care 
records.  Therefore,  if  the  laboratory  is  part  of  a clinic 
or  hospital,  the  health  care  records  law  will  apply. 

Q.  What  duties  may  the  laboratory  director  dele- 
gate? 

A.  The  laboratory  may  delegate  most  duties  in  writ- 
ing to  the  technical  consultant  or  technical  supervi- 
sor and  a few  specific  duties  to  the  general  supervi- 
sor. The  director  must  specify  in  writing  the  respon- 
sibilities and  duties  of  all  supervisory  and  testing 
personnel  and  this  duty  may  not  be  delegated. 

Certification 

Q,  Our  laboratory  recently  purchased  a new  chemis- 
try analyzer.  If  the  volume  of  procedures  we  perform 
exceeds  that  reported  in  the  original  information  we 


provided  to  HCFA,  do  we  need  to  notify  HCFA,  and 
if  so,  how? 

A.  Laboratories  should  have  received  a packet  from 
HCFA  containing  an  application  form  116  and  a 
personnel  form  114  on  which  updates  or  corrections 
can  be  made.  Information  may  also  be  updated  at  the 
time  of  the  biennial  inspection. 

Q.  If  a physician  only  looks  at  wet  preparations  and 
KOH  slides,  will  this  be  considered  a laboratory  if 
all  other  tests  performed  are  waived  tests? 

A.  At  this  time,  wet  preparations  and  KOH  mounts 
are  listed  as  moderate  complexity  tests  and  must  be 
indicated  on  the  application  form.  Tests  such  as  these 
when  performed  by  physicians  are  being  considered 
for  a professional  waivered  category. 

Q.  What  should  a laboratory  do  if  it  has  not  received 
the  new  application  forms? 


You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT 
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tenens,  or  temporary',  staffing  assistance 
when  and  where  you  need  it. 
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experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  of  our 
medical  staff  m your  practice  or  facility. 
It’s  the  closest  thing  you’ll  find  to  a risk- 
free way  to  cover  tor  absent  staff 
members,  "tn'  out”  a potential  new 
recruit,  or  take  care  of  your  patients  while 
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Call  us  today  to  arrange  tor  quality  locum 
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Comprehensive  Health  Care  Staffing 
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A.  The  forms  were  mailed  in  November  1992.  If  a 
laboratory  has  not  received  an  application  form, 
please  call  the  state  Clinical  Laboratory  Unit,  (608) 
266-5765. 

Q.  If  a physician's  office  or  medical  group  changes 
ownership,  including  a change  in  corporation  name, 
but  no  change  in  personnel  occurs,  will  the  labora- 
tory need  to  register  again? 

A.  If  a laboratory  or  POL  changes  ownership  or 
name,  it  must  notify  HCFA's  agent  in  writing  (in 
Wisconsin,  the  DHSS  Clinical  Laboratory  Unit,  (608) 
266-5765)  within  30  days  of  the  change. 

Quality  control 

Q.  Are  kit  inserts  or  operator  manuals  acceptable  as 
procedure  manuals  for  only  moderate  complexity 
tests? 

A.  Kit  inserts  or  operator  manuals  are  acceptable  for 
moderate  or  high  complexity  tests  provided  the 
policies  and  procedures  listed  in  the  federal  CLl  A '88 
rules  are  observed. 


13th  ANNUAL  MEETING 

AMERICAN  SOCIETY 
FOR  LASER  MEDICINE 
AND  SURGERY,  INC. 

April18, 19,  & 20.1993 
New  Orleans  Marriott 
New  Orleans,  Louisiana 

Scientific  Presentations: 

****  Concurrent  sessions  presented  by  specialists  in 
laser  medicine  and  surgery 
****  Poster  displays  & scientific  exhibits 
****  Commercial  exhibits 

Three  Outstanding  Didactic  Courses: 
April  17, 1993 

****  Laser  biomedical  physics 

****  Laser  fundamentals  for  nurses:  A basic  course 

****  Advanced  concepts  in  laser  therapy  for  nurses 

FOR  INFORMATION  REGARDING  OUR  MEETING  OR 
SOCIETY  MEMBERSHIP,  PLEASE  CONTACT: 

ASLMS  • 2404  Stewart  Square  • Wausau,  Wl  54401 
(715) 845-9283 


Q.  Do  two  levels  of  controls  need  to  be  tested  each 
test  day  for  kits  such  as  strep  and  pregnancy  or  for 
those  kits  with  built-in  p>erformance  controls? 

A.  Two  levels  of  quality  control  must  be  tested  each 
test  day.  Instruments  or  procedural  control  checks 
may  be  used  to  meet  this  requirement.  For  qualita- 
tive procedures,  a positive  and  negative  control  will 
satisfy  this  requirement.  Exceptions  are  listed  in 
specific  requirements  for  specialties  and  subspecial- 
ties and  under  general  quality  control  for  high  com- 
plexity antigen  detection  kits. 

Q.  Please  clarify  the  need  for  comparison  of  test 
results  if  a facility  has  multiple  laboratory  sites 
under  one  certification. 

A.  If  a laboratory  performs  the  same  test  using  differ- 
ent methodologies  or  instruments,  or  performs  the 
same  test  at  multiple  testing  sites,  the  laboratory 
must  have  a system  that  twice  a year  evaluates  and 
defines  the  relationship  between  test  results  using 
different  methodologies,  instruments,  or  testing  sites. 

Reports 

Q.  Must  preliminary,  partial,  or  final  reports  from  a 
reference  laboratory  be  kept  by  the  referring  labora- 
tory for  two  years? 

A.  The  referring  laboratory  must  retain  or  be  able  to 
produce  the  original  or  an  exact  copy  of  both  prelimi- 
nary and  final  reports  from  each  testing  laboratory. 

Q.  What  laboratory  records  need  to  be  retained  under 
CLIA  '88  for  2 years? 

A.  All  records  must  be  retained  for  a minimum  of  2 
years,  with  the  exception  of  5 years  for  immunohe- 
matology  and  10  years  for  pathology. 

Q.  Our  laboratory  releases  partial  reports  of  test 
results  to  hospital  wards  and  reference  clients  as  the 
test  results  become  available.  When  all  patient  re- 
sults are  completed,  we  send  a printed  report  of  all 
requested  tests  for  that  patient  encounter.  Do  all  of 
the  partial  reports  need  to  be  kept  for  2 years  as  well 
as  the  final  report? 

A.  The  exact  duplicates  of  the  partial  reports  need  to 
be  retained  for  2 years  unless  the  final  report  contains 
the  same  information  as  the  partial  report,  including 
important  information  such  as  date  and  time  of  the 
partial  report.  Before  discarding  the  original  partial 
report,  the  laboratory  must  document  that  the  final 
report  was  checked  against  the  partial  report. 
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Q.  Is  a laboratory  required  to  keep  a daily  log  of  all 
laboratory  tests  done? 

A.  A daily  log  of  patient  specimens  tested  is  not  spe- 
cifically required,  but  for  quality  assurance  pur- 
poses, the  laboratory  must  be  able  to  correlate  pa- 
tient results  with  the  daily  quality  control. 

Q,  Concerning  documenting  written  orders,  are  oral 
orders  and  faxed  orders  sufficient  as  test  requests?  Is 
a charge  or  routing  slip  indicating  tests  to  be  ordered 
with  the  physician's  name  adequate  as  an  order 
or  may  the  order  have  the  physician's  signature 
stamp? 

A.  Faxed  orders  are  adequate  documentation  of  a 
written  order,  as  is  a charge  or  routing  slip  with  in- 
formation concerning  the  patient  and  ordering  phy- 
sician. Oral  orders  are  permitted  only  if  the  labora- 
tory obtains  written  authorization  from  the  ordering 
provider  within  30  days  of  the  testing.  A stamped 
signature  is  adequate  for  the  purposes  of  CLIA  '88 
documentation  requirements. 

Q.  Does  signed  dictation  in  patient's  charts  qualify  as 


written  orders? 

A.  Yes. 

Proficiency  testing 

Q.  For  laboratories  already  regulated,  how  can  they 
enroll  in  a HCFA  approved  proficiency  testing  pro- 
gram when  none  have  been  approved  for  1993? 

A.  The  proficiency  testing  programs  approved  for 
1992  wUl  most  likely  be  approved  for  1993. 

Q.  Is  proficiency  testing  of  samples  done  for  the 
laboratory  as  a whole  or  for  each  testing  personnel? 

A.  Proficiency  testing  pertains  to  the  laboratory  as  a 
whole. 

Q.  Our  laboratory  received  a letter  indicating  that  we 
do  not  have  to  participate  in  proficiency  testing  until 
Jan  1, 1994.  Does  this  mean  all  POL's  are  in  "limbo" 
even  as  far  as  the  Wisconsin  administrative  code 
requiring  laboratorys  of  more  than  two  physicians  to 
be  certified?  Who  is  watching  over  these  laboratories 
from  1992  to  1994? 


Display 
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A.  Under  CLIA  '88,  laboratories  not  previously  fed- 
erally regulated  are  not  required  to  participate  in 
proficiency  testing  until  Jan  1, 1994.  The  Wisconsin 
administrative  code  is  not  being  enforced.  Laborato- 
ries need  to  meet  only  the  CLIA  '88  regulations 
which  became  effective  on  Sept  1, 1992. 

Q.  May  the  laboratory  director  delegate  the  profi- 
ciency testing  review  and  signing  the  attestation 
statement  to  the  technical  consultant,  supervisor, 
clinical  consultant  or  general  supervisor? 

A.  The  laboratory  director  may  delegate  in  writing 
the  proficiency  testing  review  and  signing  of  the  at- 
testation statement  to  the  technical  consultant  or 
technical  supervisor. 

Q.  Does  a laboratory  which  performs  moderate 
complexity  tests  need  to  perform  proficiency  testing 
on  waivered  tests? 

A.  No.  There  are  no  proficiency  testing  requirements 
for  waivered  tests. 

Miscellaneous 

Q.  Will  inspections  for  physician-owned  laborato- 
ries be  announced  or  unannounced  since  unan- 
nounced inspections  could  interrupt  patient  serv- 
ices? 

A.  Current  instructions  from  HCFA  state  that  the 
surveys  will  be  unannounced  for  all  laboratories. 

Q.  Does  the  patient's  or  employee's  name  get  deleted 
on  any  copies  of  records  removed  from  the  labora- 
tory by  the  inspector? 

A.  Only  in  unusual  circumstances  will  records  bear- 
ing an  employee's  or  patient's  name  be  removed 
from  a laboratory  by  an  inspector.  If  this  does  occur, 
there  would  be  no  public  release  of  any  names.  Ap- 
propriate safeguards  will  be  taken  by  HCFA  and  its 
agents  to  protect  patient  and  employee  privacy. 

Q.  If  a laboratory  is  inspected  because  a complaint 
had  been  issued  against  the  laboratory  and  the  com- 
plaint is  not  validated,  does  the  laboratory  need 
to  pay  for  this  inspection? 

A.  No.  The  laboratory  will  be  assessed  a fee  only  in 
instances  in  which  complaints  are  substantiated. 

Q.  Where  can  one  obtain  a revised  test  category  list? 

A.  A comprehensive  final  test  categorization  list  is 
expected  to  be  published  in  the  Federal  Register  in 
early  1993. ♦ 
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Public  health 

Trends  in  cancer  mortality  among  Wisconsin  women,  1970-1990 


Patrick  L.  Remington,  MD,  MPH,  and  Nancy  E.  Chudy,  MPH,  Madison 


Cancer  is  the  second  leading 
cause  of  death  among 
women  and  the  leading  cause  of 
death  among  women  under  the  age 
of  65.  Between  1930  and  1970,  Wis- 
consin's age-adjusted  cancer  mor- 
tality rate  among  women  declined 
steadily,  from  a rate  of  157  to  137  per 
100,000  residents.’  Since  1970,  how- 
ever, the  cancer  mortality  rate  has 
not  declined. 

In  this  report,  we  examine  trends 
in  the  age-adjusted  cancer  mortality 
rate  for  women  in  Wisconsin  for  the 
past  20  years.  In  particular,  we  ex- 
amine trends  in  the  most  common 
causes  of  cancer  death  to  determine 
their  contribution  to  the  recent  trends 
in  cancer  mortality. 

We  used  data  published  by  the 
Center  for  Health  Statistics,  W iscon- 
sin  Division  of  Health.  All  mortality 
data  were  adjusted  to  the  1970  US 
standard  million  population.  To 
minimize  the  effects  of  year-to-year 
variation,  all  annual  rates  and  case 
counts  were  based  on  3-year  aver- 
ages. 

Since  1970,  the  age-adjusted  can- 
cer mortality  rate  from  all  causes 
increased  from  137  to  141  per  100,000 


The  public  health  column  is  not  reviewed 
by  the  WM/ Editorial  Board.  Dr  Reming- 
ton is  the  chief  medical  officer  for  Chronic 
Disease  in  the  Bureau  of  Public  Health, 
Wisconsin  Division  of  Health.  Chudy  is 
an  epidemiologist  in  the  Chronic  Dis- 
ease Prevention  and  Health  Promotion 
Section  of  the  Bureau  of  Public  Health. 
This  project  was  funded  in  part  from  the 
National  Cancer  Institute  (CN-15373). 
Reprint  requests  to:  Patrick  L.  Reming- 
ton, MD,  Wisconsin  Division  of  Health, 
1414  East  Washington  Ave,  Madison, 
W1  53704.  Copyright  1993  by  the  State 
Medical  Society  of  Wisconsin. 


women,  a 3%  increase.  Changes  in 
the  mortality  rates  for  nine  types  of 
cancer  are  listed  in  the  Table.  Dur- 
ing this  time  period,  cancer  mortal- 
ity rates  increased  for  some  cancers 


(Itmg,  pancreas,  and  lymphoma)  and 
decreased  for  some  (stomach,  col- 
orectal, genital,  leukemia,  and  uri- 
nary) (Figure  1).  A relative  risk  of 
1.0  means  that  there  has  been  no 


Cancer  Type 

Fig  1.— Cancer  mortality  trends  among  women  in  Wisconsin,  1970-1990. 


Trends  in  cancer  mortality  among  Wisconsin  women,  1970-1990. 


Cause  of  cancer 

Rate 

Rate 

Relative  risk. 

(niunber)  in 

(niunber  in) 

1990  v 1970 

1970* 

1990* 

Lung 

8.3 

(202) 

26.3 

(817) 

3.2 

Pancreas 

6.5 

(167) 

7.7 

(275) 

1.2 

Lymphoma 

5.8 

(142) 

6.3 

(219) 

1.1 

Breast 

29.3 

(705) 

28.9 

(907) 

1.0 

Urinary 

4.8 

(126) 

4.4 

(159) 

.92 

Leukemia 

6.4 

(157) 

5.3 

(185) 

.83 

Genital 

20.0 

(488) 

15.9 

(510) 

.80 

Colorectal 

22.6 

(579) 

15.7 

(582) 

.69 

Stomach 

6.2 

(162) 

2.9 

(111) 

.47 

All  causes 

137.0 

(3401) 

141.4 

(4720) 

1.03 

‘Based  on  the  3-year  average  from  1969-1971  and  1989-1991.  Age-adjusted  to  the  1970 
US  standard  population. 
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Year 

Fig  2.— Lung  cancer  mortality  trends  among  women  in  Wisconsin,  1970-1990. 


change  from  1970  to  1990. 

In  1970,  lung  cancer  was  the  fourth 
most  common  cause  of  cancer  death 
among  women,  accounting  for  6% 
of  all  cancer  deaths  (Table).  By  1990, 
limg  cancer  became  the  second  lead- 
ing cause  of  cancer  death  account- 
ing for  17%  of  all  cancer  deaths.  The 
increase  in  lung  cancer  over  the  past 
20  years  has  been  constant  and  shows 
no  sign  of  leveling  off  (Figure  2). 

Comment 

The  Public  Health  Agenda  for  Wis- 
consin calls  for  a 25%  reduction  in 
cancer  mortality  by  the  year  2000. 
The  age-adjusted  mortality  rate  for 
cancer,  increased  3%  in  the  past  20 
years,  making  it  unlikely  that  the 
year  2000  objective  will  be  met.  The 
lack  of  progress  in  reducing  cancer 
mortality  among  women  can  be  ex- 
plained entirely  by  the  preventable 
epidemic  of  lung  cancer. 

The  increasing  lung  cancer  mor- 


tality rate  among  women  is  directly 
related  to  the  increasing  use  of  ciga- 
rettes from  the  1940s  to  the  1960s. 
Over  the  past  30  years,  the  percent- 


age of  women  who  smoke  has  de- 
clined only  slightly.  Because  of  the 
latency  between  exposure  to  tobacco 
Continued  on  next  page 
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Continued  from  preceding  page 
and  the  development  of  cancer, 
mortality  rates  for  lung  cancer  are 
expected  to  continue  to  increase  well 
into  the  next  century. 

Recent  trends  in  smoking  among 
women  are  not  encouraging.^^ 
Smoking  rates  among  high  school 
girls  are  as  high  today  as  they  were 
in  the  1970s.  According  to  a 1989 
survey  of  all  states,  Wisconsin 
women  aged  18  to  44  in  Wisconsin 
had  one  of  the  highest  rates  of  smok- 
ing in  the  United  States.  Because  of 
the  addictive  potential  of  nicotine,  it 
is  likely  that  many  of  these  women 
will  be  unable  to  quit  later  in  life. 

What  are  some  of  the  factors  in- 
fluencing girls,  adolescents,  and 
young  women  to  smoke  cigarettes? 
Smoking  initiation  is  a complex 
behavior  that  is  influenced  by  a 
variety  of  factors,  including  peer 
influences,  cost,  availability  of  ciga- 
rettes, and  public  restrictions  on 
smoking.^  Teenage  girls  may  bal- 
ance the  risks  from  smoking  with 
the  perceived  benefit  of  lower 
bodyweight.  Finally,  tobacco  com- 
panies have  targeted  women  with 
certain  brands  (eg,  Virginia  Slims, 


Eve,  Satin),  capitalizing  on  the  asso- 
ciation between  smoking  and  the 
image  of  an  independent  woman. 

Surgeon  General  Antonia  Nov- 
ello  referred  to  the  increasing  rates 
of  lung  cancer  mortality  among 
women  as  a "case  of  the  Virginia 
Slims  woman  catching  up  with  the 
Marlboro  Man."^  Soon,  lung  cancer 
will  overtake  breast  cancer  as  the 
leading  cause  of  cancer  death  among 
women  in  Wisconsin.  This  epidemic 
can  only  be  stopped  through  com- 
prehensive community-wide  efforts 
to  help  women  who  smoke  quit,  and 
to  prevent  children  from  starting  to 
smoke. 
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Won't  you  please  help  these 
innocent  victims  of  gec^raphy? 

These  children  and  their  families  are  all  victims  of  geography. 

Where  they  were  born,  poverty  is  their  birthright.  And  try  as  they  may, 
it  is  impossible  for  them  to  break  its  vice-like  hold. 

They  need  a helping  hand  — a chance  for  a better  life.  Not  a 
handout,  but  a real  chance  for  education,  for  training,  for  clean  water, 
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lence of  smoking  to  14%  by 
1998.  If  you  are  interested  in 
working  with  a coalition  in 
your  community,  contact  your 
local  American  Cancer  Society 
office  or  call  1-800-ACS-2345. 
For  information  about  the 
ASSIST  Wisconsin  Project, 
contact  Richard  Yoast,  PhD, 
Wisconsin  Division  of  Health, 
1400  East  Washington  Ave, 
Madison,  WI 53704,  (608)-266- 
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Organizational 


Proposed  amendments  to  the  SMS  constitution 


The  following  proposed  constitutional  amend- 
ments were  introduced  at  the  1992  SMS  an- 
nual meeting  of  the  House  of  Delegates.  The  propos- 
als will  be  taken  up  as  old  business  at  the  second 
session  of  the  1993  SMS  annual  meeting  of  the  House 
of  Delegates. 

SMS  Treasurer 

To  assure  that  constitutional  amendments  and  by- 
laws changes  proposed  for  the  SMS  treasurer's  posi- 
tion would  occur  at  the  same  time  and  remain  consis- 
tent, the  House  of  Delegates  will  act  on  the  expanded 
duties  and  new  election  process  at  the  1993  annual 
meeting. 

77jp  Board  recommends  that  the  role  of  the  State  Medi- 
cal Society  treasurer  be  expanded  to  include  chairing  the 
board  committee  on  finance  and  that  the  method  of  election 
of  the  treasurer  be  changed  to  specify  that  a nominee  for 
treasurer  be  sent  forward  from  theboard  to  the  nominating 
committee  and  subsequently  on  to  the  House  of  Delegates. 
This  nominee  must  be  a current  member  of  the  board. 

The  board  also  recommends  the  adoption  of  the 
constitutional  amendment  necessary  to  implement 
this  change  as  outlined  in  Appendix  A. 

The  Board  asked  its  Ad  Hoc  Committee  on  By- 
laws to  review  the  request  of  the  current  treasurer  to 
eliminate  the  position  on  the  basis  that  most  of  the 
duties  originally  intended  for  the  treasurer  were 
now  being  properly  carried  out  by  the  chair  of  the 
Board's  Finance  Committee.  The  committee  agreed 
that  the  finance  chair  had  for  practical  reasons  as- 
sumed most  of  the  constitutional  duties  assigned  to 
the  treasurer.  The  committee  believed,  and  the  board 
concurred,  that  it  is  appropriate  for  a Board  member 
to  be  the  chair  of  the  Finance  Committee,  but  that  the 
role  would  be  enhanced  by  having  the  chair  also 
serve  as  the  elected  treasurer  of  the  society.  So,  rather 


than  eliminate  the  position,  the  Board  is  recom- 
mending it  be  combined  with  the  position  of  chair  of 
the  Finance  Committee. 

Secretary-General  Manager 

The  1992  House  of  Delegates  adopted  the  following 

resolution: 

"RESOLVED,  That  the  secretary-general  manager 
shall  use  the  title  executive  vice  president-secretary, 
and  be  it  further 

RESOLVED,  That  the  bylaws  changes  proposed 
in  Report  T,  Board  of  Directors,  Section  on  Secretary- 
General  Manager  Name  Change  not  be  acted  on  until 
the  1993  annual  meeting." 

The  first  resolve  acknowledges  the  need  to  mod- 
ernize the  title  of  the  chief  executive  officer  of  the 
SMS.  The  second  resolved  assures  that  the  constitu- 
tional amendments  and  bylaws  changes  shall  occur 
at  the  same  time  and  remain  consistent. 

Therefore,  the  proposed  changes  to  the  constitution 
and  bylaws  as  outlined  in  Appendix  B will  become 
effective  if  approved  at  the  second  session  of  the  1993 
House  of  Delegates. 

Appendix  A 

TO:  SMS  House  of  Delegates 
FROM:  Mark  L.  Adams 

RE:  Proposed  language  to  allow  a director  of  the 

SMS  Board  to  concurrently  serve  as  the  elected  SMS 
treasurer 

SMS  constitution  and  bylaws 

At  the  locations  indicated,  amend  the  articles  and 
bylaws: 

1.  Article  VI,  Board  of  Directors,  second  and  third 
sentences:  It  shall  consist  of  the  directors,  imme- 
diate past  president,  president,  president-elect, 
treasurer,  speaker  and  vice  speaker  of  the  House 
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of  Delegates.  The  secretary  and  the  troaouror 
shall  be  an  ex  officio  members  of  the  Board,  but 
without  the  right  to  vote. 

2.  Article  IX,  Officers,  third,  fifth  and  sixth  sen- 
tences: The  secretary  shall  be  elected  and  the 
treasurer  shall  be  nominated  annually  by  the 
Board.  The  treasurer  shall  be  limited  to  nine  con- 
secutive terms  and  must  be  a director  of  the 
Board.  No  person  shall  hold  more  than  one  of  the 
following  offices  concurrently:  president,  presi- 
dent-elect, secretary,  treasurer,  speaker,  vice 
speaker,  director,  except  that  the  treasurer  is  a 
member  of  the  Board. 

3.  Bylaws,  Chapter  III,  Annual  election.  Section  1, 
last  sentence:  The  Committee  shall  report  the  re- 
sult of  its  deliberations  to  the  House  of  Delegates 
in  the  form  of  a ticket  containing  the  name  of  the 
Board  nominee  for  treasurer  and  the  names  of 
one  or  more  members  for  each  of  the  other  posi- 
tions to  be  filled. 

4.  Bylaws,  Chapter  IV,  Duties  of  officers.  Section  3, 
second  sentence  after  "e.":  f.  Serves  as  chairper- 
son of  the  Finance  Committee  of  the  Board. 

5.  Bylaws,  Chapter  V,  Board  of  Directors,  add  a 
Section  13:  Section  13.  The  Board  shall  nominate 
a director  to  serve  as  treasurer  and  shall  report 
the  nominee  to  the  Committee  on  Nominations  in 
the  manner  provided  by  Chapter  III  of  the  by- 
laws. 


1.  Article  IV,  Composition  of  the  association,  first 
sentence:  This  Society  shall  consist  of  members 
who  shall  be  the  members  of  and  certified  by  the 
component  coimty  medical  societies;  and  whose 
dues  and  assessments  for  the  current  year  have 
been  received  by  the  Society  soorotary  executive 
vice  president  in  accordance  with  the  schedule 
provided  in  the  bylaws. 

2.  Article  VI,  Board  of  Directors,  third  sentence:  The 
ooerotory  executive  vice  president  and  the  treas- 
urer shall  be  ex  officio  members  of  the  Board,  but 
without  the  right  to  vote. 

3.  Article  VI,  Board  of  Directors,  eighth  sentence: 
The  number  of  directors  established  for  each  dis- 
trict shall  be  approved  by  the  Board  and  shall  be 
reported  to  the  districts  by  the  oocrotaiy^  execu- 
tive vice  president  before  annual  elections  to  the 
Board. 

4.  Article  VIII,  Meetings,  Sec.  3,  third  sentence:  The 
scorotary  executive  vice  president  shall  mail  a 
notice  to  the  last  known  address  of  each  member 
of  the  House  of  Delegates  at  least  twenty  days 
before  the  date  of  the  special  meeting. 


Northern  Minnesota 


Appendix  B 

TO:  SMS  House  of  Delegates 
FROM:  Mark  L.  Adams 

RE:  Proposed  language  to  eliminate  officer  title  of 
"Secretary"  and 

insert  "Executive  Vice  President" 

Under  Chapter  148.015  Wisconsin  Statutes,  the  State 
Medical  Society  of  Wisconsin  is  continued  with  the 
general  powers  of  a corporation.  It  may,  from  time  to 
time  adopt,  alter  and  enforce  constitution,  bylaws 
and  regulations  for  admission  and  expulsion  of 
members,  election  of  officers,  and  management.  The 
changes  reflected  below  would  eliminate  the  officer 
title  of  secretary  and  substitute  the  title  of  executive 
vice  president,  but  would  not  change  the  powers, 
duties,  responsibilities,  or  method  of  election  of  that 
officer. 

SMS  constitution  and  bylaws 

At  the  locations  indicated,  amend  the  articles  and 
bylaws: 


Family  Practice  partnership  opportunity 
in  an  8 physician  clinic 
Cloquet,  Minnesota  (pop.  14,000) 


Cloquet  offers: 

• Spectacular  natural  beauty 

• Excellent  public  schools,  low 
teacher  to  student  ratio 

• Local  community  college,  2 
universities  and  a 4-year  private 
college  within  20  miles 

• Low,  low  crime  rate 

• Affordable  lakeside  living 

• Year  round  outdoor  recreation 

• Stable  economy 


What  the  Raiter  Clinic  offers: 

• Financial  strength  (founded  1930) 

• Next  to  community  hospital 

• First  year  salary  guaranty 

• Generous  and  comprehensive  benefit 
package 

• Bonuses  and  incentives 

• Yearly  CME 

• Manageable  call  schedule 

• On  site  radiology,  lab  and  pharmacy 

• Eligibility  for  partnership  after 
2 years 


Send  CV  in  strictest  confidence  to: 


BO 


John  J.  Turonie,  Administrator 
The  Raiter  Clinic,  Ltd. 

417  Skyline  Boulevard 
Cloquet,  Minnesota  55720 


, The  Raiter  Clinic.  Ltd  is  an  equal  opportunity  employer 
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5.  Article  IX,  Officers:  Officers  of  this  Society  shall 
be  a president,  a president  elect,  an  oocrotary  ex- 
ecutive vice  president,  and  a treasurer.  The  presi- 
dent elect  and  treasurer  shall  be  elected  annually 
by  the  House  of  Delegates.  The  oocrotary  execu- 
tive vice  president  shall  be  elected  annually  by 
the  Board.  The  president  elect  shall  automatically 
succeed  to  the  office  of  president  at  the  conclu- 
sion of  the  term  as  president  elect.  The  treasurer 
shall  be  limited  to  nine  consecutive  terms.  No 
person  shall  hold  more  than  one  of  the  following 
offices  concurrently;  president,  president  elect, 
oocrotary  executive  vice  president,  treasurer, 
speaker,  vice  speaker,  director.  Incumbents  shall 
serve  until  their  successors  are  elected  and  in- 
stalled. 


6.  Chapter  II,  House  of  Delegates,  Sec.  1,  third  sen- 
tence: The  secretary  of  each  county  society  will 
send  a list  of  such  delegates  and  alternates  to  the 
oocrotary  executive  vice  president  of  this  Society 
by  the  end  of  each  calendar  year  preceding  the 
year  in  which  such  delegates  are  elected  to  serve. 


7.  Chapter  II,  House  of  Delegates,  Sec.  8:  It  shall 
receive  for  appropriate  action  the  annual  reports 


Breaking  New  Ground  in  Medical  Care 


Rivervicw  Clinic,  a 60  member,  multi^speciaity  group  located  on  the 
Rock  River  in  beautiful,  soutltern  Wisconsin,  is  expanding. 
Construction  of  a 41,000  square  foot  addition  plus  an 
ambulatory  surgery  center  is  underway. 

Don't  miss  this  exciting  partnership  opportunity! 

■ ■ ■ 

Clinic  members  are  looking  for  BC/BE,  MDs  in  the  following  areas: 


Anesthesiology 

Cardiology 

Dermatology 

Endocrinology 


Family  Practice 
Internal  Medicine 
Neurology 
Oncology 


Orthopedics 
Pediatrics 
Pulmonology 
Radiology 
Urgent  Care 


For  confidential  consideration,  send  cover  letter  and  CV  to 
Stan  Gruhn,  M.D. 

Riverview  Clinic,  P.O.  Box  551,  Janesville,  W1  535474)551 


of  the  treasurer,  seofotapy  executive  vice  presi- 
dent, and  chairman  of  the  Board  of  Directors. 

8.  Chapter  II,  House  of  Delegates,  Sec.  9,  first  sen- 
tence: Unanimous  consent  of  the  House  of  Dele- 
gates shall  be  required  for  the  introduction  of  any 
new  resolution  or  business  not  filed  in  proper 
form  with  the  oooiotaiy's  executive  vice  presi- 
dent's office  of  the  Society  two  months  before  the 
first  session  of  the  House  of  Delegates. 

9.  Chapter  IV,  Duties  of  Officers,  Sec.  4:  The  Socrotoiy 
executive  vice  president  is  the  chief  executive 
officer  of  the  Society  charged  with  the  execution 
of  policy  as  created  and  defined  by  the  House  of 
Delegates  and  the  Board  of  Directors.  The 
See  rotary  executive  vice  president  shall  serve  as 
an  ex  officio,  nonvoting  member  of  the  Board;  be 
responsible  to  the  Board  and  serve  as  its  secre- 
tary; assist  the  Board  and  officers  in  making 
decisions  and  implementing  actions;  share  con- 
victions and  argue  their  merits;  perform  the  func- 
tions ordinarily  assigned  to  the  office  of  Soorotary 
executive  vice  president,  and  make  an  annual 
report  to  the  House  of  Delegates.  "As  chief  execu- 
tive officer  the  oocrotary  executive  vice  president 
shall,  within  the  limits  of  the  constitution  and 
bylaws  and  Board  operating  policies... 

10.  Chapter  V,  Board  of  Directors,  Sec.  6.,  first  sen- 
tence: Charters  shall  be  issued  to  county  societies 
only  on  approval  of  the  Board,  with  ratification 
by  the  House  of  Delegates,  and  shall  be  signed  by 
the  president  and  ooorotaiy  executive  vice  presi- 
dent of  this  Society. 

11.  Chapter  V,  Board  ofDirectors,Sec. 11.:  The  Board 
may  elect  as  oocrotary  executive  vice  president 
one  who  need  not  be  a physician  or  a member  of 
the  Society. 

12.  Chapter  VII,  Dues  and  assessments.  Section  1., 
third  sentence:  Any  member  whose  current  yea/ s 
dues  have  not  been  received  by  the  oocrotary  ex- 
ecutive vice  president  on  or  before  the  dues 
payment  deadline,  as  established  by  the  Board  of 
Directors,  shall  be  deemed  in  arrears  and  shall  be 
removed  from  the  membership  rolls  of  the  county 
society  and  this  Society  until  such  time  as  full 
dues  for  the  current  year  have  been  received. 

13.  Chapter  X,  County  societies.  Section  1.,  sentence 
2:  All  revisions  shall  be  submitted  to  the  Society, 
approved  by  the  Board,  and  filed  with  the  ooorotaiy 
executive  vice  president. ♦ 
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For  Fast  Tax  Relief 

SMS  Insurance  Services  Individual  Retirement  Annuity. 

Suffering  from  high  taxation?  SMS  Insurance  Services  offers  fast 
tax  relief.  Deposit  up  to  $30,000  in  an  SMS  Insurance  Services 
Individual  Retirement  Annuity.  Your  deposit  is  fully  tax  deductible*. 

And  the  earned  interest  is  tax-deferred  until  retirement.  Deposits 
earn  6.5%**  interest  and  are  rate-guaranteed  up  to  one  year. 

Call  your  SMS  Insurance  Services  representative  today  for 
Fast  Tax  Relief. 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701 
(608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 


• based  on  I.R.S.  guidelines.  “Date  effective  1/11/93.  Subject  to  change. 


Nominees  for  SMS  offices:  1993-1994 


Richard  G.  Roberts,  MD,  JD 

Nominated  for  president  elect  for 
1993-1994 

Dr  Roberts  is  in  his  sixth  year  as 
speaker  for  the  SMS  House  of  Dele- 
gates and  has  been  a member  of  the 
Executive  Committee  and  the  Board 
of  Directors  since  1987.  He  has  been 
a member  of  the  Ad  Hoc  Committee 
on  Bylaws  since  1992.  He  served  on 
the  Strategic  Planning  Committee 
from  1987-1988  and  was  a member 
of  the  Blue  Ribbon  Task  Force  on 
Alternatives  to  the  Tort  System  from 
1987-1990.  He  was  a member  of  the 
Medical  Liability  Committee  since 
1983,  and  served  as  vice  chair  from 
1987-1992.  He  also  served  as  chair  of 
the  Committee  on  Child  Abuse  from 
1985-1987  and  the  Work  Group  on 
Physician  Contracts  and  Negotia- 
tions in  1984.  He  was  Vice  Chair  of 
the  Hospital  Medical  Staff  Section 
from  1984-1987.  Dr  Roberts  served 
as  President  of  the  Wisconsin  Acad- 
emy of  Family  Physicians  from  1989- 
1990  and  chair  of  the  A AFP  Board  of 
Directors  from  1990-1991.  He  is  cur- 
rently the  interim  chair  of  the  De- 
partment of  Family  Medicine  and 
Practice  at  the  University  of  Wis- 
consin. Dr  Roberts  received  his  law 
degree  from  the  University  of  Wis- 
consin. He  then  graduated  from 
George  Washington  University 
School  of  Medicine  and  served  his 
internship  and  family  practice  resi- 
dency at  UCLA-Santa  Monica  Hos- 
pital Medical  Center. 

Harry  J.  Zemel,  MD 

Nominated  for  treasurer  for  1993- 
1994 

Dr  Zemel  has  served  on  the  SMS 
Board  of  Directors  since  1987.  He 
has  served  on  the  Finance  Commit- 
tee since  1988,  chairing  the  commit- 
tee since  1989.  He  has  been  on  the 


Richard  G.  Roberts,  MD,  fD 


Executive  Committee  since  1989  and 
has  been  a director  of  the  SMS  Hold- 
ing Company  since  1989.  Dr  Zemel 
was  president  of  the  Fond  du  Lac 
County  Medical  Society  in  1979.  He 
graduated  from  the  University  of 
Missouri-Columbia,  in  1968  and 
served  an  internship  in  pathology  at 
the  University  of  Missouri.  His  pa- 
thology residency  was  served  at  the 
University  of  Missouri  and  Brooke 
Army  Hospital  in  San  Antonio, 
Texas.  He  is  currently  the  president 
of  Consultants  Laboratory  of  Wis- 
consin, Inc. 


Sandra  L.  Osborn,  MD 
Nominated  for  speaker  of  the  house 
of  delegates  for  1993-1995 

Dr  Osborn  graduated  from  the  Uni- 
versity of  Wisconsin  Medical  School 
in  1970.  She  served  her  internship  at 
the  University  of  Iowa  Hospitals  and 
her  residency  at  the  University  of 
Iowa  and  University  of  Wisconsin 
Hospitals.  She  is  currently  a pedia- 
trician at  Dean  Clinic  Medical  Cen- 


Harry  }.  Zemel,  MD 


tePs  East  Madison  Clinic.  Dr  Osborn 
is  a member  of  the  WISP  AC  Board 
of  Directors.  She  served  as  president 
of  the  Dane  County  Medical  Society 
in  1982-1983.  She  also  served  as  a 
member  of  the  SMS  Committee  on 
Women  Physicians,  the  Ad  Hoc 
Committee  on  Child  Abuse  and 
Neglect,  and  as  chair  of  the  SMS 
House  of  Delegates  Nominating 
Committee,  the  Credentials  Com- 
naittee  and  the  Reference  Commit- 
tee on  Scientific  Affairs. 


John  D.  Riesch,  MD 
Nominated  for  delegate  to  the  AM  A 
for  1994-1995 

Dr  Riesch  graduated  from  the  Uni- 
versity of  W isconsin  Medical  School 
in  1958.  He  served  his  internship 
and  residency  at  Milwaukee  County 
General  Hospital  and  is  assistant 
clinical  professor  of  surgery  at  the 
Medical  College  of  Wisconsin.  He 
served  as  president  of  the  Wauke- 
sha County  Medical  Society  in  1973- 
1974  and  president  of  the  Waukesha 
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Cancer  Society  in  1969-1970.  Dr 
Riesch  was  a member  of  the  SMS 
Commission  on  Mediation  and  Peer 
Review  and  serves  on  the  House  of 
Delegates  Nominating  Committee. 
He  is  an  SMS  delegate  from  Wauke- 
sha County  and  serves  as  chair  of 
the  Ethics  Committee  of  the  State 
Surgical  Society.  He  is  also  a past 
president  of  the  Milwaukee  Acad- 
emy of  Surgeons. 

Timothy  T.  Flaherty,  MD 

Nominated  for  delegate  to  the  AMA 
for  1994-1995 

Dr  Flaherty  served  as  president  of 
the  SMS  in  1984-1985.  He  served  on 
the  Executive  Committee  from  1978- 
1986  and  was  the  vice  chair  of  the 
Board  of  Directors  from  1978  to  1983. 
He  is  a member  of  the  SMS  Task 
Force  on  Physician  Review  and 
Discipline,  Task  Force  on  Medical 
Liability  and  a member  of  the 
Commission  on  Public  Information. 
In  addition,  he  has  served  on  the 
Task  Force  on  Medical  Care  and  the 
Commission  on  Health  Planning, 


Sandra  L.  Osborn,  MD 


and  chaired  the  Advisory  Commit- 
tee on  Physician-owned  Liability 
Insurance  Company  and  the  Task 
Force  on  Medical  Care.  He  was  a 
delegate  to  the  AMA  in  1984-1985 
and  from  1988  to  the  present.  Dr 
Flaherty  also  serves  as  secretary  of 
the  Board  of  Directors  of  the  AMA 
Political  Action  Committee.  Dr 
Flaherty  graduated  from  Marquette 
University  School  of  Medicine  and 
served  his  internship  at  St  Mary's 
Hospital  in  Milwaukee.  He  served 
his  residency  in  radiology  at  the 
University  of  Wisconsin  Hospitals 
in  Madison.  He  is  currently  clinical 
professor  of  radiology  at  the  UW 
Health  Science  Center  and  clinical 
professor  of  radiology  at  the  Medi- 
cal College  of  Wisconsin. 

Kenneth  M.  Viste,  Jr.,  MD 

Nominated  for  delegate  to  the  AMA 
for  1994-1995 

Dr  Viste  served  as  president  of  the 
SMS  in  1987-1988.  He  was  chair  of 
the  SMS  Reference  Committee  in 
1978,  a member  of  the  SMS  Board  of 


John  D.  Riesch,  MD 


Directors  since  1982,  and  chair  of 
WISP  AC  from  1978  to  1980.  Dr  Viste 
was  a member  of  the  Nominating 
Committee  from  1978  to  1985.  He 
also  served  as  president  of  the  Wis- 
consin Neurologic  Society  in  1977- 
1978.  He  was  chair  of  the  Physicians 
Alliance  Commission  from  1978  to 
1985  and  chair  of  the  Medical  Advi- 
sory Committee,  Wisconsin  Multiple 
Sclerosis  Society  from  1976  to  1981. 
Dr  Viste  graduated  from  Northwest- 
ern University  Medical  School  in 
Chicago  and  served  his  internship 
at  Chicago  Wesley  Memorial  Hos- 
pital. He  served  his  residency  in 
neurology  at  Northwestern  Univer- 
sity Medical  School  in  Chicago. 

Kay  M.  Balink,  MD 

Nominated  for  alternate  delegate  to 
the  AMA  for  1994-1995 

Dr  Balink  graduated  from  St. 
George's  University  School  of  Medi- 
cine in  Grenada,  in  the  West  Indies, 
and  received  her  clinical  experience 
at  the  Royal  United  Hospital,  in  Bath, 
Continued  on  next  page 
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England,  the  Methodist  Hospital  in 
Brooklyn,  NY,  and  the  UW  Depart- 
ment of  Family  Practice,  St.  Mary's 
Hospital  Medical  Center.  She  was 
president  of  the  Richland  County 
Medical  Society  from  1990  to  1992 
and  secretary  of  the  Richland  Hos- 
pital Medical  Staff  from  1991  to  1992. 
She  currently  is  chief  of  staff  at  Rich- 
land Hospital.  Dr  Balink  has  been  a 
member  of  the  American  Academy 
of  Family  Practice  since  1986,  the 
AMA  since  1987,  and  the  SMS  since 
1989. 


J D Kabler,  MD 

Nominated  for  alternate  delegate  to 
the  AMA  for  1994-1995 

Dr  Kabler  attended  Tulane  Univer- 
sity of  Louisiana  and  the  University 
of  Kansas,  where  he  received  his 
MD.  He  served  his  internship  and 
residency  at  the  University  of  Wis- 
consin Hospitals.  He  was  president 
of  the  medical  staff  at  University 
Hospitals  from  1979  to  1982.  Dr 
Kabler  was  president  of  the  SMS  in 
1988-1989  and  president  of  the  Dane 
County  Medical  Society  from  1978- 
1979.  He  was  a delegate  to  the  SMS 
House  of  Delegates,  past  chair  of  the 
Joint  Practice  Committee  and  Gov- 
ernmental Affairs  Commission.  He 
has  been  a member  of  the  Board  of 
Directors  from  1979  to  1990  and  an 
alternate  delegate  to  the  AMA  since 
1982. 


Richard  Henry  Ulmer,  MD 

Nominated  for  alternate  delegate  to 
the  AMA  for  1994-1995 

Dr  Ulmer  received  his  MD  and  MS 
in  physiology  from  Stritch  School  of 
Medicine  of  Loyola  University  in 
Chicago.  He  served  his  internship 
and  residency  in  cardiology  at  the 
University  of  Chicago  Hospital  and 
Clinics.  He  is  a cardiologist  at  the 


Kenneth  M.  Viste,  Jr,  MD 


J D Kabler,  MD 


Marshfield  Clinic.  Dr  Ulmer  was 
president  of  the  Wood  County 
Medical  Society  in  1978  and  1985. 
He  has  been  chair  of  the  SMS  Board 
of  Directors  since  1989  and  is  a 
member  of  the  SMS  Steering  Com- 


Kay  M.  Balink,  MD 


Richard  H.  Ulmer,  MD 


mittee,  AMA  Forum  of  Employed 
Physicians,  SMS  Committee  for 
Young  Physicians,  and  has  been  an 
alternate  delegate  to  the  AMA  since 
1983.-> 
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Physician  briefs 


The  * indicates  a member  of  the  SMS. 

Deja  Angusurat,  MD,  has  joined 
the  medical  staff  at  Memorial  Medi- 
cal Center.  He  is  a pediatrician  who 
specializes  in  family  practice  and 
emergency  medicine.  The  physician 
has  been  in  private  pediatric  prac- 
tice in  Neilsville  since  1972. 

Robert  E.  Cadwell,  MD,*  director 
of  the  Wausau  Family  Practice  Resi- 
dency Program,  recently  presented 
a paper  at  a meeting  of  the  Pomera- 
nian Health  Consortium  in  Szczecin, 
Poland.  The  conference  focused  on 
the  training  and  financing  of  pri- 
mary care  physicians  in  Poland. 

John  E.  Carlson,  MD,  and  Richard 
S.  Kane,  MD,*  have  been  appointed 


to  the  faculty  of  the  University  of 
Wisconsin  Medical  School  in  the 
department  of  medicine,  geriatrics 
section,  at  Sinai  Samaritan  Medical 
Center.  Dr  Carlson,  =»n  assistant 
professor  of  medicine,  earned  his 
medical  degree  at  the  University  of 
Minnesota  and  was  a resident  in 
internal  medicine  at  the  University 
of  Wisconsin  Hospital  in  Madison. 
He  had  been  director  of  senior  health 
services  at  Swedish  Hospital  Medi- 
cal Center  and  clinical  instructor  in 
the  department  of  medicine  at  the 
University  of  Washington.  Dr  Kane, 
an  assistant  professor  of  medicine, 
has  been  a member  of  the  medical 
ethics  committee  at  the  center  since 
1985  and  medical  director  at  the  Mil- 
waukee Jewish  Home  since  1980.  Dr 
Kane  is  vice  chair  of  the  SMS  Com- 


mittee on  Aging,  chair  of  Medical 
Society  of  Milwaukee  County  Needs 
for  Aging  Committee,  and  a mem- 
ber of  the  Wisconsin  Long-term  Care 
Ethics  Committee. 

Alon  Coppens,  MD,  a radiologist, 
has  joined  Midelfort  Clinic  in  Eau 
Claire.  Dr  Coppens  earned  his 
medical  degree  from  the  State  Uni- 
versity of  New  York  in  Buffalo  and 
performed  his  residency  in  diagnos- 
tic radiology  at  the  University  of 
Arizona  School  of  Medicine  in 
Tucson.  He  completed  a fellowship 
in  pediatric  radiology  at  Children's 
Hospital  in  Buffalo,  NY. 

Mary  Cummins,  MD,  has  joined 
the  Associated  Family  Physicians 
Continued  on  next  page 


AN  ARMY  SCHOLARSHIP  COULD 
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The  U.S.  Army  Health  Professions 
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opportunity  for  financial  support  to  med' 
ical  or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 
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procedure,  contact  the  Army  Medical 
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Practice  in  Berlin.  Dr  Cummins  has 
served  as  an  emergency  room  phy- 
sician at  Berlin  Memorial  Hospital 
for  the  past  8 years.  She  is  a graduate 
of  Northwestern  University  in  Illi- 
nois and  the  University  Iowa  Col- 
lege of  Medicine.  She  completed  her 
internship  and  residency  in  family 
practice  at  Broadlawns  Hospital  in 
Des  Moines,  Iowa. 

G.  Stanley  Custer,  MD,*  is  the  re- 
cipient of  the  Yater  Award,  pre- 
sented by  the  American  Group  Prac- 
tice Association  for  lifetime  group 
medical  service.  Dr  Custer  is  a re- 
tired Marshfield  Clinic  internist. 

D.M.  Ebben,  MD,*  is  the  new  phy- 
sician on  board  at  the  Campbell- 
sport  Medical  Center.  Dr  Ebben  has 
practiced  with  the  Family  Doctors 
Clinic  in  Appleton  for  10  years.  He 
attended  the  University  of  Wiscon- 
sin Medical  School  and  completed 
an  internship  and  residency  in  fam- 
ily practice  at  Cedar  Rapids. 

James  B.  Kuplic,  MD,*  of  Sheboygan 
Falls,  has  been  appointed  to  the  St 
Nicholas  Hospital  Board  of  Direc- 
tors. An  internist.  Dr  Kuplic  is  a 
medical  director  of  the  St  Nicholas 
Hospital  Worker's  Compensation 


Case  Management  Program  and 
medical  director  of  the  Visiting 
Nurse's  Association  ComfortCare 
Home  Hospice  Program.  He  is  a 
past  president  of  the  St  Nicholas 
Hospital  medical  staff. 

James  E.  Memmen,  MD,*  an  oph- 
thalmologist at  the  Green  Bay  Eye 
Clinic,  has  been  named  president  of 
the  Wisconsin  Academy  of  Ophthal- 
mology. Dr  Memmen  has  served  as 
president  of  the  Wisconsin-U.P. 
Society  of  Ophthalmology  and  chair 
of  the  Wisconsin  Chapter  of  the 
National  Society  to  Prevent  Blind- 
ness. He  has  practiced  in  Green  Bay 
since  1988  and  is  a consulting  oph- 
thalmologist to  the  Green  Bay  Pack- 
ers. 

David  Myers,  MD,*  has  begun 
providing  care  to  patients  at  the 
Midelfort  Clinic's  branch  office  in 
Barron.  Dr  Myers  received  his 
medical  degree  from  the  University 
of  Iowa  in  1986.  Following  an  in- 
ternship at  Blodgett  Hospital  in 
Grand  Rapids,  Mich,  Dr  Myers 
completed  a residency  with  the  Eau 
Claire  Family  Practice  Residency 
Program.  Since  1989,  he  has  served 
as  a family  practice  physician  in  the 
US  Navy,  stationed  in  Adak,  Alaska. 


Julie  C.  O'Reilly,  MD,*  is  a new 
member  of  the  staff  of  Milwaukee 
Obstetrics  and  Gynecology,  SC,  in 
Wauwatosa.  A 1983  graduate  of  the 
Medical  College  of  Wisconsin,  she 
completed  her  residency  at  St  Mary's 
Hospital  in  Milwaukee.  She  is  board 
certified  in  obstetrics  and  gynecol- 
ogy. Dr  O'Reilly  has  been  in  private 
practice  in  Milwaukee  for  5 years. 

Samuel  B.  Picone  Jr,  MD,*  has 
joined  the  Beloit  Clinic.  Dr  Picone 
earned  his  medical  degree  from  the 
Chicago  Medical  School  in  1977.  He 
completed  his  internship  and  resi- 
dency at  the  University  of  Southern 
California  Medical  School. 

David  D.  Pierpont,  MD,*  has  joined 
the  medical  staff  of  the  Marshfield 
Clinic-Ladysmith  Center  from  Bar- 
ron Clinic  in  Barron.  Dr  Pierpont 
earned  his  medial  degree  from  the 
University  of  Wisconsin  and  has 
practiced  in  Wisconsin  and  upper 
Michigan  for  nearly  25  years. 

Steven  C.  Port,  MD,  of  Whitefish 
Bay,  has  been  named  professor  of 
medicine  at  the  University  of  Wis- 
consin Medical  School.  Dr  Port,  an 
invasive  cardiologist,  is  director  of 
nuclear  cardiology  in  the  cardiovas- 
cular disease  section  at  Sinai  Samari- 
tan Medical  Center. 

Laura  Simon,  MD,*  who  special- 
izes in  internal  medicine  and  endo- 
crinology, has  joined  the  medical 
staff  at  the  Mercy  Edgerton  Medical 
Center.  A 1971  graduate  of  the  Uni- 
versity of  Illinois,  Dr  Simon  com- 
peted her  internship,  residency  and 
fellowship  at  Humana  Michael  Reese 
Hospital  in  Chicago.  She  is  a past 
director  of  the  intensive  care  unit  at 
Grant  Hospital  in  Chicago.  Dr  Si- 
mon practiced  medicine  at  Sherman 
Hospital  in  Elgin,  111,  for  10  years. 

David  D.  Springer,  MD,*  an 
anatomic  and  clinical  pathologist, 
has  joined  the  Associates  in  Labora- 
tory Medicine,  Ltd.  The  practice  is 
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based  out  of  St  Francis  Medical 
Center  in  La  Crosse  and  serves  St 
Francis  as  well  as  several  regional 
hospitals.  Dr  Springer  completed  his 
residency  at  the  University  of  Mis- 
souri-Columbia  Hospital  and  Clin- 
ics in  June  1992.  In  November  1992 
he  came  board  certified  in  anatomic 
and  clinical  pathology  by  the  Ameri- 


can Board  of  Pathology.  He  gradu- 
ated from  the  University  of  Wiscon- 
sin Medical  School  in  1987. 

Mark  G.  Timmerman,  MD,*  has 
joined  Dean  Medical  Center  of 
Madison  in  the  specialties  of  sports 
medicine  and  family  practice.  He  is 
a 1989  graduate  of  the  Mayo  Medi- 


Physician-Citizen of  the  Year 
nomination  letter 


Two  YEARS  AGO,  the  SMS  opened 
to  the  public  the  nomination 
process  for  its  Physician-Citizen  of 
the  Year  award.  The  result  was  an 
overwhelming  outpouring  of  admi- 
ration and  affection  for  Wisconsin's 
physicians.  As  a service  to  the 
members  of  the  SMS,  the  WMJ  is 
sharing  some  of  these  nominating 
letters  with  its  readers. 

The  letters  are  edited  only  for 
length  and  the  removal  of  personal 
names.  The  letters  reprinted  are  not 
necessarily  the  nominations  of  the 
winning  physicians. 

I am  nominating MD  for  the 

award  Physician/  Citizen  Award  for 

the  year.  Dr has  made  efforts 

meeting  the  needs  of  children  in 
many  varied  settings.  One  of  the 
outstanding  characteristics  of  Dr 

's  contributions  is  the  quiet, 

careful,  and  considerate  "way"  in 
which  he  meets  the  children's  needs. 
I have  had  the  opportunity  to 

work  with  Dr as  a parent  of  two 

children,  and  as  a teacher  of  special 
needs  children.  When  taking  care  of 

my  children.  Dr  has  shown 

tireless  attention  to  detail,  a willing- 
ness to  listen,  and  an  uncanny  abil- 
ity to  dignify  the  seemingly  endless 
string  of  questions  I ask  about  my 
children's  health. 

Working  with  Dr on  a pro- 

fessional level,  I have  had  excellent 
cooperation.  I have  taught  Emotion- 


ally Disturbed  and  Mentally  Re- 
tarded children  for  approximately 

13  years,  the  last  7 in . I have 

never  had  the  opportunity  to  work 
with  a pediatrician  who  holds  such 
high  regard  for  communication  from 
teachers,  and  school  personnel  be- 
fore. Other  teachers  have  said  the 
same  thing  about  Dr . He  al- 

ways returns  phone  calls,  interviews 
teachers  when  there  is  questions 
about  medication,  and  incorporates 
all  of  these  things  into  dealings  with 
parents. 

As  a parent  of  a child  with  recur- 
ring problems,  I have  spent  a great 

deal  of  time  in  Dr 's  Office.  I 

never  felt  rushed,  or  that  he  didn't 
have  the  time  to  spend  time  with  my 
child,  even  to  looking  over  my  son's 
report  card!!! 

Dr has  spoken  to  groups  of 

parents  at  the  school  on  topics  such 
as  "Medication  and  the  A.D.D. 
Child."  This  says  nothing  of  his 
involvement  with  the  schools  as  he 
works  with  his  own  school-aged 
children.  Dr provides  this  con- 

sulting work  without  receiving  pay. 

In  this  day  and  age  of  imperson- 
alization  on  every  level,  it  is  won- 
derful to  feel  the  old-fashioned 
charm  and  concern  of  the  small-town 

doctor.  I recommend  Dr not 

because  he  is  so  outstandingly 
unique,  or  unusual.  It  is  because  he 
is  so  unassuming  and  competent  in 
his  care  of  children.*?* 


cal  School  in  Rochester.  Dr  Timmer- 
man completed  a residency  in  fam- 
ily practice  at  the  University  of 
Wisconsin  and  a fellowship  in  sports 
medicine  in  Minneapolis. 

George  W.  Wirtanen,  MD,*  has 
been  named  the  new  medical  direc- 
tor at  Mercy  Hospital's  Regional 
Cancer  Center  in  Janesville.  Certi- 
fied by  the  American  Board  of  Radi- 
ology, Dr  Wirtanen  has  been  profes- 
sor of  radiology  at  the  University  of 
Wisconsin  Medical  School  since 
1972.  He  served  as  associate  direc- 
tor of  the  Wisconsin  Clinical  Cancer 
Center  at  the  University  of  Wiscon- 
sin and  as  visiting  professor  at  the 
University  of  Helsinki,  Finland;  the 
University  of  Linkoping,  Sweden; 
the  University  of  Lund,  Sweden;  and 
the  University  Uppsala,  Sweden. ♦ 
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Stevens  Point  — 715 /344  7310 
Green  Bay — 4 14  / 494  3675 
Madison  —608  / 249  6604 

PBBS  EQUIPMENT  CORP 
5401  N Park  Dr 
PO  Box  365 
Butler.  Wl  53007 
Phone:  414/781-%20 
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County  Society  News 


Ashland-Bayfield-Iroru  New  mem- 
bers accepted  into  the  Ashland- 
Bayfield-Iron  County  Medical  Soci- 
ety include:  David  A.  Ammend, 
MD;  Grace  M.  Heitsch,  MD;  Kirk  C. 
Lufkin,  MD;  and  Robert  B.  Pierpont, 
MD. 

Barron-Washbum-Bumett.  On 

September  15,  1993,  the  Barron- 
Washbum-Bumett  County  Medical 
Society  elected  three  new  members, 
Richard  Pebler,  MD;  Dan  Wolner, 
MD;  and  Jeff  Dunham,  MD.  Tho- 
mas Lingen,  MD  was  elected  as 
president  of  the  society. 

Calumet.  Ronald  T.  Inden,  MD  was 
accepted  into  the  Calumet  County 
Medical  Society. 

Dane.  The  following  physicians 
were  accepted  as  new  members  of 
the  Dane  County  Medical  Society: 
Harris  Baig,  MD;  Patricia  L.  Bellis- 
simo,  MD;  Diane  C.  Bohlman,  MD; 
Deirdre  Ann  Bums,  MD;  Subbarao 
Chavali,  MD;  Graham  A.  Cody,  MD; 
Timothy  J.  Connelly,  MD;  Kathy 
Lynn  Cook,  MD;  Richard  P.  Day, 
MD;  Dave  A.  DeAngeles,  MD;  Rich- 
ard L.  Ellis,  MD;  Randy  Rorell,  MD; 
Christopher  A.  Gencheff,  DO; 
Wayne  Grogan,  Jr.,  MD;  Michael  J. 
Houghton,  MD;  Catherine  T.  James, 
MD;  Patricia  A.  Jens,  MD;  Greg  R. 
Johnson,  DO;  Paul  W.  Kranner,  MD; 
Larry  A.  Minton,  MD;  Timothy 
Murphy,  MD;  Steven  L.  Oreck,  MD; 
Marsha  Renier,  MD;  Patrick  Rem- 
mington,  MD;  Sunil  K.  Rohira,  MD; 
Mary  G.  Rowe,  MD;  John  H.  Schnei- 
der, MD;  James  H.  Shropshire,  MD; 
Daniel  J.  Smith,  MD;  Joel  S.  Sokolik, 
MD;  Scott  R.  Springman,  MD;  Leslie 
V.  Taylor,  MD;  Katherine  M.  Tem- 
pleton, MD;  Mary  G.  Thompson, 
MD;  Charles  VanNorman,  MD;  Carl 
Weston,  MD;  Mitchell  D.  Wolf,  MD; 
and  Nami  P.  Zarvan,  MD. 


Fond  du  Lac.  Officers  of  the  Fond 
du  Lac  County  Medical  Society  were 
appointed  at  the  November  19, 1992 
meeting.  They  include  Dr.  Saggio, 
President;  Dr.  Strigenz,  President 
Elect;  Dr.  Yuhas,  Secretary/ Treas- 
urer. New  censor  is  Dr.  Judi  Pmski. 
Delegates  to  the  SMS  include  Drs. 
Christenson,  Sanfelippo,  and  Weber, 
and  Dr.  Theodore  Miller  as  alter- 
nate. Steve  Whittow,  Field  Repre- 
sentative of  the  SMS,  provided  an 
update  on  legislative  issues.  Dr. 
Huntington  gave  a talk  on  Forensic 
Pathology. 

Marathon.  The  following  physi- 
cians were  approved  for  member- 
ship in  the  Marathon  County  Medi- 
cal Society:  Michele  H.  Montgom- 
ery, MD;  Charles  L.  Liggett,  Jr.,  MD; 
and  Thomas  J.  McCool,  MD. 

Milwaukee.  The  following  physi- 
cians were  accepted  into  member- 
ship in  the  Milwaukee  County 
Medical  Society:  A.  Nisar  Akbar, 
MD;  Fray  Basbug,  MD;  Chihab  E. 
Bilal,  MD;  Kathryn  S.  Bucshon,  MD; 
Michael  E.  Carlos,  MD;  David  Chu, 
MD;  Miriam  P.  Cope,  MD;  David  W. 
Cory,  MD;  Michael  G.  Coughlan, 
MD;  Subhajit  Datta,  MD;  Ahmet 
Dervisogullari,  MD;  D.  Ross 
Dickson,  MD;  Mark  Thomas 
Engelsgjerd,  MD;  Raylene  L.  Gordin, 
MD;  Champalal  Gupta,  MD;  Susan 
M.  Higgins,  MD;  William  G.  Hope, 
MD;  T riet  Q.  Huynh,  MD;  Donald  L. 
Jacobs,  MD;  Amir  Katz,  MD;  Mi- 
chael D.  Kirsch,  MD;  Doreen  E.  Kiss, 
MD;  Anhtu  Huy  La,  MD;  Fritz 
Leidig,  MD;  Tim  C.  Levenhagen, 
MD;  Margaret  C.  Maercklein,  MD; 
Alan  P.  Nazerian,  MD;  Jeffrey  S. 
Nesta,  MD;  Chuka  D.  Onyeneke, 
MD;  Jalajakshi  Potluri,  MD;  Dexter 
R.  Rebancos,  MD;  Lisa  M.  Rich,  MD; 
Cynthia  K.  Rubert,  MD;  Eleazar  S. 


San  Agustin,  MD;  Gregory  J.  Sch- 
meling,  MD;  Mark  A.  Schrager,  MD; 
Daniel  J.  Thompson,  MD;  William 
D.  Timm,  MD;  Jeffrey  Weinzweig, 
MD;  Julie  N.  Wetherbee,  MD;  and 
Mark  D.  Wilcox,  MD. 

Pierce-St.  Croix.  The  following 
physicians  were  accepted  into  the 
Pierce-St.  Croix  Covmty  Medical 
Society:  Mary  P.  McManmon,  MD; 
Paul  R.  McMillan,  MD;  Christopher 
H.  Tashjian,  MD;  and  Clifford  C. 
Tenner,  MD. 

Vernon.  Newly  elected  officers  of 
the  Vernon  County  Medical  Society 
include  Mark  Andrew,  MD,  Presi- 
dent. He  was  also  elected  delegate 
to  the  SMS.  Vice  President  is  Jeffrey 
Menn,  MD;  and  Secretary /Treasurer 
is  Rolando  A.  Macasaet,  MD.  The 
educational  portion  of  the  meeting 
included  update  on  allergic  disease 
by  Todd  Mahr,  MD,  allergist  of  the 
Gundersen  Clinic,  LaCrosse.  The 
next  meeting  and  scientific  session 
will  be  in  February.  Interested  par- 
ties may  contact  Dr.  Mark  Andrew 
or  Dr.  R.Macasaet. 

Waukesha.  New  members  accepted 
into  the  Waukesha  County  Medical 
Society  include:  Robin  R.  Perron, 
MD;  John  E.  Kelly,  MD;  Kooroush 
Saeian,  MD;  and  Jack  R.  Tenge,  MD. 

Winnebago.  Eric  C.  Duwell,  MD; 
James  T.  Gariti,  MD;  Freeman  M. 
Moore,  MD;  Jerome  Peter,  MD;  Brian 
Pung,  MD;  and  Randall  J.  Schultz, 
MD  were  elected  into  membership 
with  the  Winnebago  County  Medi- 
cal Society.  There  were  27  members 
present  at  the  January  7, 1993  meet- 
ing at  the  Bankroll  Restaurant  in 
Winnebago  County.  A discussion 
was  held  concerning  RBRVS.^ 


104 


Wisconsin  Medical  Journal  • February  1993 


Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.^ 


Adams,  Harold,  MD,  a former  area 
physician,  now  of  Largo,  FL,  died 
December  4, 1992.  He  was  bom  on 
November  23, 1973  and  was  a 1952 
graduate  of  Marquette  School  of 
Medicine.  He  served  in  the  US  Navy 
during  World  War  II.  He  practiced 
medicine  in  Nevada,  Waupun,  WI, 
and  Decatur,  IL.  He  moved  to  Largo, 
FL  in  1984  where  he  was  chief  of 
admissions  at  Bay  Pines  VA  Medi- 
cal Center  prior  to  retiring  in  1990. 
Survivors  include  his  wife,  Nancy; 
two  sons,  Sam  of  Madison  and  Jim 
of  West  Allis;  two  daughters, 
Kristine,  Decatur,  IL,  and  Nancy 
Stellmacher  of  Markesan;  two  step- 
sons, Timothy  Vossekuil,  Randolph 
and  Michael  Vossekuil  of  Waupun; 
15  grandchildren;  and  a half  brother, 
Tom  Rundle,  Tomahawk. 

Baumgartner,  James  F.,  MD,  of  West 
Bend,  died  November  7, 1992  at  the 
age  of  71.  He  received  his  B.S.  de- 
gree in  pre-medicine  from  the  Uni- 
versity of  Notre  Dame  in  1943  and 
his  M.D.  degree  from  Marquette 
University  in  1946.  He  served  his  in- 
ternship at  the  US  Naval  Hospital  in 
San  Diego,  California,  after  which 
he  was  stationed  as  a medical  officer 
at  the  Naval  Ordnance  Test  Station 
in  Inyokem,  California  in  1947  and 
1948.  He  then  served  as  the  indus- 
trial physician  for  the  Navy  at  the 
General  Tire  and  Rubber  Plant  in 
Pasadena,  California,  until  his  dis- 
charge in  1949.  At  that  time  he  re- 
turned to  West  Bend  where  he  was  a 
physician  in  family  practice  at  the 
General  Clinic  until  retiring  in  1985. 
Dr  Baumgartner  was  a member  of 
the  American  Medical  Association, 
State  and  Washington  County 
Medical  Societies,  the  medical  staff 
of  St.  Joseph's  Community  Hospi- 
tal, and  the  medical  staff  at  ^e  Cedar 
Lake  Home.  Survivors  include  his 
wife;  four  children,  John  T.,  MD,  of 


West  Bend,  James  S.  of  Barrington, 
IL,  Mary  M.  Saggau  of  St.  Louis, 
MO,  and  Mark  A.  of  Cedarburg;  five 
grandchildren;  two  brothers-in-law; 
and  four  sisters-in-law. 

Cohen,  David  A.,  MD,  died  on 
November  18, 1992  in  Madison.  Dr. 
Cohen  was  bom  on  October  5, 1920 
in  Milwaukee.  He  received  his  BS 
and  MD  degrees  from  the  Univer- 
sity of  Wisconsin  in  Madison.  He 
spent  two  years  in  the  Army  as  a 
transport  physician  and  then  opened 
his  first  medical  office  in  Edgerton 
in  1948.  In  1964,  he  co-founded  the 
Shearer-Cohen  Clinic  in  Edgerton. 
Dr  Cohen  was  president  of  the  Rock 
County  Medical  Society  in  1969-70; 
was  a Charter  Member  of  the  Ameri- 
can Board  of  Family  Practice  in  1971; 
President  of  the  Medical  Staff  of  the 
Edgerton  Memorial  Community 
Hospital;  and  member  of  the  State 
Medical  Society.  He  will  be  most 
remembered  for  his  pioneering  work 
in  the  treatment  of  arthritis.  He  is 
survived  by  his  wife,  Harriett;  two 
sons.  Dr  Samuel  Cohen  of  Omaha, 
NB,  Donald  of  Milwaukee;  three 
daughters,  Esther  Lee,  Utica,  NY, 
Diane  Meron,  North  Hudson,  WI, 
and  Linda  Warner,  Madison,  WI; 
two  brothers;  and  nine  grandchil- 
dren. 


Gaenslen,  Frederick  G.,  MD,  died 
December  1,  1992.  He  graduated 
from  Ripon  College  and  the  Univer- 
sity of  Wisconsin  Medical  School. 
He  interned  at  the  University  of 
Pennsylvania  Hospital  and  com- 
pleted his  residency  at  the  Univer- 
sity Hospital  Madison.  Former  Chief 
of  Orthopedics  at  Alameda  Naval 
Hospital,  Dr  Gaenslen  was  the 
founder  of  the  Milwaukee  Orthope- 
dics Society,  a fellow  of  the  Acad- 
emy of  Orthopedic  Surgery,  Clini- 
cal Orthopedic  Society,  Officer  of 
Milwaukee  County  Medical  Soci- 
ety, Clinical  Professor  at  Medical 
College  of  Wisconsin,  founder  of 
Orthopedics  Overseas,  Member  of 
Mid/ America  Orthopedic  Society, 
and  Medical  Director  of  Easter  Seals 
Society.  Dr  Gaenslen  was  a long 
time  member  on  the  staff  at  Colum- 
bia Hospital,  Milwaukee  Children's 
Hospital  and  Milwaukee  County 
Hospital.  He  is  survived  by  his  wife, 
Jeanne;  and  his  children.  Dr  Freder- 
ick Gaenslen,  Heidi  Hoogwerf,  Dr. 
Eric  Gaenslen,  and  Christine  Gaen- 
slen; a sister  and  two  grandchildren. 

Henderson,  R.J.,  MD,  died  Decem- 
ber 24,  1992.  He  was  preceded  in 
death  by  his  loving  wife,  Evelyn,  on 
April  7, 1992.  Dr.  Henderson  was  a 
Continued  on  next  page 


Wisconsin  Medical  Journal  • February  1993 


105 


Continued  from  preceding  page 
Phi  Beta  Kappa  graduate  of  Mar- 
quette University  and  Northwest- 
ern University  Medical  School, 
where  he  was  a member  of  Phi  Chi 
medical  fraternity.  After  training  in 
surgery  in  Chicago,  he  came  to 
Tomahawk  in  1931,  where  he  served 
faithfully  and  tirelessly  as  a physi- 
cian and  surgeon  for  56  years,  retir- 
ing in  1987.  He  built  and  managed 
Riverview  Hospital  with  Evelyn  for 
thirty  years.  In  addition  to  his  dedi- 
cated work  as  a physician.  Dr.  Hen- 
derson was  a strong  supporter  of 
the  Tomahawk  School  Patrol,  and 
the  Kwahamot  Water  Ski  Club  in  its 
early  years.  He  served  on  the  school 
board  for  sixteen  years  and  was 
instrumental  in  the  planning  and 
building  of  the  present  school.  After 
owning  the  American  Legion  Build- 
ing for  thirty  years,  he  returned  it  to 
the  Legion  in  1988.  He  was  named 
Boss  of  the  Year  in  1973  and  Mayor 
Gessler  proclaimed  November  9, 
1981,  Dr.  Henderson  Day.  He  was  a 
frequent  contributor,  usually  anony- 
mously, to  a number  of  local  chari- 
table causes  and  institutions.  He  is 
survived  by  a son.  Dr  Robert  Hen- 
derson, Madison;  a daughter,  Mary 
Kiner,  Rochester,  MI;  and  five  grand- 
sons. 

Krumbiegel,  Edward  R.,  MD,  of 
Milwaukee-Naples,  FL,  died  on 
October  22,  1992  in  Baraboo.  He 
was  bom  on  Febmary  3, 1908  in  Mil- 
waukee. Dr  Krumbiegel  was  a 
graduate  of  Marquette  University 
Medical  School  in  1935.  He  interned 
at  Gorgas  Hospital  in  the  Panama 
Canal  Zone  in  1936.  His  specialty 
was  preventative  medicine.  He 
served  as  the  City  of  Milwaukee 
Health  Officer  for  over  30  years, 
retiring  to  Naples,  FL  in  1973.  He 
also  was  a professor  teaching  at 
Marquette  Medical  School  and  the 
Medical  College  of  Wisconsin.  He  is 
survived  by  his  wife,  Callista,  three 
daughters;  Dr  Kathleen  Carpenter 


of  Elk  Rapids,  MD,  Karen  Mercer  of 
Baraboo,  and  Karla  Krumbiegel  of 
Milwaukee;  one  son,  Edward  of 
Cadott;  and  five  grandchildren. 

Martin,  Richard  E.,  MD,  died  De- 
cember 7,  1992  in  Two  Rivers.  He 
was  bom  April  2, 1905  in  Chicago, 
IL  and  graduated  from  Marquette 
Medical  School  in  1931.  He  was  a 
practicing  physician  in  Two  Rivers 
for  50  years.  He  was  a member  of 
the  County  and  State  Medical  Socie- 
ties, and  American  Medical  Asso- 
ciation. He  is  survived  by  his  wife, 
Imelda;  a son  and  daughter-in-law, 
John  and  Maria  Martin,  Crystal  Lake, 
IL;  a daughter  and  son-in-law,  Ellen 
and  James  McDonald,  Two  Rivers; 
two  sisters;  a step  brother;  four 
grandchildren  and  three  great 
grandchildren. 

Milson,  Stuart  E.,  MD,  died  No- 
vember 10,  1992  at  home.  He  was 
bom  March  30,  1934  in  Green  Bay. 
He  graduated  from  Marquette 
Medical  School  in  1960.  He  served 
two  years  in  the  Army.  Dr  Milson 
was  a member  of  the  Brown  County 
Medical  Society,  State  Medical  Soci- 
ety, and  American  Medical  Associa- 
tion. He  is  survived  by  his  wife, 
Elaine,  one  daughter  and  son-in-law, 
Lezlie  (Gabriel)  Icaza,  Panama  City, 
Panama;  one  son  and  daughter-in- 
law,  David  (Danielle)  Milson,  Jerusa- 
lem; one  grandson,  one  brother;  one 
brother-in-law  and  one  sister-in-law. 

Morey,  Jr.,  Lloyd  W.,  DO,  died  on 
November  15, 1992  in  Milwaukee  at 
the  age  of  62.  He  received  his  degree 
from  the  Kirksville  College  of  Oste- 
opathy and  Surgery  in  1956.  He  was 
a member  of  the  Wisconsin  Associa- 
tion of  Osteopathic  Physicians  & 
Surgeons;  Wisconsin  Society  of  the 
American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and 
Surgery;  Milwaukee  District  Soci- 
ety of  Osteopathic  Physicians  and 
Surgeons;  Cranial  Academy; 


Katahdin  Foundation;  Wisconsin 
Academy  of  Osteopathy;  Milwau- 
kee County  Medical  Society  and 
State  Medical  Society.  He  is  sur- 
vived by  his  wife,  Sally,  seven  chil- 
dren; Robert  Morey,  Richard  Morey, 
Ruth  Olsen,  Roger  Morey,  Bill 
Morey,  Barbi  Morey,  and  Robin 
Trenier;  one  grandchild;  two  broth- 
ers; and  three  sisters. 

Prefontaine,  Kenneth  F.,  MD,  died 
November  29, 1992  at  the  age  of  91. 
He  was  bom  April  7,  1901.  He  at- 
tended the  University  of  Washing- 
ton in  Seattle;  Marquette  University 
in  Milwaukee,  and  Loyola  Univer- 
sity in  Chicago,  receiving  his  MD 
degree  in  1930.  He  served  his  in- 
ternship at  St.  Joseph's  Hospital, 
Milwaukee,  and  was  the  SUnger  area 
family  physician  for  13  years.  He 
was  a member  of  the  American 
Medical  Association,  State  Medical 
Society,  Washington  County  Medi- 
cal Society,  and  the  50- Year  Club  of 
Medicine.  Survivors  include  his 
wife,  Annemarie;  two  children, 
Frederick  of  Shawano  and  Julie 
Carlsen  of  Boca  Raton,  FL;  five 
grandchildren;  and  two  great-grand- 
children. 

Thulin,  John  A.,  DO,  died  Novem- 
ber 28,  1992  in  Platteville.  He  was 
bom  March  23, 1916  and  graduated 
from  Chicago  College  of  Osteopa- 
thy. He  joined  his  brother  in  medi- 
cal practice  in  Platteville  in  1958  and 
retired  in  1983  after  29  years  of  faith- 
ful service.  Dr.  Thulin  was  a mem- 
ber of  the  Wisconsin  Association  of 
Osteopathic  Physicians  and  Sur- 
geons. He  is  survived  by  his  wife, 
Eleanor;  a son,  John  Thulin  Jr.  of 
Chicago;  a daughter,  Karen  Ann 
Rude  of  Coon  Valley;  a stepson.  Dr. 
Frank  Simonie  of  Chester,  CT;  two 
daughters  from  his  first  marriage, 
Kay  Thulin  of  Canby,  OR,  and  Kath- 
leen Kuhl  of  Salem,  OR;  two  grand- 
sons, two  brothers  and  three  nieces.^ 
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The  American  Heart  Association  has  funded  a billion  dollars  worth  of  research.  But  the 
lives  saved  make  our  research  programs  worth  more  than  dollars  and  cents  can  measure. 
You  can  help  prevent  heart  disease  and  stroke.  We  can  tell  you  how.  Call  1-800-AHA-USAl. 


American  Heart  Association^ 


This  space  provided  as  a public  service.  ©1 993,  Amencan  Heart  Association 


Help  reduce  breast  cancer  deaths  by 

at  least  25  percent . . . 

Refer  your  female  patients 
for  regular  screening  mammograms 


Twelve  major  medical  organizations  recommend  that 
asymptomatic  women  ages  40-49  should  have  a 
screening  mammogram  every  1-2  years,  and  a physician's 
examination  every  year.  Asymptomatic  women  50  and 
older  should  have  a mammogram  and  a physician's  exam 
every  year. 

Scientists  estimate  that  if  women  followed  these 
guidelines,  breast  cancer  deaths  would 
decline  by  at  least  25  percent. 


AMERICAN 
^>CANCER 
f SOOETY® 

1599  Cliftort  Rd..  N.E. 
Atlanta,  GA  30329 


1891  Preston  White  Drive  ♦ 
Reston,  VA  22091 


Classified  ads 


Southwestern  Wisconsin  50  physician 
multi-specialty  group  practice  seeks  BC/ 
BE  physicians  in  the  following  disci- 
plines: Internal  Medicine,  Cardiology, 
Family  Practice,  OB/GYN,  Otorhinolar- 
yngology and  Pulmonology.  No  buy-in 
costs.  Call  schedules  you  can  live  with. 
Guaranteed  income  plus  productivity. 
Generous  benefit  package  including  5 
week  vacation/ CME,  $3,500  CME  al- 
lowance. New  facility  scheduled  for 
completion  in  1993.  Call  or  send  C.V.  to: 
Lee  Fivenson,  Physician  Staffing  Spe- 
cialist at:  THE  MONROE  CLINIC,  1515 
TenthSt.,  Monroe,  WI 53566.  1-800-373- 
2564.  2,4,6,8,9,10/93 

PEDIATRICS-ORTHOPEDIC  SUR- 
GERY-FAMILY  PRACTICE-INTER- 
NAL MEDICINE-UPPER  MIDWEST. 
B/E  or  B/C  physicians  for  partnership 
in  lakes  and  trees  community.  Shared 
call,  fully  equipped  and  staffed  office, 
very  competitive  guaranteed  salary,  and 
comprehensive  benefit  package.  Also 
numerous  LOCUM  TENENS  positions 
available.  For  information  on  opportu- 
nities in  the  UPPER  MIDWEST,  send 
C.V.  to:  Mary  Jo  Cordes,  President, 

MDsearch,  P.O.  Box  21507,  St.  Paul,  MN 
55121;  or  call  1-800-484-9645,  ext.  7291, 
(612)454-7291,  or  FAX  (612)454-7277. 

2-7/93 

Family  Practice  opportimities  in  Wis- 
consin, Illinois,  New  York,  Ohio,  Iowa, 
Michigan  and  Arizona,  urban,  subur- 


RATES: 55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:Copy  must  be 
received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


ban,  rural,  solo,  single  specialty  and 
multispecialty  groups.  All  offer  attrac- 
tive compensation  packages,  with  com- 
petitive salaries,  benefits,  income  guar- 
antees. For  more  detailed  information 
about  each  of  these  practice  opportuni- 
ties, contact  Carol  Radke  at  800-%9-7715, 
or  fax  CV  to  414-226-4131.  All  inquiries 
will  be  kept  strictly  confidential. 

2-5/93 

The  Wausau  Medical  Center  is  seeking 
Board  Certified-Eligible  individuals  in 
the  following  specialties:  Dermatology, 
Family  Medicine,  Gastroenterology,  Ob- 
stetrics/Gynecology, Orthopedics,  Pe- 
diatrics, Occupational  Medicine  and 
Urology.  Large  multi-specialty  group 
located  in  central  Wisconsin.  Competi- 
tive salary  (incentive  after  first  year). 
Comprehensive  benefit  package  includ- 
ing malpractice  insurance,  flexible  bene- 
fit plan  and  profit  sharing.  Modem  fa- 
cility located  directly  across  the  street 
from  250-bed  acute  care  facility.  The  area 
is  ideal  for  outdoor  enthusiasts  (includ- 
ing large  downhill  ski  area)  with  out- 
standing cultural  activities  year  round. 
Write  or  call  collect  David  K.  Aughen- 
baugh,  MD,  Medical  Director,  Wausau 
Medical  Center,  2727  Plaza  Drive,  Wau- 
sau, Wisconsin  54401,  telephone 
(715)847-3235.  2/93;tfn 

Madison,  Wisconsin.  Positions  avail- 
able: Family  Practice  with  OB;  Family 
Practice  for  Acute  Care  Clinic,  and  Inter- 
nal Medicine.  Excellent  salary,  benefits, 
lifestyle.  Contact  Professional  Staff 
Coordinator,  Group  Health  Cooperative, 
One  South  Park  Street,  Madison,  WI 
53715:  ph  608-251-4156.  GHCis  an  equal 
opportunity/affirmative  action  em- 
ployer. 1-4/93 

Oshkosh,  Wisconsin  - Medical  Groups 
are  recmiting  in  Emergency  Medicine, 
Internal  Medicine,  OB/GYN,  Rheuma- 
tology, and  Child  Neurology.  Mercy 
Medical  Center  has  an  active  medical 
staff  of  120  physicians  in  all  medical 
specialties.  Oshkosh  is  an  attractive  com- 
munity of  55,000  people,  located  on  the 
shores  of  Lake  Winnebago  and  in  the 
heart  of  Wisconsin's  beautiful  Fox  River 
Valley  (metro  area  of  350,000  people). 
University  of  12,000  students.  Competi- 
tive financial  packages.  Contact  Chris- 


topher Kashnig;  Mercy  Medical  Center; 
631  Hazel  Street;  Oshkosh,  WI  54902. 
Call  414-236-2430.  Fax:  414-231-5677. 

1-2/93 

OB/GYN  - Physician  needed  to  practice 
obstetrics  in  a Northern  Michigan  com- 
munity. Presently  there  are  two  OB/ 
GYN's  in  partnership  and  an  additional 
physician  is  needed.  Partnership  offers 
a salary  guarantee  of  $225,000  with  ex- 
cellent benefits.  Contact  Doctors  Cook 
or  Henke  at  906-779-1290  or  John  Schon, 
Administrator,  Dickinson  County 
Memorial  Hospital,  400  Woodward 
Avenue,  Iron  Mountain,  Michigan  49801. 
800-236-3240  1-2/93 

Gastroenterologist,  Neurologist,  Psy- 
chiatrist - Excellent  opportunity  for 
physicians  to  establish  a prosperous 
practice  at  a progressive  107-bed  com- 
munity hospital  with  a medical  staff  of 
48  physicians  and  a service  area  popula- 
tion of  over  60,000.  Vibrant  Northern 
Michigan  community  offers  all  summer 
and  winter  recreational  activities.  Sal- 
ary guarantees  with  excellent  benefits 
provided.  Send  CV  or  contact  John  Schon, 
Administrator,  Dickinson  County 
Memorial  Hospital,  400  Woodward 
Avenue,  Iron  Mountain,  Michigan  49801. 
800-236-3240  1-2/93 

Ideal  Internal  Medicine  Practice  - Ex- 
cellent opportunity  for  BC/BE  Internist 
to  establish  a prosperous  practice.  Pro- 
gressive 107-bed  community  hospital 
with  a medical  staff  of  48  physicians  and 
a service  area  population  of  over  60,000. 
Vibrant  Northern  Michigan  community 


Echocardiography: 
Applications  for  the  1990's 


Quality  Inn  - Airport,  Milwaukee,  WI 

March  27,  1993 

Faculty:  Linda  Crouse,  M.D., 

Rami  Gal,  M.D.,  Navin  Nanda,  M.D., 
John  Thomas,  M.D. 

Topics  include:  TEE,  Stress  Echo, 
Pediatric  Echo 

This  course  offers  6 CME  credits 

Contact:  St.  Francis  Hospital, 
Educational  Services 
414-647-5009 
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with  all  summer  and  winter  recreational 
activities.  Salary  guarantee  of  $135,000 
with  excellent  benefits.  Send  CV  or 
contact:  John  Schon,  Administrator, 

Dickinson  County  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49801.  800-236-3240  1-2/93 

Are  you  a Board  Certified  Family  Prac- 
tice Physician  interested  in  relocating  to 
practice  pure  medicine?  MediCenter,  Inc. 
is  a fast-growing,  progressive  health  care 
provider  for  major  corporations  with 
current  opportunities  in  WI,  GA,  and 


PHYSICIAN 

PRIMARY  CARE/PUBLIC 
HEALTH  ACADEMIC 

The  Medical  College  of  Wisconsin 
(MCW)  is  seeking  a full-time 
physician  to  direct  and  provide 
clinical  services  in  City  of  Milwau- 
kee Health  Department  (MHD) 
facilities,  and  to  develop  linkages 
between  these  clinical  services  and 
MCW's  educational  and  research 
programs. 

Key  responsibilities  include  direct- 
ing and  providing  clinical  serv- 
ices in  selected  MHD  facilities,  STD 
and  employee  health  clinics  and 
developing  related  policies  for  the 
Milwaukee  community,  develop- 
ing and  supervising  educational 
programs  for  MCW  medical  stu- 
dents and  residents  in  MHD  fa- 
cilities, and  developing  relevant 
research  programs  in  cooperation 
with  MCW  faculty. 

For  further  information,  contact: 
Charles  Gessert,  MD,  Division  of 
Community  Health  Programs, 
Department  of  Family  and  Com- 
munity Medicine,  Medical  College 
of  Wisconsin,  8701  Watertown 
Plank  Road,  Milwaukee,  Wl  53226 
- (414)  778-4363.  The  Medical 
College  of  Wisconsin  is  an  Equal 
Opportunity  Affirmative  Action 
Employer.  M/F/D. 


MD.  SllOK — $115K  or  more  for  experi- 
ence, signing  bonus,  tremendous  bene- 
fits and  all  insurance  paid  — including 
malpractice.  No  investment  required! 
Call  Dr.  Richard  Campbell  at  (405)  536- 
4377.  1-2/93 

Orthopedic  Surgeon  - Physician  needed 
to  practice  general  orthopedics  in  a 
Northern  Michigan  community.  The 
partnership  or  solo  practice  offers  a sal- 
ary guarantee  of  $250,000  and  excellent 
benefits.  Contact  Doctors  Roberts  or 
Slajus  at  906-774-7647  or  John  Schon, 
Administrator,  Dickinson  County 
Memorial  Hospital,  400  Woodward 
Avenue,  Iron  Mountain,  Michigan  49801. 
800-236-3240  1-2/93 

Milwaukee:  Major  teaching  and  terti- 
ary care  facility  seeking  BC  Family  Prac- 
tice Physician  with  experience  in  ad- 


St. Francis  Hospital,  Milwaukee,  Wl 
presents; 

Twelfth  Annual  OB/GYN  Update: 
Update  on  Laparoscopic 
Hysterectomy 

April  2-3,  1993 
Milwaukee,  Wisconsin 

Conference  Focus: 

Live  Surgical  Cases 
C.A.S.H. 

Laparoscopic  Assisted  Hysterectomy 

Contact:  St.  Francis  Hospital, 
Educational  Services 
414-647-5009 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

11-12/92-1^/93 


ministration  for  position  of  Medical 
Director  of  new  FP  clinic.  Staff  physi- 
cians also  needed  with  28  clinic  hours 
per  week  required.  FP  physicians  may 
provide  services  of  which  they  are 
trained.  First  year  salary,  140K,  plus 
bonus  and  extensive  benefit  package. 
Contact  John  Goff,  Staff  Development 
Corporation,  13555  Bishops  Court,  Suite 
15,  Brookfield,  Wl  53005, 1-800-236-7688 
or  FAX  CV  to  414-789-5343.  12/92-2/93 

Wisconsin.  Family  practitioner  needed 
by  a growing  practice  of  a four  physician 
group  in  a friendly  rural  community  in 
northeast  Wisconsin  near  Green  Bay. 
This  is  an  excellent  opportunity  to  join 
an  established  organization.  Highly 
competitive  salary  with  benefits.  Please 
contact:  Artwich  Clinic,  Oconto  Falls, 
WI  54154.  1-3/93 

Madison  Area.  BC/BE  Family  Physi- 
cian or  Emergency  Medicine  Physician 
for  full  time  ER  st^f  of  small  hospital  20 
minutes  from  Madison.  Relaxed  small- 
city  setting.  Benefits  include  tax  shel- 
tered annuity  and  relocation  expenses. 
For  more  information  on  this  opportu- 
nity, contact  Maria  Selthafner  at  800- 
969-7715,  or  FAX  CV  to  414-226-4131. 

12/92-2/93 


Internist.  Two  young  BC  Internists  are 
seeking  a third  BC/BE  Internist  for 
well  established,  rapidly  growing  prac- 
tice located  in  pleasant  central  Wiscon- 
sin University  town  of  30,000.  Ideal 
practice  opportunity  with  equal  bal- 
ance of  consultative  and  primary  care; 
well  equiped  120  bed  hospital,  12  bed 
ICU.  Comprehensive  benefit  package 
includes  first  year  salary  guarantee, 
full  malpractice  insurance  and  part- 
nership buy-in  after  one  year.  Send  CV 
to:  Stevens  Point  Internal  Medicine, 
SC,  3504  E.  Maria  Dr.,  Stevens  Point, 
Wl  54481.  (715)  341-8044.  10/92-3/93 
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Wisconsin.  120  physician  multi-specialty 
clinic  in  the  Fox  River  Valley  of 
northeastern  Wisconsin  desires  two  BC/ 
BE  pediatricians  to  join  department  of  1 5 
BC/BE  pediatricians.  Excellent 
compensation  and  benefit  package, 
leading  to  shareholder  status  after  two 
years.  The  community  offers  a superb 
recreational,  cultural,  and  family 
environment  in  which  to  practice.  For 
information  please  call  or  write:  Howard 
Kidd,  MD,  La  Salle  Clinic,  411  Lincoln 
St,  Neenah,  WI  54956;  ph  414-727-4276. 

3tfn/91 

Family  practice  physician  needed  by 
progressive  and  growing  group  practice 
in  west  central  Wisconsin.  City  of  60,000. 
Ninety  miles  from  Minneapolis/ St  Paul. 
Primarily  prepaid  practice  with  large 
component  FFS.  Highly  competitive 
salary  with  excellent  fringe  l^nefits. 
Practice  high  quality  care  in  good  rec- 


WISCONSIN:  Growing  South- 
ern-Wisconsin,  47-physician, 
multi-specialty  group  is  seeking 
an  internist,  ol>gyn,  ortho  surgeon, 
and  rheumatologist.  Guaranteed 
salary  with  incentive  plus  full 
benefit  package.  Excellent  family 
environment  in  college  commu- 
nity of  50,000+.  Send  C.V.  to  J.  F. 
Ruethling,  Administrator,  Beloit 
Clinic,  SC,  1905  Huebbe  Parkway, 
Beloit,  WI  53511,  or  call  (608)  364- 
2200.  2-4/93 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-specialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  winning  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8480,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703. 


reational  area.  Send  CV  to  Stuart  Lancer, 
MD,  MBA,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552.  1-3/93 

Family  practitioner-internal  medicine- 
O^GYN  to  join  progressive  13-physidan 
group  practice.  Rural  college  town  30 
miles  from  St.  Paul,  MN.  New  clinic  and 
new  hospital.  Contact  Robert  B.  Johnson, 
MD,  River  Falls,  WI  54022  (715)  425- 
6701.  c9tfn/91 

Milwaukee  suburb.  Established  and 
growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opportunity.  Positions 
available  in  internal  medicine,  family 
practice,  and  pediatrics.  Please  send  CV 
to  Administrator,  Park  Crest  Medical 
Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  3tfn/91 


Primary  Care  Update 
on  Gastroenterology 
June  11  & 12, 1993 

Course  Directors: 

Dr.  J.  Geenen  & Dr.  M.  Wasiullah 

The  course  will  be  held  at  the  Hyatt 
Hotel  in  Milwaukee  on  June  11  & 
June  12.  This  one  and  a half  day 
accredited  course  is  designed  to 
update  the  physician  on  Gastro- 
enterology management  of  a vari- 
ety of  diagnoses  - dyspepsia, 
GERD,  diarrhea,  G1  bleeding, 
hepatitis,  colon  polyps,  irritable 
bowel  syndrome,  inflammatory 
bowel  disease.  Special  lectures  will 
be  given  on  NSAlD's,  Pediatric  GI 
and  endoscopic  ultrasound. 

In  addition,  there  will  be  video 
workshops  on  flexible  sigmoido- 
scopy, and  infrared  treatment  of 
hemorrhoids. 

Included  in  the  course  registra- 
tion is  daily  continental  breakfasts, 
lunch  (with  guest  speaker)  on  Fri- 
day, and  CME  certificate.  Price: 
$50/ physician;  $25/ resident/ in- 
tern. 

For  further  information  call  414- 
636-8100,  ext.  266.  2-5/93 


Medical  Meetings-Continuing 
Medical  Education 


AMA 

June  13-17,  1993:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


Avoid  capital 
gains  tax. 
Support  the 
American  Heart 
Association. 


'ally  pushes  Dow  6.47  highei 


American  Heart  Association 
you  may: 


• avoid  capital  gams  tax  on 
appreciated  securities  or 
other  property 

• reduce  current  and  future 
income  taxes 

• provide  a lifetime  income 
for  yourself  or  beneficiaries 

• avoid  probate  and  publicity 

• maximize  estate  tax 
savings 

It  may  pay  you  to  inquire 
about  the  American  Heart 
Association's  Planned  Giv- 
ing Program  by  contacting 
your  local  American  Heart 
Association. 

Sometimes,  It  can  be  bet- 
ter to  give  than  to  receive. 

American  Heart 
Association 

This  space  provided  as  a public  service. 
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Practice  for  Sale:  East  side  Mil- 
waukee physician  desires  to  sell 
his  primary  care-family  practice, 
near  hospital.  Good  patient  mix. 
Great  opportunity  for  dynamic 
person  to  purchase  goodwill,  pa- 
tient records,  medical  equipment. 
Contact:  Barton-Collins,  Ltd.,c/o 
Dan  Collins,  9401  West  Beloit 
Road,  Suite  #312,  Milwaukee,  WI 
53227;  ph  414-541-6099.  1-2/93 


THIS  LISTING  is  compiled  by 
the  State  Medical  Society  of 
Wisconsin  in  cooperation  with 
others  who  wish  to  maintain  a 
centralized  schedule  of  meetings 
and  courses  of  interest  to 
Wisconsin  physicians  and  to 
avoid  scheduling  programs  in 
conflict  with  others.  Hospitals, 
clinics,  specialty  societies,  and 
medical  schools  are  particularly 
invited  to  utilize  this  listing 
service.  There  is  a nominal  charge 
for  listing  of  Continuing  Medical 
Education  courses  at  the 
following  rates:  55  cents  per 
word,  with  a minimum  charge 
of  $25.00  per  listing.  All  listings 
must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per 
column  inch.  Listings  of  other 
scientific  meetings  will  be 
included  at  the  discretion  of  the 
editors. 

COPY  DEADLINE  for  listings  is 
1st  of  the  month  preceding  the 
month  of  publication:  eg,  copy 
for  the  August  issue  is  due  by 
July  1.  Address  communi- 
cations to:  Wisconsin  Medical 
Journal,  Box  1109,  Madison,  WI 
53701 ; or  phone  608-257 -6781 ; or 
toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the 
United  States  are  published  in 
the  first  issue  of  each  month  of 
the  Journal  of  the  American  Medical 
Association. 


Air  Force  Medicine  56 

Air  Force  Reserve  78 
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Medicine  88 

Army  Medicine  101 

Berlin  Memorial  Hospital 53 

Bristol  Myers  IBC,  BC 

Clipper  Cruise  Lines 83 
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Raiter  Clinic  95 

Riverview  Clinic  96 

SMS  Insurance  Services,  Inc 97 


State  Medical  Society  of 
Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS 
1993-1994 

The  1993  meeting  will  be  in  La 
Crosse.  All  other  meetings  will  be 
held  in  Milwaukee  at  the 
Milwaukee  Exposition  and  Con- 
vention Center  and  Arena 
(MECCA)  and  the  new  Hyatt 
Regency  as  the  headquarters  hotel, 
unless  otherwise  indicated. 

1993  -April  14-17:  La  Crosse 

Convention  Center, 
Radisson 

1994  - April  13-16:  Milwaukee 
Further  information;  Commission 
on  Continuing  Medical  Education, 
State  Medical  Society  of  Wisconsin, 
Box  1109,  Madison,  WI  53701. 
Local  Telephone:  257-6781;  toll- 
free  in  Wisconsin:  1-800-362-9080. 


Join 
Dr.  Epps. 


Jdn 

TlieAMA. 

“The  AMA  has  never 
lost  sight  of  what  I think 
its^^rimary  goal  is:  to 
improve  the  public  health. 
And  the  AMA  has  played  a 
leading  role  in  issues  such 
as  smoking  and  drug  abuse.” 
Join  Dr.  Charles  H. 
Epps,  Jr.,  Dean  of  Howard 
University  College  of 
Medicine,  in  the  American 
Medical  Association.  Call 
this  toll-free  number  now. 

1-800-AMA-3211 


American 

Medical 

Association 
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PRAUACHOL*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  the  medcation. 

Active  liver  disease  or  unexplained,  persetent  etevatons  n l^er  function  tests  (see  VWRNINGS) 

Pregnancy  and  lactatKjn.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lcwenng  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterotemia. 
Cholesterol  and  other  products  of  cholesterol  bosynthese  are  essential  components  for  fetal  development 
fmcludng  synthesis  of  steroids  and  cell  membranes).  Srce  HMG-CoA  reductase  rhibitors  decrease  cholesterol 
synthesis  and  possibly  the  synthesis  of  other  bologicalty  acti>«  substances  den\«d  from  cholesterol,  the/  may 
cause  fetal  harm  when  admnistered  to  pregnant  women.  Therefore,  HMG-CoA  reductase  inhibitors  are  contran- 
dicated  during  pregnancy  and  r nursing  mothers  Pravastatin  should  be  administered  to  women  of  child- 
bearing age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  takng  this  class  of  drug,  therapy  should  be  discon- 
tnued  and  the  patient  apprised  of  the  potential  hazard  to  the  fetus. 

ARMINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lowenng  therapies,  hase  been  associated 
with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transamhase  (ALT  AST)  values  to  more  than 
3 times  the  tpper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been 
reported  m 1.3%  of  patients  treated  with  pravastatin  n the  U.S.  o«r  an  a^rage  period  of  18  months.  These 
abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
tfiose  patients  ri  whom  these  abnormalites  were  belie.ed  to  be  related  to  pravastatin  arxJ  who  were  discontnued 
from  therapy,  the  transamnase  levels  usually  fell  sloAfy  to  pretreatment  le-ete.  These  biochemical  findings  are 
usually  asymptomatic  although  worldwide  experience  ndicates  that  anorexia,  weakness,  and/or  ^xJominal  pain 
may  also  be  present  in  rare  patients. 

As  with  other  lipid-iowenng  agents,  liver  function  tests  should  be  performed  dunng  therapy  with  pravastatn. 
Serum  amnotransferases.  including  ALT  (SGPT).  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  fist  three  months,  every  eight  weeks  dumg  the  remainder  of  the  first  year,  and  periodically  thereafter  (e.g., 
at  about  six-month  rtervals).  Spe^  attention  should  be  given  to  patients  v^^  develop  increased  transamnase 
levels-  Liver  function  tests  should  be  repeated  to  confirm  an  elation  arxi  subsequently  monitored  at  more 
frequent  ntervate.  If  ncreases  n AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  rxDrmal  arxj  persist, 
then  therapy  should  be  discontnued.  Ftersistence  of  significant  amnotransferase  elevations  follOMng  discon- 
tnuation  of  therapy  may  warrant  consideration  of  IK«r  biopsy. 

/Vctive  liver  disease  or  un©<plained  transamnase  elevations  are  contraindications  to  the  use  of  prai^tatn  (see 
(X)^T^Tl^lNDCATIONS)  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history 
of  liver  disease  or  heavy  alcohol  ngeston  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/Metabolism). 
Such  patients  should  be  dosefy  monitored,  started  at  the  iCMer  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyotysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class,  tkxxxnplicated  myalgia  has  also  been  reported  in 
pravastatr-treated  patients  (see  ADVERSE  REACTIONS^  Myopathy,  defined  as  muscle  achng  or  muscle  weak- 
ness m coniixction  with  ncreases  n creatine  phosphokrase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  rxxmal  was  reported  to  be  possibly  due  to  pravastatin  n only  one  patient  n cincal  tnals  (<0.1%).  M^pathy 
should  be  considered  r any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  m^ed 
etevatjon  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pan,  tenderness  or  weak- 
ness, partculariy  if  accompanied  by  malaise  or  fev^  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  eg.,  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  unconti^led  epilepsy. 

The  nsk  of  myopathy  during  treatment  with  lovastatr  is  increased  if  therapy  with  either  cyclospxxne.  gem- 
fibrozil. erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  experience  with  the  use  of  pravastatr 
together  vvith  cydospome.  Myopathy  has  not  been  observed  in  clinica)  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatr  together  with  niacin.  One  trial  of  limited  size  rvolvrg  combred  therapy  with 
pravastatr  and  gemfibrozii  shewed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
muscubsketetal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatr  monotherafv.  Myopathy  was  not  reported  in  this  trial  (see  FT^E(IAUT10NS: 
Drug  Interactions).  (!^  patient  developed  myopathy  when  dofibrate  was  added  to  a prwously  well  tolerated 
regimen  of  pravastatin;  the  myopathy  resoh^d  when  dofibrate  therapy  was  stopped  and  pravastatr  treatment 
continued.  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

Gen^l:  Pravastatr  may  elevate  creatine  phosphokrase  arxj  transaminase  levels  (see  ADVERSE  RE/VCTONS). 
This  should  be  considered  r the  differenti^  diagnosis  of  chest  par  r a patient  on  therapy  with  pravastatr. 

Homozygous  Familial  Hypercholesterolemia.  Pravastatr  has  not  been  evaluated  r patients  with  rare  homo- 
zygous familial  hypercholesterotemia.  In  this  ^oup  of  patients,  it  has  been  reported  that  HMG-Ck>A  reductase 
rhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors. 

Renal  Insuffidency.  A single  20  mg  oral  dose  of  pravastatr  was  admristered  to  24  patients  with  varyrg 
degrees  of  renal  impairment  (as  determned  by  creatnne  clearance).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatin  or  its  3a-hydroxy  isomenc  metabolite  (SO  31 .9(D6).  A small  increase  was  seen  in  mean  AUC 
values  arxj  half-life  (ti/2)  for  the  ractive  enzymatic  ring  hydroxylation  metabolite  (SQ  31 .945).  Given  this  small 
sample  size,  the  dosage  admnstered.  arxj  the  degree  of  rdividual  variability,  patients  with  renal  impairment  who 
are  receiving  pravastatr  should  be  closely  monitored. 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplared  muscle  pain,  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever. 

Drug  Interactions:  Imminosuppressrve  Drugs.  Gemffbnozil.  Niacr  (Nicotrve  Aoeft  Erythromycin:  See  YEARN- 
INGS Skeletal  Muscte. 

Antipyme:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  corxxxnitant  administration  of  prav- 
astatin. Since  pravastatr  does  not  appear  to  induce  hepatic  drug-metabolizrg  enzymes,  it  is  not  expected  that 
any  significant  rteraction  of  pravastatin  with  other  drugs  (e.g.,  phenytor.  quridine)  metabolized  the  cyto- 
chrome P450  system  will  occur. 

Cholestyramiie/ColesOpol:  Corxximitant  administration  resulted  r an  approximately  40  to  50%  decrease  r 
the  mean  AUC  of  pravastatin.  How&/er.  when  pravastatr  was  admristered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  cotesttpol  and  a standard  meal,  there  was  no  clinically  significant  decrease  r 
bioavailability  or  therapeutc  effect.  (See  DOSA(3E  AND  AE)MINISTRAT10N:  Concomitant  Therapy.) 

YVferfe/n.'  In  a study  rvolvrg  10  healthy  mate  subjects  given  pravastatr  and  warfarr  concomitantly  for  6 days, 
bcavailability  parameters  at  steady  state  for  pravastatr  (parent  compourxj)  were  not  altered.  Pravastatr  did  rx)t 
alter  the  plasma  protein-brding  of  warfarr.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarr  but 
did  rx)t  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  r mean  prothrombr  time  after 
6 days  of  concomitant  therapy).  HoweN^r.  bteedrg  arfo  extreme  prolongation  of  prothrombr  time  has  been 
reported  with  arx>ther  drug  r this  class.  F^tients  receivrg  warfOTi-type  anticoagulants  should  have  ther  pro- 
thrombin times  closety  monitored  when  pravastatr  is  initiated  or  the  dosage  of  pravastatr  is  changed. 

OmetJdine:  The  AJJCo-i2hr  pravastatin  when  given  with  ametidlne  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  gNen  alone.  A significant  difference  was  observed  between  the  AUC’s  for  pravastatr 
when  given  with  dmetidre  compared  to  when  admristered  with  antacid. 

Digoxri:  In  a crossover  trial  rvoMng  18  healthy  mate  subjects  given  pravastatr  and  digoxin  ccrcurrently  for  9 
days,  the  boavailability  parameters  of  digoxr  were  not  affected-  The  /EUC  of  pravastatr  tended  to  ncrease.  but 
the  overall  boavailability  of  pravastatr  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered. 

Gemfibrozil:  In  a crossorer  study  r 20  healthy  mate  \X)lunteers  given  corxxxnitant  single  doses  of  jxavastatr 
arxj  gemfibrozil,  there  was  a significant  decrease  r urrary  excretion  arxj  proter  bndng  of  pravastatr.  In 
addition,  there  was  a significant  increase  n AUC,  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906. 
(Combination  therapy  with  pravastatr  arxj  gemfibrozil  is  generally  not  recommended. 

In  rteraction  studes  with  aspinn.  anfaoefe  (1  hour  prior  to  PRAVACHOL).  ometidrie.  nicotnc  acid,  or  probucot. 
rx)  statistically  significant  differences  r boa^lability  were  seen  when  PRANACHCX  (pravastatr  sodium)  was 
admristered- 

Other  Drugs:  During  cincal  trials,  no  noticeable  drug  nteractons  were  reported  when  PRAVASHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  convertrg-enzyme  rhibitors.  calcium  channel  blockers,  beta- 
blockers.  or  nitroglycerr. 

Endoerm  Fisiction:  HMG-(CoA  reductase  rhibitors  rterfere  with  cholesterol  synthesis  and  lower  arculatrg 
cholesterol  lerels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results 
of  clinical  tnab  with  pravastatr  in  males  arxj  post-menopausal  females  were  rconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  le^ieis.  In  a study  of  21  mates,  the  mean  testosterone  response  to 
human  chononc  gonadotropn  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatr.  the  percentage  of  patients  showrg  a ^50%  nse  in  plasma  testosterone  after  hunwi 

chononic  gonadotropn  stimulation  did  not  change  significantty  after  therapy  h these  patients.  The  effects  of 
HMG-CfoA  reductase  rhibitors  on  spermatogenesis  arxj  fertility  ha\«  not  b^  studied  in  adequate  numbers  of 
patients.  The  effects,  if  any.  of  pravastatn  on  the  pituitary-gonadal  axis  r pre-merxDpausal  females  are  unkrxiwn. 
Patients  treated  with  pravastatn  who  display  dincal  evxjence  of  endocrine  dysfircton  should  be  evaluated 
appropriately.  (!)aution  should  also  be  exerdsed  if  an  HMG-CoA  reductase  nhibitor  or  other  agent  used  to  lovrer 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g.,  ketoconazote.  spirorxjiactone, 
ometidne)  that  may  dirnreh  the  levels  or  activity  of  stefoxj  hormones. 

CNS  Toxicity:  OJS  vascular  tesons.  characterized  by  penvascular  herrxxrhage  arxj  edema  and  rrxxKructear 
cell  nfiltration  of  penvascular  spaces,  were  seen  in  dogs  treated  with  pravastatr  at  a dose  of  25  mg/kg/day,  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  n humans  takrg  40 
mg/day.  Similar  OIS  vascular  lesions  have  been  observed  with  several  other  drugs  r this  dass. 


A chemically  similar  drug  n this  dass  produced  optic  nenre  degeneration  (VEfaJlenan  degeneration  of  reti- 
nogeniculate  fibers)  r dixcally  normal  dogs  r a dose-dependent  fashon  startrg  at  60  mg/kg/day.  a dose  that 
pxoduced  mean  plasma  drug  teiets  about  30  times  higher  than  the  mean  drug  level  r humans  takng  the  hic^iest 
recommended  dose  (as  measured  by  total  enzyme  nhibitory  actrvrty).  This  same  drug  also  produced  \res- 
libukxochtear  V\fellenan-like  degeneration  and  retrial  gangbon  cell  chromatolysis  r dogs  treated  for  14  weeks  at 
180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  smilar  to  that  seen  with  the  60  mg/kg  dose. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  n rats  fed  pravastatn  at  doses  of 
10. 30.  or  100  mg/kg  body  weight,  there  was  an  ncreased  noderxre  hepatocellular  cafcnomas  n mates  at  the 
highest  dose  (p<0.01).  AIttxxjgh  rats  were  givren  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  r humans  given  40  mg 
pravastatn  as  measured  by  AUC. 

The  oral  admnstration  of  10.  30.  or  100  mg/kg  (produeng  plasma  drug  levels  approximately  0.5  to  5.0  tmes 
human  drug  levels  at  40  mg)  of  pravastatn  to  mice  for  22  rrxxvths  resulted  n a statistically  sigrifcant  ncrease  in 
the  incidence  of  malignant  lymphomas  in  treated  femates  when  all  treatment  groups  were  pooled  arxj  compared 
to  controls  (p<0.05).  The  incidence  was  not  dose-related  and  mate  mice  were  not  affected. 

A chemically  similar  drug  n this  dass  was  admnistered  to  mce  for  72  weeks  at  25.  1(X).  arxl  400  mg/kg 
body  weight,  which  resulted  n mean  serum  drug  levels  approximately  3. 15.  arxj  33  tmes  higher  than  the  mean 
human  serum  drug  concentration  (as  total  nhibitory  actrv^)  after  a 40  mg  oral  dose.  Uver  carenomas  were 
significantly  increased  n higp-dose  femates  arxj  mid-  arxj  hi^-dose  mates,  with  a maximum  nodence  of  90 
percent  n mates.  The  irxxjence  of  adenomas  of  the  liver  was  signrficantly  ncreased  in  mxJ-  arxj  high-dose 
femates.  Drug  treatment  also  significantly  rcreased  the  rodeixe  of  lung  adenomas  r mid-  arxj  high-dose  mates 
arxj  females.  Aderxxnas  of  the  eye  Hardenan  gland  (a  glarxj  of  the  eye  of  rodents)  were  significantly  higher  n high- 
dose  mice  than  r controls. 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the  follcwvng 
studies:  mcrobial  mutagen  tests,  using  mutant  strans  of  Salmonella  typhimunum  or  Eschenchta  edi:  a forward 
mutation  assay  nL5178YTK  +/-  rrxxjselympfxxna  cells:  a chrornokxnal  aberration  test  nharnsteroeSs:  and 
a gene  corrversen  assay  using  Saccharomyces  cerevtsiae.  In  addition,  there  was  no  evxjerxre  of  mutagencity  n 
either  a dominant  lethal  test  in  mice  or  a micronucteus  test  m mice. 

In  a study  r rats,  with  daily  doses  Lfo  to  5(X)  mg/kg,  pravastatr  did  not  produce  any  adverse  effects  on  fertil- 
ity or  general  reproductive  performance.  Hweer,  r a study  with  arxDther  HMG-CcA  reductase  rhtMtor,  there 
was  deaeased  fertility  r mate  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  rot 
observed  r a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entre  cycle  of 
spermatogenesis,  including  epldidymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  semrirferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  eprthefium)  was  ob- 
served. Althou^  rxDt  seen  with  pravastatn.  two  simil^  drugs  in  the  class  caused  drug-related  testicular  atrophy, 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The  clinxral 
Significance  of  these  firxjings  is  inclear. 

Pregnancy:  Pregnancy  Category  X:  See  CO^fT^^^OC!A^(>JS. 

Safety  n pregnant  women  has  not  been  established.  Pravastatn  was  not  teratogenic  n rats  at  doses  up  to 
ICXX)  mg/kg  daily  or  n rabbits  at  doses  of  up  to  50  mg/kg  dally.  These  doses  resulted  n 20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter2).  Howerer.  n studies  with  another  HMG-C^  reductase 
nhibitor.  skeletal  malformations  were  obser^  n rats  and  mice.  PRAVACHOL  (pravastatn  sodium)  should  be 
admnistered  to  women  of  child-bearing  potential  only  when  such  patents  are  highly  unlikely  to  conceive  and 
have  been  nformed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  white  takng  FT^VACKX  (prav- 
astatn sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus. 
Nursing  Mothers:  A small  amount  of  pravastatn  is  excreted  n human  breast  milk.  Because  of  the  poten- 
tial for  senous  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
(XINTRAINDCATONS). 

Pediatric  Use:  Safety  arxj  effectiveness  n individuals  tess  than  18  v^ars  old  have  not  been  established.  Herx». 
treatment  n patients  1^  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECIAUTIONS  General.) 
ADVERSE  REACTIONS 

Pravastatn  is  generally  well  tolerated;  adverse  reactions  have  usually  been  mild  arxj  transient.  In  4-month  long 
placebo-controlted  tn^,  1 .7%  of  pravastatn-treated  patients  and  1 .2%  of  placebo- treated  patients  were  discon- 
tnued from  treatment  because  of  adverse  expenerx:«s  attnbuted  to  study  drug  therapy,  this  difference  was  not 
statistically  significant.  In  long-term  studies,  the  rrxKt  common  reasons  for  discontinuation  were  asymptomatic 
serum  transamnase  irx:reases  and  mikj.  non-specific  gastrontestinal  compiants.  During  dnica)  trials  the  overall 
nodence  of  adverse  eents  in  the  elderly  was  not  different  from  the  nodence  observed  n younger  patients. 
Adverse  Clinical  Events:  All  adverse  dneal  eents  (regardless  of  attribution)  reported  n rrxxe  than  2%  of 
pravastatn-treated  patients  n the  placebo-controlted  trials  are  identified  n the  table  betovy  also  are  the 
percentages  of  patients  n whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug: 


/Ml  Events  % 

E\«nts  Attnbuted  to  Study  Drug  % 

Body  System/Event 

Pravastatr 

(N=900) 

Placebo 
(N  = 411) 

Pravastatr 
(N  = 900) 

Placebo 
(N  = 411) 

(Cardiovascular 

Cardiac  Chest 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

1.1 

1.3 

0.9 

Gastrortestral 

Nausea/Nfomiting 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdomral 

5.4 

6.9 

2.0 

3.9 

(Constipation 

4.0 

7.1 

2.4 

5.1 

FTatutence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

2.0 

0.7 

(Ceneral 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  F^n 

3,7 

1.9 

0.3 

0.2 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculosketetal 

Localized  F^ 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizzness 

3.3 

3.2 

1.0 

0.5 

Renal/Genitounnary 

Urrary  AbTKxmality 

2.4 

2.9 

0.7 

1.2 

Respiratory 

(Common  (Cold 

7.0 

6.3 

0.0 

0.0 

Rhritis 

4.0 

4.1 

0.1 

0.0 

Cfough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantty  different  from  placebo. 

The  follCMflng  effects  have  been  reported  with  drugs  n this  dass; 

Stetefa/,  myopathy,  rhabdomyolysis. 

Neurological:  dysfunction  of  certan  cranial  nerves  (iixiuding  alteration  of  taste,  impairment  of  extra-ocular 
rTXJvement,  fadal  paresis),  trerrxx.  vertigo,  menxxy  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nenre 
palsy. 

Hypersensitivjty  Reactions:  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  n- 
dud^  one  or  rrxxe  of  the  followng  features:  anaphylaxis,  angioedema.  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatca.  vasculitis,  purpura,  thrombocylOjDerua.  leukopenia,  herrx)l^  anemia,  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticana.  asthema.  photosensitivity,  f&rer.  chiBs.  flushing,  malaise,  dyspnea, 
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Wisconsin  Care:  a thinking  person's  reform  plan 


There  is  currently  a great  deal 
of  anxiety  in  the  lives  of  all 
physicians,  particularly  in  regard  to 
changes  in  the  health  care  system. 
We  have  been  good  citizens  and  have 
played  the  game  by  the  rules  and 
within  the  boundaries  of  the  play- 
ing field.  Suddenly,  the  rules  are 
being  changed  and  the  boundaries 
of  the  field  are  being  redefined 
around  us. 

The  changes  that  are  occurring 
are  not  limited  to  only  physicians  or 
medical  care.  I am  sure  all  of  you 
have  noticed  the  influx  of  new 
United  States  Senators  and  Repre- 
sentatives in  Washington,  DC.  In 
the  business  community,  solid  citi- 
zens like  General  Motors,  IBM,  and 
Sears  are  undergoing  dramatic 
changes  in  their  business  plans. 
Things  that  have  been  constants  in 
our  society  are  changing  in  front  of 
our  eyes.  That  certainly  includes  the 
health  care  delivery  system. 

Tremendous  pressure  has  built 
up  to  change  our  current  health  care 
system.  This  pressure  has  built  up 
because  of  employer  concerns  about 
the  cost  of  health  care,  the  concerns 
of  politicians  about  the  cost  of 
Medicare  and  Medicaid,  media  at- 
tention focused  on  the  issue  of  ac- 
cess, and  the  increasing  concern  of 
the  public  about  their  health  care 
coverage.  Whether  all  of  this  mo- 
mentum for  change  is  justified  can 
be  debated;  the  fact  that  there  will  be 


change  is  not  debateable. 

When  the  health  care  system  is 
redesigned  there  will  be  no  auto- 
matic seat  at  the  bargaining  table. 
We  must  earn  a seat  by  demonstrat- 
ing our  intention  to  put  every  issue 
on  the  table  for  discussion  and  be 
prepared  to  objectively  discuss  ev- 
ery issue.  This  will  earn  us  credibil- 
ity that  will  make  it  impossible  to 
ignore  our  presence. 

CXir  challenge  is  to  protect  the 
good  in  our  current  system  while 
remaining  open  to  discuss  every 
issue.  Because  we  are  so  involved  in 
the  current  system,  and  see  the  many 
good  things  that  are  in  it,  it  is  some- 
times difficult  for  us  to  step  back 
and  enter  into  an  objective  discus- 
sion on  the  issues.  We  must  do  that. 
We  must  be  the  experts  who  can  tell 
others  what  we  think  will  work  and 
what  we  think  will  not  work.  When 
necessary,  we  will  have  to  compro- 
mise, but  always  we  will  do  what  is 
best  for  our  patients. 

Our  SMS  Task  Force  on  Health 
Care  Reform  has  created  a docu- 
ment for  us  that  will  guarantee  us  a 
place  at  the  table.  The  dedicated 
work  by  physicians  and  staff  that 
went  into  the  development  of  Wis- 
consin Care  almost  defies  descrip- 
tion. These  physicians,  with  the 
guidance  and  help  of  our  Medical 
Society  staff,  used  a very  objective 
and  in-depth  process  to  look  at  all  of 
the  health  care  reform  measures  that 
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were  in  place  in  other  states.  They 
also  looked  at  plans  proposed  by 
specialty  societies  and  the  AM  A. 
They  then  approached  each  of  these 
plans  asking  certain  critical  ques- 
tions and  answered  the  questions 
one  by  one.  As  these  questions  were 
answered,  Wisconsin  Care  began  to 
evolve.  The  task  force  did  an  excel- 
lent job. 

Certainly,  all  this  hard  work  was 
not  without  some  cost.  Not  every- 
one on  the  task  force  agreed  with 
every  part  of  the  final  plan.  There 
has  also  been  some  controversy  and 
discussion  within  the  physician 
community  over  the  plan  and 
whether  it  should  be  released  to  the 
public  before  it  is  discussed  by  the 
House  of  Delegates. 

At  our  Board  of  Directors  meet- 
Con tinned  on  next  page 
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Continued  from  preceding  page 
ing  I spoke  in  favor  of  taking  action 
on  Wisconsin  Care  and  allowing 
public  discussion  of  the  plan  once  it 
was  approved  by  our  Board  of  Di- 
rectors. I understand,  as  do  all  of  the 
directors,  that  the  actions  of  the 
Board  are  subject  to  discussion  and 
change  by  the  House  of  Delegates. 
Not  to  act  on  Wisconsin  Care  at  this 
time,  however,  would  not  have  been 
in  the  best  interests  of  the  State 
Medical  Society  or  the  physicians  of 
Wisconsin. 

Public  discussion  of  the  plan  will 
allow  everyone  to  know  what  the 
contents  of  the  plan  are.  Keeping  the 
plan  secret  would  only  lead  to  specu- 
lation and  misinterpretation  of  the 
parts  of  the  plan  that  did  leak  out.  It 
would  imply  that  we  had  something 
to  hide  and  that  we  were  not  ready 
to  have  an  open  discussion  on  the 
issues.  In  addition,  the  public  dis- 
cussion and  review  of  the  plan  that 
will  now  occur  will  be  of  benefit  to 
the  House  of  Delegates  when  it  has 
its  discussion  in  April. 


Just  as  importantly.  Gov  Tommy 
Thompson  and  other  state  leaders 
were  eager  to  hear  our  plan  and 
have  it  presented  to  them.  The  gov- 
ernor is  in  the  process  of  preparing 
his  own  health  care  plan  for  W iscon- 
sin,  which  he  expects  to  introduce 
later  this  year.  The  sooner  we  pres- 
ent our  ideas  to  the  governor,  the 
better  the  chance  that  they  will  be 
incorporated  into  his  plan.  The 
governor  has  tentatively  scheduled 
a meeting  for  March  31,  1993,  and 
plans  to  have  all  of  the  available 
health  care  proposals  presented  and 
debated  at  that  meeting.  Now  Wis- 
consin  Care  can  be  placed  on  the 
governor's  table  for  discussion. 

Just  as  importantly,  the  partial 
release  of  the  plan,  piece  by  piece, 
diminishes  the  public  attention  the 
plan  should  receive.  Having  meet- 
ings with  the  editorial  boards  of 
selected  papers  and  having  a press 
conference  to  announce  Wisconsin 
Care  will  give  it  more  public  visibil- 
ity. It  will  let  the  people  of  Wiscon- 


sin know  that  the  physicians  want 
to  help  solve  the  problems  in  the 
current  health  care  system. 

I think  a plan  has  been  developed 
of  which  each  of  us  can  say  we  sup- 
port at  least  95%.  It  is  unrealistic  to 
think  that  every  physician  in  Wis- 
consin will  completely  support  ev- 
ery part  of  the  plan.  After  hearing 
the  plan  and  reviewing  it  carefully, 
I expect  there  will  be  a lot  of  discus- 
sion among  the  physicians  of  Wis- 
consin. After  this  discussion  has 
occurred  on  the  issues,  let's  reach 
compromises  where  possible  and 
then  move  forward  to  implement 
the  plan. 

The  House  of  Delegates  will 
benefit  from  the  leadership  of  the 
Board  in  adopting  the  plan  and  from 
the  discussion  that  will  occur  at 
county  medical  society  meetings  and 
SMS  caucuses  around  the  state.  The 
House  will  also  benefit  from  the 
public  discussion  that  will  occur. 
Let's  take  this  opportunity  to  turn 
physician  anxiety  into  action.^ 


Voice  of  the  SMS 

Once  more  to  the  breach 

Many  things,  having  full  reference 
To  one  consent,  may  work  contrariously; 

As  many  arrows,  loosed  several  ways. 

Fly  to  one  mark;  as  many  ways  meet  in  one  town; 
As  many  fresh  streams  meet  in  one  salt  sea; 

As  many  lines  close  in  the  dial's  center; 

So  may  a thousand  actions,  once  afoot. 

End  in  one  purpose,  and  be  all  well  borne 
Without  defeat. 

—King  Henry  the  Fifth,  I,  ii 

From  all  stations  in  life,  but  they  came.  Male  and 
female,  old  and  young,  rural  and  urban,  primary  and 
specialty  care,  group  and  solo  practices,  pragmatists 
and  visionaries,  thinkers  and  doers— but  all  physi- 
cians dedicated  to  a single  cause.  Nearly  a year  ago. 


this  richly  varied  group  became  the  SMS  Task  Force 
on  Health  Care  Reform  and  took  on  the  mission  of 
preparing  this  organization  for  the  social  and  politi- 
cal reform  debates  that  hung  on  the  horizon  like  a 
thunderhead.  It  was  a call  that  required  more  than  a 
little  courage  to  answer,  and  these  men  and  women 
are  worthy  of  our  respect. 

The  months  of  meetings,  scores  of  studies  and 
hundreds  of  pages  of  reading  undertaken  by  the  task 
force  members  have  been  repeatedly  reported  and 
commended  elsewhere,  what  we  wish  to  acknowl- 
edge here  are  the  merits  of  their  product. 

Wisconsin  Care,  a copy  of  which  all  SMS  members 
received  in  early  March,  is  nothing  less  than  a re- 
markable document.  Is  it  perfect?  No.  But  in  an 

Continued  on  page  118 
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If  You  Think  The  Cost  Of  Living 

Is  High  Today. . . 

What  About  Tomorrow? 


We  can’t  precisely  predict  the  future.  But.  one  thing  is  certain. 
It'll  be  expensive.  Retirement  is  expensive.  So  is  death. 
They're  expensive  because  your  financial  needs  continue, 
while  your  earned  income  ends. 

Either  way,  you  need  to  prepare  for  the  future.  Providing 
dollars  to  cover  family  living  expenses.  Your  children's 
education.  Your  mortgage,  business,  and  other  commitments. 
Estate  taxes  and  expenses.  And  you  want  to  assure  your  own 
financial  security  after  you  stop  practicing  medicine. 


You  can  do  all  this  with  the  help  of  SMS  Insurance  Sendees. 
We're  the  only  Wisconsin  based,  physician  owned  insurance 
agency  exclusively  sendng  the  medical  community.  So  we 
understand  your  needs  better  than  anyone  else.  We  provide 
strategic  insurance  planning.  A comprehensive  approach  to 
your  insurance  needs  based  on  your  current  obligations  and 
future  objectives. 

You  can't  predict  the  future,  but  you  can  certainly  prepare 
for  it.  Review  your  life  insurance  now  with  an  SMS 
Insurance  Services  representative. 


NSURANCE  SERVICES,  INC. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 


Continued  from  page  116 

imperfect  world  populated  by  imperfect  beings,  we 
haven't  seen  too  many  examples  of  perfection.  Even 
with  its  warts  and  wrinkles—and  beauty  is  in  the  eye 
of  the  beholder— Wisconsin  Care  is  remarkable  for 
several  reasons: 

• It  demonstrates  a level  of  intensity,  a degree  of  en- 
gagement with  the  issue  that  is  uncommon,  if  not 
unprecedented,  among  state  medical  societies. 

• It  exhibits  the  task  force  members'  unusual  capac- 
ity for  compromise.  Knowing  full  well  the  strength 
of  opinion  and  emotion  underlying  many  of  the 
issues  addressed,  there  is  a certain  grace,  a certain 
dignity  that  lays  between  the  lines  of  this  docu- 
ment. 

• There  is  also  a certain  maturity  in  Wisconsin  Care 
that  has  been  missing  from  almost  all  other  such 
reform  plans.  It  is  found  in  the  thoroughness  with 
which  the  task  force  addressed  the  issues,  includ- 
ing volatile  topics  such  as  physician  reimburse- 
ment, consumer  responsibility  and  state  funding. 

• Finally,  Wisconsin  Care  is  a tribute  to  the  task 
force's  recognition  of  political  reality.  There  is  a 


balance,  a symmetry,  among  the  responsibilities 
delegated  to  the  various  health  care  players.  This 
is  not  only  an  essential  component  to  winning  | 
political  support,  it  is  crucial  to  the  success  of  any  ] 
plan  attempting  to  reform  our  health  care  system. 

The  plan  as  a whole  has  met  with  favorable  recep- 
tions from  the  media,  the  public,  the  state  govern- 
ment and  the  medical  profession.  Of  course,  every- 
one has  their  own  special  interests,  and  everyone  has  I 
their  own  ideas  on  how  to  fine  tune  the  plan,  but  that  j 
is  to  be  expected.  The  overall  thrust  of  Wisconsin 
Care— its  goals  and  its  principles— has  won  wide- 
spread praise,  and  the  SMS  has  exerted  itself  once 
again  as  a leader. 

The  challenge  now  is  for  the  physicians  of  W iscon- 
sin  to  follow  the  examples  of  the  SMS  Task  Force  on 
Health  Care  Reform  and  the  SMS  Board  of  Directors: 
Keep  our  eyes  on  the  big  picture,  be  willing  to  make 
sacrifices  for  the  good  of  the  profession,  and  work 
hard.  The  political  storm  is  about  to  begin. 

Oncemore  unto  thebreach,  dear  friends,  once  more. 


'Enjoy  the  e?cquisite  taste  of 
cCassical  Italian  cuisine  right 
here  in  ^Madison. . .at  Eeppino's 
ffor  all  of  your  dining  occasions. 
Let  chef  and  oumer  Eeppino  mahe 
yours  a night  to  rememSer. 
Choose  from  the  e?(tenswe  menu  of 
fresh  fish,  vecd,  chidcen  and  pastas 
...  or  any  of  the  nightly  specials. 


“JbuCCget  onCy  the  finest 
at  IPeyyino 's  ” 

Open  nightly  at  5 pm 
$518  University  Avenue  in  9dadison 
hetzveen  Whitney  Way  and 
9diddleton. 

Call  (60S)  233-2200 for  reservations. 
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If  you’ve  been  looking  for  a quick,  easy,  and 
affordable  alternative  to  sending  paper  claims, 
consider  WPS  Claims  Express.  WPS  Claims 
Express  is  a stand-alone  software  package, 
provided  by  WPS-Medicare,  that  enables  your 
office  to  transmit  electronic  claims  directly  to 
Medicare  Part  B without  the  purchase  of  an 
expensive  office  management  system. 

WPS  CLAIMS  EXPRESS  GIVES  YOU 
KEY  ADVANTAGES. 

Paperless  Claims  improve  your  office’s  cash 
flow  and  substantially  reduce  your  clerical  effort. 
In  addition,  here’s  what  Paperless  Claims  with 
WPS  Claims  Express  can  do  for  you: 

■ Retain  vital  patient  demographic 
information. 

■ Produce  customized  files  to  meet  your 
specific  office  needs  (with  built-in 
diagnosis  and  procedure  codes). 

■ Provide  guaranteed  compliance  with  all 
new  HCFA  claims  filing  mandates  (with 
software/user  manual  updates). 

In  short,  WPS  Claims  Express  provides  you  with 
many  benefits. 

WPS  CLAIMS  EXPRESS.  YOUR  KEY 
TO  EASY  CONVERSION. 

Switching  to  Paperless  Claims  with  WPS  Claims 
Express  is  a snap.  If  you  now  own  or  plan  to 
purchase  an  IBM  compatible  computer, 
conversion  is  just  a phone  call  away.  Simply 
contact  the  WPS  Paperless  Claims  area  at  (608) 
221-7115  to  discuss  easy  installation  and 
comprehensive  software  training. 


WPS  CLAIMS  EXPRESS. 
YOUR  KEY  TO  ALL  THE 
ANSWERS. 


MEDICARE 

PART 


HVPS  CLj4/AfS 


'Express 


P.O.  Box  1787 
Madison, Wl  53701 


EVP  Report:  The  view  from  here 

The  next  step  in  a history  of  leadership 


IN  PREPARING  MY  annual  report  to 
the  House  of  Delegates,  1 re- 
flected on  how  fitting  it  is  that  in  our 
150th  year  the  State  Medical  Society 
of  Wisconsin  would  undertake  to 
draft  a plan  that  would  reform  the 
health  care  delivery  system  in  our 
state. 

1 don't  know.  Maybe  it's  some- 
thing in  the  water,  but  the  SMS  has 
been  willing  to  help  create  the 
Worker's  Compensation  system, 
develop  the  UCR  as  a method  of 
payment— the  pages  of  back  issues 
of  the  WMJ  are  filled  with  accounts 
of  this  organization  taking  on  the 
hard  issues  and  finding  solutions. 

The  sincere  thanks  of  this  society 
are  due  to  Ken  Viste,  Jr.,  MD,  and 
that  Task  Force  on  Health  Care  Re- 
form that  produced  the  plan  which 
was  mailed  to  you  in  early  March. 
The  development  of  the  plan  says 
that  the  medical  profession  can,  at 
least  at  the  state  level,  crowd  under 
the  umbrella  of  organized  medicine 
and  stand  up  for  what  is  right. 

Wisconsin  Care  is  the  SMS  ticket  to 
the  table  of  health  system  reform.  It 
joins  plans  offered  by  the  Wisconsin 
Hospital  Association,  the  governor. 


and  state  Sen  Chuck  Chvala's  Cana- 
dian-style  plan  as  starting  points  in 
the  debate.  Interestingly,  although 
the  Clinton  administration  plan  has 
not  been  fully  formed  or  announced, 
Wisconsin  Care  is  similar  many  ways 
to  the  several  of  the  trial  balloons 
floated  in  Washington,  DC,  and 
shares  most  of  the  concepts  and  goals 
espoused  by  the  federal  reformers. 

While  no  single  plan  is  likely  to 
be  adopted  in  its  entirety  at  the  state 
level,  several  of  Wisconsin's  gov- 
errunental  leaders  have  reponded 
positvely  to  Wisconsin  Care  as  a 
package.  In  late  March,  the  SMS  will 
meet  with  DHHS  Secretary  Donna 
Shalala  and  the  Wisconsin  congres- 
sional delegation  to  brief  them  on 
Wisconsin  Care.  Certainly,  the  plan 
provides  a baseline  of  physicians' 
best  thoughts  as  we  seek  to  chart  the 
course  of  the  debate. 

Will  physicians  be  entirely  happy 
when  the  debate  is  over  and  the  sys- 
tem is  reformed?  Chances  are  no 
one  will.  Doctors,  hospitals,  lawyers, 
insurers,  employers,  consumers, 
government:  All  will  have  to  give  if 
we  are  to  attain  the  goal  of  universal 
access.  Fighting  amonst  ourselves 


AMA  awards 


The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 


* Bartlett,  David  H. 
Borden,  Ernest  C. 

* Bush,  Curtis  W. 

* Chou,  Clarence  P. 

* Ekbom,  Gregory  A. 

* Halbert,  Helen  E. 

* Hillery,  Glenn  C. 
Hootkin,  Lawrence  A. 

* Kahn,  Abdul  H. 

* Koschmann,  Edgar  B. 
Logan,  Richard 


Thomas  L.  Adams,  CAE 


will  lead  us  only  into  stagnation; 
progress  in  health  care  reform  will 
be  born  only  of  diplomacy. 

"Over  150  years  of  caring"— the 
SMS  involvement  in  this  debate  is 
typical  of  that  attitude.  The  SMS 
and  the  medical  profession  are  sur- 
vivors because  of  the  leadership  they 
have  asserted  in  the  past.  I believe 
that  leadership  will  continue  into 
the  future.* 


* Machicao,  Carlos  N. 

* Schuck,  John  E. 

* Schulz,  Emil 

* Searles,  Paul  A. 

* Tompkins,  Douglas  G. 

* Vergara,  Victorino  G. 

* Vincent,  Dennis  G. 

* Wells,  Ronald  K. 

* Wemick,  Shelley 

* Woods,  James  H. 

* Zupanc,  Edward* 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin  X 50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

■ Humulin^  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 1-B-249343  ? 1992,  eli  lilly  and  com pai 


Editorial 

Child  Alert  10-33 


WE  HAVE  ALL  HAD  to  deal  at  one 
time  or  another  with  this 
nightmare:  One  of  our  "special  kids" 
is  brought  to  the  emergency  room 
by  rescue  squad  p>ersonnel  who  have 
little  or  no  knowledge  of  the  child's 
underlying  problem  or  the  means  to 
manage  it.  The  child  may  be  a severe 
asthmatic,  have  a tracheostomy,  a 
seizure  disorder,  a heart  lesion— you 
name  it.  The  child  is  dead  or  near 
dead  because  rescue  personnel 
didn't  know  what  to  do  or  didn't 
have  the  right  equipment  to  do  it, 
the  EMT's  are  panicky  because  they 
know  they  didn't  get  the  job  done, 
and  a veiy'  knowledgeable,  very 
scared,  and  possibly  very  angry 
parent,  is  acutely  aware  that  her  child 
did  not  receive  the  best  of  care.  Over 
the  scene  of  resuscitation  and  re- 
crimination, four  words  echo  as  a 
litany  of  despair;  "If  only  we'd 
known..."  "If  only  we'd  known..." 

A sure  sign  of  progress  is  the 
changingof  the  words,  "If  only..."  to 
"Next  time..."  In  Wisconsin,  the  first 
emergency  medical  service  to  put 
the  "next  time"  philosophy  into 
practice  was  the  Cedarburg  Fire 
Department.  It  established  a system 
whereby  families  and  physicians  of 
children  with  special  health  care 
needs  notified  the  Cedarburg  Fire 
Department,  in  advance,  of  a child's 
specific  problems.  Information  on 
each  such  child  was  kept  in  each 
ambulance,  and  updated  periodi- 
cally. Any  special  equipment  needed 
by  the  child— medications,  trach 
tubes,  whatever— were  also  cata- 
loged, and  provisions  made  for  their 
ready  availability  in  case  of  emer- 
gency. Finally,  specific  physician 
instructions  regarding  treatment  and 
transport  were  recorded. 

As  a result,  Cedarburg  dramati- 


cally improved  its  ability  to  deliver 
high  quality  emergency  care  to  chil- 
dren with  special  health  needs.  That 
program  became  known  as  Child 
Alert  10-33  (the  "33"  indicating  "ex- 
treme emergency"  in  the  two-way 
radio  "10  code"  system.)  The  Child 
Alert  10-33  Program  is  endorsed  by 
most,  if  not  all,  of  the  major  health 
and  medical  organizations  in  the 
state  of  W isconsin.  It  was  developed 
as  a statewide  program  as  part  of  the 
Emergency  Medical  Services  for 
Children  Project,  sponsored  by  EMS 
Section,  Division  of  Health,  Depart- 
ment of  Health  and  Social  Services 
for  Wisconsin.  Currently,  the  pro- 
gram is  administered  through  the 
semi-autonomous  Child  Alert  10-33 
Committee,  staffed  by  personnel 
from  across  the  state  who  are  inter- 
ested in  delivering  optimal  emer- 
gency medical  care  to  children. 

The  Child  Alert  10-33  Program  in 
Wisconsin  is  organized  into  three 
regions— Northern,  Southeastern, 
and  West/ Southwestern— admini- 
stered from  coordination  centers  at 
Wausau,  Beloit,  and  La  Crosse,  re- 
spectively. Names  and  addresses  of 
regional  coordinators  appear  below. 

Enrollment  of  a child  in  the  Child 
Alert  10-33  Program  is  easy.  The 
child  must  first  be  identified  as 
having  a special  health  care  need  to 
his  local  emergency  medical  serv- 
ice. The  child's  physician  and  par- 
ents then  complete  a questionnaire 
describing  the  child's  medical  prob- 
lems along  with  instructions  for  the 
child's  emergency  medical  manage- 
ment and  transport.  This  informa- 
tion is  kept  in  each  of  the  emergency 
medical  services  ambulances,  and  is 
updated  on  a regular  basis,  usually 
every  3 to  6 months. 

That's  all  there  is  to  it.  It  is  simple. 


cheap,  and  it  works  like  a charm.  It 
can  only  work,  however,  where  it  is 
set  up  to  do  so.  If  Child  Alert  10-33  is 
not  available  to  the  special  needs 
children  in  your  area,  you  owe  it  to 
them  and  yourself  to  encourage  your 
local  emergency  medical  service  to 
adopt  this  plan.  Most  emergency 
medical  services  are  only  too  glad  to 
get  any  help  they  can  in  managing 
these  difficult  patients.  Public  infor- 
mation campaigns  by  concerned 
physicians  and  parents  can  be  very 
helpful  in  educating  your  commu- 
nity of  the  value  and  ease  of  im- 
plementation of  the  Child  Alert  10- 
33  Program,  and  in  hastening  its 
adoption.  Child  Alert  10-33  is  one  of 
the  best  things  to  happen  in  emer- 
gency care  since  the  coming  of  911 
dialing.  It  deserves  your  support- 
now. 

Southeastern  Region 
Beloit  Memorial  Hospital,  1969  W 
Hart  Rd,  Beloit,  WI 53511;  (608)  363- 
5800.  Coordinator:  Robert  McKib- 
ben,  EMT-P.  BS,  EMS  consultant. 

Wes^Southwestem  Region 
Lutheran  Hospital,  1910  South  Ave, 
La  Crosse,  WI  54601;  (608)  785-0530. 
Coordinator:  Mary  Anderson,  BSN, 
associate  nursing  director. 

Northern  Region 
Wausau  Hospital,  333  Pine  Ridge 
Blvd,  Wausau,  WI  54401;  (715)  847- 
2121.  Coordinator:  June  Winnie,  RN, 
BSN,  EMT  program  and  trauma 
coordinator. 

If  you're  not  sure  to  which  region 
your  community  is  assigned,  any 
one  of  the  coordinators  can  help  you. 
—Jeffrey  H.  Lamont,  MD 
Wausau^ 
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Letters 

SMS  reform  plan  needs  revisions 


As  A MEMBER  OF  the  Task  Force 
on  Health  Care  Reform,  1 
encourage  SMS  members  to  review 
the  final  task  force  report  as  amended 
and  adopted  by  the  Board  of  Direc- 
tors on  February  20.  The  plan  fails  to 
address  physician  payment  reform 
and  threatens  to  embarrass  our 
membership  by  blatantly  advanc- 
ing our  economic  self-interests. 

Current  SMS  policy  endorses  the 
RBRVS  with  a single  statewide  con- 
version factor.  Wisconsin  Care  re- 
verses this  commitment  to  payment 
parity  by  using  a generic  relative 
value  scale  with  variable  negotiated 
conversion  factors  (aka,  geographic 
and  specialty  differentials).  So  in- 
tent were  the  procedurists  on  emas- 
culating payment  reform  that  they 
altered  the  example  RVS  ratio  com- 
paring routine  office  visits  and  ap- 


pendectomies from  1:12.25  to  1:15. 
Now  try  asking  your  patients  to 
support  a mandatory  insurance  plan 
that  raises  sales  taxes  by  $330,000,000 
while  requiring  20%  premium  shar- 
ing, co-pays,  deductibles  and  bal- 
ance billing  if  doctors  dislike  what 
the  insurer  pays. 

The  Board  of  Directors  adopted 
this  plan  as  public  SMS  policy  de- 
spite written  requests  from  WSIM, 
WAFP  and  the  Dane,  Milwaukee 
and  Marathon  county  medical  so- 
cieties to  allow  membership  review 
at  the  House  of  Delegates  prior  to 
taking  public  action. 

This  plan  may  get  us  to  the  table, 
but  the  chair  we  bring  will  have 
weak  legs  indeed  if  we  fail  to  sup- 
port reforms  which  reinvest  in  our 
strained  primary  care  system  and 
refuse  to  answer  society's  call  for 


financial  accountability.  The  mem- 
bership should  work  to  regain  con- 
trol over  the  reform  process  by 
revising  Wisconsin  Care  at  the  an- 
nual meeting  April  14-17  in  La 
Crosse. 

The  House  of  Delegates  should 
demonstrate  our  support  of  physi- 
cian payment  reform  by  amending 
the  Wisconsin  Care  proposal  to  in- 
clude the  use  of  the  RBRVS  with  a 
single  statewide  conversion  factor. 
Furthermore,  the  House  of  Delegates 
should  demonstrate  to  the  public 
our  interest  in  cost  containment  by 
including  insurance  premium  regu- 
lation in  the  Wisconsin  Care  proposal 
to  limit  insurers  from  passing 
through  excessive  administration 
costs  to  the  public. 

—Duane  M.  Koons,  MD 
Madisons 


Ron’s  Rule — I give 
inysell  one  week  to 
meet  new  people  and 
start  having  lun  on  a 
locum  tenens 
assignment.  It  hasn  t 
tailed  me  yet.  " 

Ron  Richmond,  iWD, 
)omed  the 

CompHealth  locum 
tenens  medical  stall 
when  he  completed 
his  residency.  He 
wanted  to  travel.  I le 
loves  to  meet  people. 
A little  time  oil  sounded 
really  good.  And  he  thinks  being  exposed  to  dillerent  types 
ot  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community'  health  center. 

A singer.  A board-certilied  lamily  practitioner.  Soft- 
spoken  lor  a New  Yorker.  Ron  Richmond  knows... 

It’s  a great  way  to 
practice  medicine 

CompHealHi 

Locum  Tenens 

1-800-453-3030 

Salt  Ivake  City  ■ .\ilanta  ■ Grand  Rapids.  V^ich. 


SEVENTH  ANNGAL 

The  Door  County 
Summer  Institute 

Egg  Harbor,  Wisconsin 

Sessions  run  9:00  a.m.-12:l5  p.m.  daily 


PSYCHIATRIC 


T COLUMBIA  HOSPITAL 

Psychotherapy 

Center 


.Ml  DR  \1 
( X )l  1 1,(.L 

( )l  \\1S(  ()\SI\ 

CME 

proff'am 

Department  of 
Psychiatry  & 
Mental  Health 
Sciences 


July  26-30,  1993 

Session  I Russell  Barkley.  Ph.D.  Attention  Deficit  Disorders 
Session  II  James  Gustafson,  MD.  Bnef  ftychotherapy 


August  2-6,  1993 

Session  III  Jan  Fawcett,  MD. 

Katie  Busch.  MD, 
Session  IV  MCW  Dept,  of 
Neurology 


Affective  Disorders  & 
Suicide 
Neurology  for 
Non-Neurologists 


August  9-13,  1993 

Session  V Donald 

Meichenbaum,  Ph.D.  Cognitive  Therapy 
Session  VI  Alan  McLean.  MD.  Consultation  to 

Peter  Brill,  MD.  Business  & Organizations 


For  more  information: 

Carlyle  H.  Chan,  M.D.,  Summer  Institute  Director, 

Psychiatry  Dept.  - Medical  College  of  Wisconsin, 

8701  Watertown  Plank  Road,  Milwaukee,  Wisconsin  53226 
(414)  257-5995. 
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Discuss  WIPRO  letters  with  patients 


I HAD  THE  DUBIOUS  distinction  to 
receive,  on  the  same  day,  two  of 
the  dreaded  WIPRO  letters  stamped 
"confidential"  on  the  envelope.  Phy- 
sician responses  to  these  letters  have 
changed  over  the  last  few  years.  At 
first,  the  letters  seemed  a horrible 
assault  on  our  professional  integ- 
rity. We  were  hesitant  to  admit  we 
had  ever  received  a "quality  of  care 
concern"  letter.  Now,  almost  every 
physician  1 know  has  received  more 
than  one  and  the  letters  have  be- 
come just  another  needling  aggra- 
vation that  prompts  one  to  retire 
early  and  leave  medicine  when  one 
can.  WIPRO  in  concept  is  a good 
idea:  evaluate  and  ensure  quality. 
WIPRO  in  fact,  has  degenerated  to  a 
nit  picking  exercise  focused  on  in- 
fractions of  arbitrary  rules  often  pe- 
ripheral to  the  benefit  or  care  for  the 
patient. 

The  most  ominous  feature  of 
WIPRO  is  its  interposition  between 
the  patient  and  the  doctor.  On  the 


AM  A Awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

December  1992 

Almassi,  Gholam  Hossein 

* Angove,  Arthur  E. 

* Berry,  James  Stanton 


two  occasions  when  1 discussed  a 
WIPRO  letter  with  a patient  and 
gave  them  a copy  of  the  letter  and 
my  response,  the  patient  was  aston- 
ished that  his  government  was  us- 
ing his  tax  dollars  to  interrogate  his 
health  care  provider.  Regulators 
would  point  out  that  patients  are 
not  able  to  competently  evaluate 
quality  of  care.  In  fact,  patients 


* Divgi,  Ajit  B. 

* Edland,  Robert  W. 

* Faber,  John  W. 

* Foerster,  Harry  R. 

* Fossen,  Richard  F. 

* Headlee,  Raymond 

* Hirsch,  Samuel  R. 

* Johnson,  Samuel  B. 

* Knezevic,  Ivan  D. 
Kochar,  Arvind 

* Luck,  Allan 

* Lynch,  Michael  J. 

* Martens,  Jacob  H. 

* McFadden,  Michael  R. 
McGuire,  Jeffrey  P. 


generally  have  quite  a good  sense  of 
whether  their  care  has  been  appro- 
priate and  reasonable.  1 recommend 
that  aU  Wisconsin  physicians  frankly 
and  factually  discuss  WIPRO  letters 
with  the  patient  concerned.  The 
public  has  a right  to  know  how  the 
process  works. 

—Daniel  T.  Peterson,  MD 
Janes  ville^ 


* Milbrath,  John  R. 

* Miller,  Owen  E. 
Newman,  Douglas  J. 

* Olson,  Stuart  K. 

* Patel,  Vasudev  Manibhai 

* Ponce,  Mario  V. 

Schuch,  Rick  J. 

Thomas,  John  P. 

* Wagner,  Alan  M. 

* Wasiullah,  Masood 
Weinhouse,  Elliott 

* Wessels,  William  E. 

* Wisler,  Robert  J. 

* Yanke,  William  E.<» 
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53701.  ❖ 


124 


Wisconsin  Medical  Journal  • March  1993 


Scientific 


Short-term  focused  cognitive  therapy  of 
panic  disorder  with  aerophobia:  a case  report 


Ashok  Bedi,  MD,  and  Mervin  R.  Smucker,  PhD,  Milwaukee 

The  efficacy  of  focused  cognitive  therapy  was  evaluated  in  the  short-term 
treatment  of  a flight  instructor  suffering  from  panic  disorder  with  aero- 
phobic  and  agoraphobic  symptoms.  A modified  panic  induction  tech- 
nique (hyperventilation)  was  used  in  session  to  activate  the  specific 
bodily  sensations  he  typically  experienced  during  panic  attacks.  The 
patient  was  then  asked  to  articulate  his  catastrophic  interpretations  of  the 
physiological  sensations  he  was  experiencing  and  taught  to  re-interpret 
them  in  a non-catastrophic  manner,  which  enabled  him  to  reduce  his 
symptoms  to  a more  manageable  level.  After  four  sessions  of  focused 
cognitive  therapy,  the  patient's  panic  and  phobic  symptoms  were  signifi- 
cantly reduced  and  no  longer  interfered  with  his  daily  functioning.  Post- 
treatment follow-up  at  6 and  9 months  revealed  that  the  patient  was 
completely  free  of  panic  while  flying.  Wis  Med  }. 1993,92(3) .125-127 . 


The  misinterpretation  of 
physiological  sensations  is  a 
central  cognitive  component  of  panic 
disorder.^'^  According  to  cognitive 
therapy  theory,  panic  occurs  when 
specific  bodily  sensations  that  are 
part  of  normal  anxiety  responses 
(eg,  palpitations,  dizziness,  breath- 
lessness, racing  thoughts)  are  mis- 
interpreted by  the  patient  as  evi- 


Dr  Bedi  is  with  Milwaukee  Psychiatric 
Physicians  Chartered  and  a clinical  pro- 
fessor of  psychiatry  at  the  Medical  Col- 
lege of  Wisconsin.  Dr  Smucker  is  with 
the  Milwaukee  Psychiatric  Hospital  and 
an  associate  clinical  professor  of  psy- 
chiatry at  the  Medical  College  of  Wis- 
consin. Reprint  requests  to:  Ashok  Bedi, 
MD,  1220  Dewey  Ave,  Wauwatosa,  W1 
43213,  Copyright  1993  by  the  State 
Medical  Society  of  Wisconsin. 


dence  of  an  immediate  physical  or 
mental  disaster  (eg,  "Tm  having  a 
heart  attack,"  "I'm  going  to  pass 
out,"  "Tm  going  insane"). 

These  catastrophic  misinterpre- 
tations of  anxiety-induced  sensa- 
tions then  lead  to  heightened  fear 
and  apprehension,  which  produce  a 
further  increase  in  physiological 
sensations,  and  so  on,  in  a cyclical 
manner,  leading  to  a full-blown 
panic  attack.'*  The  primary  focus  of 
treatment  then,  according  to  the 
cognitive  model,  is  on  helping  the 
patient  to  reinterpret  his  catastrophic 
interpretations  of  bodily  sensations 
in  order  to  effect  a reduction  in  panic. 

Clark  bases  his  cognitive  treat- 
ment of  panic  on  the  notion  that 
many  of  the  physiological  sensations 
experienced  during  panic  attacks  are 
the  result  of  hyperventilation.  Clark 


and  colleagues  have  found  that 
spontaneous  over-breathing  in  the 
office  can  reproduce  many  of  the 
physical  symptoms  of  a panic  at- 
tack. Thus,  voluntary  hyperventila- 
tion during  a therapy  session  is  used 
as  a diagnostic  exercise  to  induce  a 
panic  attack  that  enables  both  thera- 
pist and  patient  to  gather  informa- 
tion about  the  specific  nature  of  the 
patient's  panic  symptoms  and  the 
catastrophic  beliefs  associated  with 
the  physiological  symptoms. 

Through  this  experiential  exer- 
cise, the  patient  and  therapist  col- 
laborate in  reinterpreting  the  pa- 
tient's bodily  sensations.  Once  the 
role  that  hyperventilation  plays  in 
the  patient's  panic  reaction  has  been 
established,  Clark  advocates  teach- 
ing the  patient  a number  of  coping 
techniques  (eg,  controlled  breath- 
ing, distraction)  that  help  to  reduce 
the  anxiety  symptoms  to  a more 
manageable  level. 

The  notion  that  hyperventilation 
can  lead  to  an  anxiety  state  is  well 
documented  in  the  literature.^  Dur- 
ing hyperventilation,  individuals 
may  become  apprehensive  and 
complain  of  shortness  of  breath, 
chest  tightness,  a sense  of  suffoca- 
tion, nervousness,  numbness  in 
limbs,  palpitations,  epigastric  dis- 
comfort, fainting  spells,  and  blur- 
ring of  vision.  Such  symptoms  are 
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probably  related  to  a reduction  in 
cerebral  blood  flow  caused  by  the 
lowered  levels  of  carbon  dioxide  that 
result  from  hyperventilation.  Al- 
though patients  tend  not  to  be  aware 
of  over-breathing  during  panic  at- 
tacks, they  do  often  report  periods 
of  sighing,  shortness  of  breath,  or  of 
not  getting  enough  air. 

Case  report 

The  patient,  a 52-year-old  man,  is  a 
pilot  and  flight  instructor  with  a 25- 
year  history  of  panic  attacks.  Along 
with  his  intense  fear  of  flying,  he 
reported  being  fearful  of  enclosed 
places  (eg,  elevators,  traffic  jams). 
When  in  these  situations  he  reported 
experiencing  panic  attacks,  during 
which  he  felt  shortness  of  breath, 
weakness,  and  fear  of  losing  his 
mind. 

Although  he  served  as  a naviga- 
tor in  the  US  Air  Force  for  11  years, 
has  continued  to  work  as  a flight 
instructor  for  the  past  10  years,  and 
owns  a single-engine  plane  which 
he  flies  locally,  his  symptoms  have 
persisted  over  the  past  25  years,  with 
exacerbation  in  recent  months. 

A medical  examination  confirmed 
that  this  patient  was  in  good  health, 
not  on  any  medications,  and  had  no 
alcohol  or  drug  problems.  He  had 
no  psychiatric  history  prior  to  seek- 
ing treatment  for  panic  disorder  and 
aerophobia.  He  had  never  taken 
medications  for  an  emotional  disor- 
der. 

Definition  of  terms 
Aerophobia  is  defined  as  fear  of 
open,  high  spaces,  and  the  dread  of 
being  at  a great  height  such  as  oc- 
curs when  one  is  in  an  airplane.^ 
When  aerophobic  symptoms  occur 
in  the  context  of  multiple  phobic 
symptoms  (eg,  fear  of  being  in  closed 
spaces,  elevators,  traffic  jams,  a 
passenger  in  the  back  seat  of  a car), 
it  is  diagnosed  as  panic  disorder 
with  agoraphobia.® 

Panic  disorder  is  diagnosed  by 
the  presence  of  panic  attacks,  "dis- 
crete periods  of  intense  fear  or  dis- 


comfort," accompanied  by  at  least  4 
of  13  listed  physiological  symptoms 
(eg,  shortness  of  breath,  trembling, 
sweating,  nausea  or  abdominal  dis- 
tress, fear  of  dying.® 

Methods 

A thorough  psychiatric  evaluation 
and  review  of  medical  history  was 
conducted.  In  addition,  the  Beck 
Anxiety  Inventory  (BAI)®  and  the 
Beck  Depression  Inventory  (BDI)^° 
were  administered  prior  to  the  first 
and  last  sessions.  Psychometric 
properties  of  the  B AI  were  reported 
by  Beck,  et  aP”;  the  BDTs  properties 
were  reviewed  by  Beck,  Steer  and 
Garbin." 

In  the  first  session,  the  patient 
was  given  an  assignment  to  record 
his  bodily  sensations  and  subjective 
feelings  while  seated  in  the  cockpit 
of  his  plane  for  half  an  hour.  During 
the  exercise,  the  door  of  his  plane  ac- 
cidentally got  jammed  while  he  was 
on  the  ground,  which  triggered  a 
panic  attack.  The  bodily  sensations 
he  reported  included  feeling  upset, 
blood  rushing  to  his  head,  mild 
headache,  shakiness  in  the  hands, 
weak  knees  and  heavy  perspiration. 

The  automatic  thoughts  he  re- 
corded were, " I have  to  get  out  of  the 
plane,  I am  restricted  in  my  move- 
ment." His  catastrophic  thoughts 
were  "I  will  lose  control,"  and  "I 
will  pass  out,"  "I  will  have  a heart 
attack,"  "I  will  crash  and  die." 

In  the  second  session,  he  was 
taught  several  breathing  regulation 
exercises  which  he  found  useful  in 
managing  his  panic  while  flying.  In 
session  three,  a hyperventilation 
mediated  panic  induction  was  used 
to  demonstrate  the  physiological  and 
psychological  basis  of  his  panic 
symptoms  when  flying  or  in  closed 
spaces.  The  patient  was  instructed 
to  hyperventilate  in  the  session  for  2 
minutes,  during  which  he  reported 
feeling  a number  of  somatic  symp- 
toms which  he  typically  experiences 
when  flying  (eg,  weakness,  chest 
congestion,  slight  headache,  palpi- 
tations, dizziness,  and  shakiness). 


He  reported  an  absence  of  a "stom- 
ach rolling  sensation"  which  he 
usually  experiences  when  feeling 
panicky  while  flying. 

(Practitioners  who  treat  patients 
with  aerophobia  should  have  some 
familiarity  with  the  syndrome  of 
dysbarism.  The  term  refers  to  a dis- 
turbance of  gas-containing  cavities 
in  the  body.  The  expansion  of  hol- 
low viscera  may  cause  mild  or  se- 
vere discomfort  of  nausea  and 
vomiting  which  may  potentiate  the 
subjective  feeling  of  anxiety  and 
panic  in  individuals  with  fear  of 
flight.) 

The  therapist  and  patient  then 
composed  a graphic  figure  depict- 
ing the  vicious  panic  cycle  which 
the  patient  experiences  while  flying, 
how  his  anxiety  while  flying  leads 
to  somatic  symptoms  (eg,  hyper- 
ventilation), that  lead  to  catastrophic 
interpretations,  that  further  exacer- 
bate his  anxiety  and  panic.  His  treat- 
ment then  focused  on  how  this  in- 
formation could  be  transferred  out- 
side the  therapy  session  and  effec- 
tively used  while  flying.  The  patient 
was  assigned  to:  identify  and  de- 
catastrophize  his  physiological  sen- 
sations while  flying;  use  controlled 
breathing  through  his  nose  (with 
mouth  closed)  to  avoid  hyperventi- 
lating; change  negative  thoughts  to 
positive,  coping  self-statements 
while  flying;  use  distraction  tech- 
niques to  shift  his  focus  away  from 
negative  thoughts;  and  remain  task- 
focused,  replacing  task-interfering 
cognitions  with  task-oriented  cog- 
nitions. 

Results 

The  panic-induction  session  ap- 
peared to  be  a turning  point  in  this 
patient's  treatment.  In  the  following 
session,  the  patient  reported  being 
able  to  fly  without  exacerbation  of 
his  symptoms  or  panic  by  applying 
controlled  breathing  exercises  and 
distraction  techniques  while  in  the 
anxiety-arousing  situation.  In  addi- 
tion, he  had,  on  his  own,  begun 
applying  these  skills  in  other  situ- 
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ations,  such  as  traffic  jams  and  ele- 
vators, with  good  results. 

A significant  reduction  in  the 
patient's  anxiety  and  depression 
inventories  were  likewise  observed. 
Particularly  noteworthy  was  the 
dramatic  change  in  his  Beck  Anxi- 
ety Inventory  scores,  which  de- 
creased from  a 32  (severe  anxiety)  to 
a 9 (very  mild). 

At  a 4-month  follow-up  session, 
the  patient  reported  that  he  was  com- 
pletely free  of  panic  symptoms  while 
flying,  and  that  he  has  been  able  to 
undertake  cross-country  flying 
(including  one  trip  through  a storm) 
and  continue  his  part-time  job  as  a 
flight  instructor  without  any  panic 
symptoms.  These  gains  were  report- 
edly maintained  at  6-  and  9-month 
follow-ups. 

Discussion 

When  the  patient  was  able  to  iden- 
tify and  decatastrophize  the  misin- 
terpretations and  negative  automatic 
thoughts  associated  with  the  physio- 
logical sensations  during  panic  epi- 
sodes (eg,  potmding  heartbeat  mis- 
interpreted as  impending  heart  at- 
tack, dizziness  misinterpreted  as 
passing  out),  his  panic  symptoms 
were  rapidly  alleviated.  These  re- 
sults are  consistent  with  the  cogni- 
tive model's  prediction  that  reduc- 
ing catastrophic  interpretations  will 
lead  to  a reduction  in  panic. 

It  is  the  authors'  experience  with 
this  and  other  cases  that  the  applica- 
tion of  cognitive  therapy  is  most 
effective  when  it  includes  the  fol- 
lowing stages: 

1)  socializing  the  patient  to  the  cog- 
nitive model,  including  educat- 
ing the  patient  to  the  basic  rela- 
tionship between  cognitions  and 
emotions; 

2)  inducing  a panic  attack  in  the 
therapist's  office  using  hyperven- 
tilation to  educate  the  patient  to 
the  nature  of  panic  and  to  better 
imderstand  the  connection  be- 
tween over-breathing  and  bodily 
sensations; 


3)  training  the  patient  to  conduct 
"homework  assignments"  be- 
tween sessions  (eg,  recording 
automatic  thoughts  and  physio- 
logical sensations  while  in  panic- 
or  anxiety-provoking  situations); 

4)  collaboratively  identifying  the 
similarities  and  dissimilarities  be- 
tween the  panic-induced  symp- 
toms during  therapy  and  those 
experienced  in  the  panic  attacks 
during  daily  life;  and 

5)  training  the  patient  in  the  tech- 
nique of  controlled  diaphrag- 
matic breathing  to  minimize 
hyperventilation-induced  panic 
symptoms. 

In  this  case  study,  these  interven- 
tions enhanced  the  patient's  sense 
of  understanding  and  mastery,  fa- 
cilitating the  rapid  alleviation  of  his 
presenting  panic  symptoms.  Once 
the  panic  symptoms  were  amelio- 
rated, other  issues,  such  as  prepara- 
tion for  retirement  and  intimacy 
issues  with  his  spouse,  came  into 
focus. 

In  all  cases,  it  is  imperative  that 
patients  have  a full  medical  evalu- 
ation to  rule  out  true  organic  disease 
before  undergoing  psychological 
treatment  for  panic  disorder. 
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Munchausen's  syndrome: 

the  importance  of  a comprehensive  medical  history 


B.R.  Ludviksson,  MD;  J.  Griffin,  MD;  Frank  M.  Graziano,  MD,  PhD,  Madison 

Munchausen's  syndrome  was  first  described  by  Asher  in  1951.'  Then  Ire- 
land, et  al,^  described  eight  criteria  that  characterized  these  patients. 

These  characteristics  include  factitious  illness  of  a dramatic  nature, 
factitious  evidence  of  disease,  evidence  of  multiple  medical  procedures, 
pathologic  lying,  aggressive  behavior,  leaving  the  hospital  against  medi- 
cal advice,  multiple  hospitalizations  with  traveling  and  absence  of  any 
obvious  secondary  gain.  Another  form  of  this  disease  is  Mimchausen's 
syndrome  by  proxy  which  describes  parental  behavior  that  creates  the  ap- 
pearance of,  or  produces,  physical  illness  in  a child  with  harmful  conse- 
quences to  the  child. ^ 

In  this  report,  we  present  a complex  case  of  Munchausen's  syndrome 
in  a patient  who  has  been  traveling  around  the  country,  going  from  one 
hospital  to  another  for  several  years.  We  ask  physicians  to  be  aware  of  the 
features  of  this  patient,  bearing  in  mind  that  this  was  her  third  hospitali- 
zation at  the  University  of  Wisconsin  Hospital  in  Madison.  Wis  Med 
J.1993;92(3):128-129. 


Case  report 

A 32-year-old  woman  presented  to 
the  emergency  room  at  the  Univer- 
sity of  Wisconsin  Hospital  and  Clin- 
ics in  Madison,  complaining  of  pain 
and  redness  in  her  right  forearm. 
She  stated  that  10  days  ago,  when 
she  was  in  Memphis,  Term,  she  had 
slipped  on  a staircase.  She  was  seen 
in  the  local  emergency  room  where 
an  intravenous  line  was  placed  into 
her  right  forearm  as  a precautionary 
part  of  her  treatment.  Since  that  time, 
she  noted  increasing  redness  and 
erythema  of  the  affected  arm.  She 
also  complained  of  fever,  chills  and 
sweating  for  the  3 days  prior  to 
admission.  A diagnosis  of  cellulitis 
was  made  in  the  University  of  Wis- 
consin Hospital  emergency  room 
and  the  patient  was  admitted  to  the 
hospital. 


From  the  University  of  Wisconsin  Hos- 
pital and  Clinics'  Department  of  Medi- 
cine. Reprint  requests  to:  Frank  M.  Gra- 
ziano, MD,  PhD,  UW  Hospital  and  Clin- 
ics, 600  Highland  Ave,  Madison,  WI 
53792.  Copyright  1993  by  the  State  Medi- 
cal Society  of  Wisconsin. 


Physical  examination  on  admis- 
sion revealed  an  obese  female  in  no 
acute  distress.  Vital  signs  demon- 
strated a temperature  of  101 .5°F,  BP 
of  140/90,  heart  rate  of  84,  and  respi- 
ratory rate  of  18.  The  neck  and  upper 
chest  had  numerous  scars  that  the 
patient  said  were  secondary  to  cen- 
tral line  placements. 

The  results  of  a cardiopulmonary 
examination  was  normal  except  for 
a soft  I/IV  systolic  murmur  heard 
best  along  the  left  sternal  border. 

The  abdominal  examination  was 
significant  for  scars  found  along  the 
right  upper  quadrant,  right  lower 
quadrant,  periumbilical  area  and  one 
midline  scar  below  the  umbilicus. 
No  hepato-splenomegaly  was  ap- 
preciated. 

Examination  of  the  extremities 
revealed  the  right  forearm  to  be 
erythematous  and  swollen  with 
increased  warmth  and  tenderness. 
No  regional  lymphadenopathy  was 
noted. 

Pertinent  laboratory  data  in- 
cluded a WBC  count  of  6,600  with 
70%  segmented  cells  and  2%  bands. 
The  hemoglobin  was  11.5  with  a he- 
matocrit of  31.  The  electrolytes. 


chemistry  panel,  urinalysis,  chest  x- 
ray  and  electrocardiogram  were  all 
unremarkable.  Examination  of  the 
patient's  anemia  revealed  negative 
stool  occult  blood  (x3),  an  iron  of  85 
ug/  dL,  TIBC  of  317  ug/dL,  percent 
saturation  of  27%  and  a Ferritin  level 
of  21  ng/mL. 

The  cellulitis  on  the  patienF s right 
forearm  was  aspirated  and  cultured 
and  she  was  empirically  started  on 
vancomycin  antibiotic  therapy. 
Because  a prior  history  of  deep 
venous  thrombosis,  pulmonary 
embolism  and  protein  S deficiency 
was  obtained  from  the  patient,  a 
complete  work-up  was  done  for  a 
hyper-coagulable  state.  All  results 
were  normal.  A transthoracic 
echocardiogram  was  also  performed 
and  showed  a patent  foramen  ovale 
with  a very  mild  left-to-right  shunt 
and  a small  left  atrial  aneurysm, 
both  of  which  were  felt  to  be  of  no 
major  functional  significance.  No 
sign  of  endocarditis  was  observed. 

With  antibiotic  therapy  the  pa- 
tient's cellulitis  initially  improved, 
but  then  reached  a plateau.  It  was 
felt  that  the  patient  had  an  underly- 
ing infected  thrombophlebitis,  and 
on  hospital  day  10  her  right  cephalic 
vein  was  excised  and  the  pathology 
was  consistent  with  chronic  inflam- 
mation and  thrombus.  No  organ- 
isms were  found.  After  this  proce- 
dure, the  cellulitis  improved  on  the 
antibiotic  therapy,  but  a low-grade 
fever  persisted  without  diagnosis 
despite  an  extensive  infection  work- 
up. 

Temperatures  were  ordered  to  be 
taken  by  the  nurse  rectally,  and  the 
fevers  disappeared.  When  the  pa- 
tient was  confronted  with  this  fact, 
she  became  indignant  and  insisted 
she  knew  she  was  still  having  fevers 
and  the  staff  was  incompetent.  Oral 
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temperatures  performed  in  the  pres- 
ence of  a nurse  were  consistently 
normal.  Because  of  this  facet  of  the 
case,  the  patient's  past  medical  his- 
tory and  medical  records  were  scru- 
tinized in  greater  detail. 

The  most  remarkable  finding  in 
our  review  of  the  patient's  records 
was  multiple  admissions  to  numer- 
ous hospitals  throughout  the  United 
States  and  Canada.  Her  earliest  trace- 
able admission  was  in  1976  when 
the  patient  (aged  16  years)  was 
admitted  for  evaluation  of  a seizure 
disorder  after  a closed  head  injury. 
The  patient  was  started  on  Dilantin, 
but  the  findings  of  numerous  EEGs 
and  at  least  2 head  CTs  done  be- 
tween 1976  and  1986  were  normal. 

Pheny  toin  toxicity  requiring  hos- 
pitalization occurred  in  California 
in  1986.  Hospital  admissions  for 
kidney  stones  (work-up  negative), 
peptic  ulcer  disease  (multiple  endo- 
scopies negative)  and  deep  venous 
thrombosis  complicated  by  pulmo- 
nary embolism  were  uncovered. 

Her  admissions  for  surgeries  and 
accidents  included  appendectomy, 
cholecystectomy,  numerous  laparo- 
scopy  procedures,  two  stab  wounds 
to  the  abdomen,  a left  lower  leg 
abscess  drainage,  and  a history  of 
navicular  and  metacarpal  bone  frac- 
tures. Since  1986,  the  patient  has 
had  15  admissions  for  upper  and 
lower  extremity  cellulitis.  As  in  the 
current  hospitalization  described 
above,  cultures  have  been  consis- 
tently negative  but  the  process  has 
appeared  to  improve  with  antibi- 
otic therapy.  Therapy  was  always 
made  complicated  by  the  patient's 
history  of  multiple  drug  allergies 
including  penicillin,  ciprofloxacin, 
cephalexin,  and  iodine. 

Prior  to  the  current  hospitaliza- 
tion, the  patient  was  admitted  to  our 
hospital  twice.  The  first  admission 
was  in  1988  for  cellulitis  (no  organ- 
isms identified)  and  the  second  was 


1 year  ago  (after  an  alleged  assault) 
with  complaints  of  abdominal  pain 
and  rectal  bleeding  (without  find- 
ings). The  extensive  past  history  of 
multiple  hospitalizations  was  not 
uncovered  in  either  admission. 

Examination  of  the  University  of 
Washington  Medical  Center  records 
was  most  helpful  in  imderstanding 
the  complex  nature  of  this  case.  In 
1989,  at  this  medical  center,  a diag- 
nosis of  Munchausen's  syndrome 
was  made.  At  that  time,  the  diagno- 
sis was  based  on  factitial  behavior  in 
regard  to  the  finding  of  hematuria 
during  a work-up  for  symptoms 
suggestive  of  nephrolithiasis.  The 
records  also  documented  repeated 
discharges  from  hospitals  against 
medical  advice.  With  this  data  in 
mind,  we  questioned  whether  the 
patient  truly  had  an  infective  proc- 
ess in  her  arm,  or  if  she  manipulated 
the  area  in  some  other  way  to  cause 
the  symptoms  observed.  We  do 
believe  she  manipulated  the  ther- 
mometer to  give  the  appearance  of 
fever.  After  confrontation,  the  pa- 
tient reacted  in  the  manner  described 
above  and  asked  to  be  discharged 
because  of  an  illness  in  her  family 
who  reside  in  the  state  of  Washing- 
ton. 

Discussion 

This  case  vividly  illustrates  the 
complexities  of  care  for  an  individ- 
ual with  Munchausen's  syndrome. 
This  individual  showed  virtually  all 
the  classical  features  that  can  be 
found  in  these  patients.  Interestingly, 
this  woman  appears  to  have  gone 
through  each  of  the  different  stages 
of  the  disease  as  described  by  Asher; 
ie,  the  acute  abdominal  type  (lapa- 
rotomophilia  migrans),  the  neurol- 
ogic type  (neurologica  diabolica), 
and  now  the  last  several  years,  it 
seems  to  be  recurrent  cellulitis. 

Many  theories  have  arisen  to 
explain  why  patients  develop 


Munchausen's  syndrome.  Psychia- 
trists have  postulated  that  a difficult 
relationship  in  early  childhood  with 
a parent  may  sensitize  these  patients 
to  "distorted  learning"  as  the  result 
of  a traumatic  early  illness  or  hospi- 
talization.^ The  possibility  of  an  or- 
ganic lesion  has  been  suggested  by  a 
recent  case  report  describing  a typi- 
cal Munchausen's  syndrome  in  a 
man  with  periventricular  high  sig- 
nal areas  on  a head  MRI.^  Metabolic 
causes  have  also  been  reported.^ 
The  main  purpose  of  this  article  is 
to  remind  physicians  in  Wisconsin 
of  the  extent  and  complexity  of  this 
process  and  to  stress  the  importance 
of  a good  and  efficient  communica- 
tion system  between  hospitals.  It 
took  us,  like  many  others  who  have 
been  taking  care  of  such  patients, 
several  days  to  put  the  pertinent 
history  together  and  make  the  diag- 
nosis of  Munchausen's  syndrome.  It 
is  our  belief  that  if  we  had  known 
the  history  more  comprehensively 
at  the  time  of  admission,  her  hospi- 
tal course  would  have  been  more 
efficient  and  less  costly. 
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Unusual  scrotal  mass  in  the  neonate 


Mario  Ruiz,  MD;  David  C.  Gregg,  MD;  and  John  R.  Sty,  MD,  Milwaukee 

Ultrasound  is  an  ideal  imaging  modality  that  may  be  used  to  evaluate 
scrotal  masses.  It  will  frequently  detect  the  presence  of  a mass,  localize  its 
site  of  origin,  and  characterize  the  abnormality.  The  most  valuable 
information  provided  by  ultrasound  is  the  separation  of  intra-  and  ex- 
tratesticular  lesions.  The  importance  of  this  distinction  is  vmderstood 
when  it  is  recognized  that  the  majority  of  intratesticular  lesions  are  malig- 
nant, while  more  extratesticular  lesions  are  benign.  The  accuracy  in  this 
determination  is  between  90%  and  95%.  The  overall  accuracy  in  detecting 
and  characterizing  soft  tissue  masses  as  cystic  or  solid  is  in  the  range  of 
90%  to  100%.  Once  a solid  mass  is  identified,  it  is  not  possible  to  distin- 
guish benign  from  malignant.  We  present  the  ultrasound  findings  of  a 
newborn  with  renal  vein  thrombosis  and  a left  scrotal  enlargement,  and 
discuss  its  pathogenesis.  Wis  Med  J.1993;92(3):130-132. 


Case  report 

This  1-day-old  male  had  a left  scro- 
tal enlargement.  He  was  a full-term 
infant  with  normal  apgar  scores.  The 
enlarged  left  scrotum  was  detected 
immediately  after  delivery.  Eight 
hours  later,  transient  hypertension 
was  noted.  The  findings  of  the  physi- 
cal examination  were  normal  with 
the  exception  of  the  large  left  scro- 
tum. 

The  standard  laboratory  exami- 
nation demonstrated  no  specific 
abnormality  except  in  the  urine 
analysis,  which  showed  15  to  20  red 
blood  cells. 

A abdominal  and  scrotal  ultra- 
sound was  performed.  The 
sonogram  showed  a very  echogenic 
enlarged  kidney  with  loss  of  cortical 
medullary  differentiation.  The  left 
adrenal  was  hypoechoic  and  en- 
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larged.  The  contralateral  adrenal  and 
kidney  appeared  normal. 

Ultrasound  examination  of  the 
scrotum  demonstrated  enlargement 
of  the  left  testicle  and  the  parates- 
ticular  tissues,  with  increased  echo- 


genicity (Figure  1).  There  was  no 
evidence  of  cystic  abnormality  or 
calcifications.  The  left  kidney 
showed  abnormal  increased  echo- 
genicity, lack  of  corticomedullary 
differentiation,  and  a cystic  left 
adrenal  (Figure  2).  A radionuclide 
renal  scan  using  ^Tc-DTPA  dem- 
onstrated nonfunction  of  the  left 
kidney  and  a photon  deficient  area 
in  the  suprarenal  area  (Figure  3). 
The  contralateral  kidney  appeared 
normal. 

During  hospitalization,  the  pa- 
tient's condition  was  treated  with 
intravenous  heparin  for  14  days. 
Supportive  therapy  was  also  admini- 
stered during  the  hospitalization. 
At  discharge,  the  patient  was  placed 
on  longer-term  course  of  coumadin 


Fig  1.— Transverse  sonogram  of  testis.  The  examination  shows  a normally  shaped  left  testis 
with  increased  echogenicity  (1)  and  echogenic  paratesticular  soft  tissue  (2). 
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Fig  2.— Longitudinal  renal  sonogram.  The  examination  shows  an  abnormally  enlarged  left 
adrenal  gland  loith  hypoechoic  character  (1).  The  kidney  is  enlarged  with  increased  edwgenicity 
(2)  and  loss  of  the  corticomedullary  differentiation. 


treatment,  to  be  monitored  in  subse- 
quent clinic  visits.  Follow-up  exami- 
nations foimd  progressively  de- 
creased function  and  size  of  the  left 
kidney,  and  hypertrophy  of  the  right 
kidney.  Adrenal  fvmction  studies 
were  not  performed. 

Discussion 

The  differential  diagnosis  of  scrotal 
masses  in  the  newborn  period  in- 
clude testicular  torsion,  hydrocele, 
scrotal  edema,  incarcerated  ingui- 
nal hernia,  hematocele,  tumor,  orchi- 
tis, meconium,  peritonitis,  traumatic 
hematoma,  and  congenital  abnor- 
malities such  as  a rare  splenogona- 
dal fusion. 

Torsions  of  the  testis  may  be  ei- 
ther intravaginal  or  extravaginal  in 
type.  The  intravaginal  is  more  com- 
mon and  is  thought  to  be  due  to  an 
abnormal  attachment  of  the  tunica 
vaginalis.  In  extravaginal  torsion, 
there  is  a normal  peritoneal  invest- 
ment, but  it  is  weakly  attached, 
which  leads  to  a torsion  of  the  sper- 
matic cord  at  the  level  of  the  exter- 
nal ring. 

The  newborns  with  torsion  nor- 
mally have  a swollen  red  scrotum 
and  a firm  testis.  The  differential 
considerations  include  meconium 
peritonitis,  intraperitoneal  bleeding 
that  tracks  through  the  patent  proc- 
ess vaginalis,  or  a primary  tumor  of 
the  testis.  In  this  case,  ultrasound 
imaging  excluded  meconium  peri- 
tonitis and  intraperitoneal  bleeding 
as  causes. 

Testicular  tumors  account  for 
approximately  1%  of  childhood 
malignancy;  they  represent  2%  to 
3%  of  all  malignant  tumors  in  males. 
Approximately  70%  of  primary  tes- 
ticular neoplasms  are  of  germ  cell 
origin,  and  30%  are  of  non-germ  cell 
origin.  Almost  invariably,  these  le- 
sions cause  painless  unilateral  tes- 
ticular enlargement.  If  pain  is  pres- 
ent, it  is  usually  due  to  torsion  or 
hemorrhage  into  the  tumor. 

In  ultrasoimd  images,  testicular 
neoplasms  usually  are  solid,  well- 
defined  masses;  echogenicity  varies 


from  homogeneously  hypoechoic  to 
heterogeneous  character  with  areas 
of  decreased  echogenicity  reflecting 
hemorrhage  or  necrosis.  Areas  of 
increased  echogenicity,  with  shad- 
owing may  also  be  present  and  rep- 
resent calcification. 

In  our  patient,  the  echo  character 
of  the  enlarged  testis,  and  support- 
ing structures  was  hyperechoic  and 
homogeneous.  This  gave  the  appear- 
ance of  a uniform  process  involving 
the  scrotum,  the  supportive  tissues, 
and  the  testis.  The  initial  ultrasound 
examination  of  the  upper  abdomen 
demonstrated  the  left  adrenal  gland 
to  be  enlarged  and  relatively  echo- 
free.  This  was  highly  suggestive  of 
adrenal  hemorrhage.  The  left  kid- 
ney demonstrated  renal  enlargement 
with  a diffuse  increase  in  echogen- 
icity. There  was  also  loss  of  the  nor- 
mal cortical  medullary  differentia- 
tion. In  the  appropriate  setting  of 
hematuria  and  transient  hyperten- 


sion this  pattern  is  characteristic  of 
renal  vein  thrombosis.^'^ 

Renal  vein  thrombosis  may  ei- 
ther be  unilateral  or  bilateral,  and  is 
the  most  common  renal  vascular 
abnormality  in  the  neonatal  period. 
The  cause  of  renal  vein  thrombosis 
is  multifactorial.  Etiologies  include 
hemoconcentration  and  decreased 
renal  perfusion,  blood  loss,  dehy- 
dration, diarrhea,  and  sepsis.  There 
is  also  an  increased  incidence  of  this 
abnormality  in  infants  of  a diabetic 
mother. 

The  relationship  of  left  renal  vein 
thrombosis  to  adrenal  hemorrhage, 
and  scrotal  enlargement,  is  better 
appreciated  if  the  relationship  of  the 
left  testicular  vein  to  the  renal  vein  is 
understood.  After  draining  the 
pampiniform  plexus,  the  testicular 
(internal  spermatic)  vein  courses 
cephalad  and  anterior  to  the  psoas 
muscle  and  ureter.  They  then  drain 
into  the  respective  renal  veins,  which 
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fig  3.— Posterior  renal  images.  A ^^Tc-DTPA  renal  scan  shows  lack  of  left  renal  function  (1 ) 
and  a photon  deficient  region  in  the  adrenal  area  (2). 


subsequently  drain  into  the  inferior 
vena  cava.  With  obstruction  of  the 
testicular  vein  on  the  left  secondary 
to  renal  vein  thrombosis,  backflow 
and  edema  of  the  testis  result.  This 
can  cause  scrotal  and  testicular  en- 
largement, although  this  is  rare.  This 
case  adds  another  entity  to  the  dif- 
ferential diagnosis  of  unilateral  scro- 
tal enlargement  in  the  newborn. 
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Socioeconomic 


Thompson,  Klug  address  physicians, 
welcome  SMS  health  care  reform  plan 


Shari  Hamilton,  assistant  editor 

I COMPLIMENT  YOU  for  coming  up 
with  a (health  care  reform)  plan 
and  1 am  looking  forward  to  seeing 
it." 

That's  the  message  Gov  Tommy 
Thompson  gave  Wisconsin  physi- 
cians during  the  Feb  10  SMS  Legis- 
lative Day  in  Madison.  Since  that 
time,  SMS  staff  has  met  with  the 
governor's  office.  Secretary  Gerald 
Whitburn  of  the  Department  of 
Health  and  Social  Services,  and  Ad- 
ministration Secretary  James 
Klauser,  to  discuss  the  SMS  health 
care  reform  proposal,  Wisconsin  Care, 
and  answer  questions  posed  by  state 
officials. 

Thompson  is  pushing  for  Wis- 
consin to  take  the  initiative  on  health 
care  system  reform,  not  wait  for  the 
White  House  and  Congress  to  act  on 
a national  health  care  plan.  "I've 
always  believed  we're  much  better 
off  if  we  can  come  up  with  our  own 
plan  here  in  Wisconsin,"  the  gover- 
nor told  SMS  members. 

Although  eager  to  see  the  SMS 
proposal,  it's  apparent  the  governor 
has  some  ideas  of  his  own  about 
health  care  reform.  Thompson  an- 
nounced March  14  a plan  to  allow 
state  government  and  employers  to 
form  health  care  cooperatives  to  take 
advantage  of  economies  of  scale  in 
buying  health  insurance. 

Citing  health  care  reform  discus- 


sions and  conversations  with  Presi- 
dent Bill  Clinton  during  the  recent 
governor's  conference  in  Washing- 
ton, DC,  Thompson  said  he  believes 
Clinton  is  going  to  allow  the  states 
to  experiment.  "Even  if  the  federal 
government  (presents  a plan),  I be- 
lieve they're  going  to  give  states  lati- 
tude," the  governor  predicted. 

Thompson  will  convene  a bipar- 
tisan forum  on  health  care  reform 


March  31  to  review  health  care  re- 
form packages  submitted  by  the 
Wisconsin  Hospital  Association,  the 
SMS,  and  other  groups.  Dr  Listwan 
and  Kenneth  Viste,  MD,  chair  of  the 
SMS  Task  Force  on  Health  Care 
Reform,  have  been  invited  to  par- 
ticipate. 

"We're  going  to  sit  down  and 
hammer  out  the  parameters,  and 
Continued  on  next  page 


Gov  Tommy  Thompson  addressed  physicians  at  the  SMS  Legislative  Day  as  SMS  President 
William  Listwan,  MD,  looks  on. 
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Senate  and  ask  for  changes  in  tort 
reform,"  Thompson  observed. 

"You  and  every  member  in  here 
have  to  be  contacting  every  legisla- 
tor and  letting  them  know  times 
have  changed  and  you  need  their 


Sen  Rod  Moen  meets  with  constituents  Martin  Voss,  MD,  and  Ed  Hicks,  MD,  both  ofEau 
Claire,  to  discuss  pending  health  care-related  legislation. 


Rep  Frank  Urban  discusses  legislative  initiatives  with  Greg  Buck,  MD,  ofB rookfield and  SMS 
auxiliary  members  Mary  Kastelic,  of  Elm  Grove,  SaneeM.  Brynildson,  of  New  Berlin,  and 
Arlene  Broker,  of  Brookfield. 


help,"  the  governor  told  physicians. 
"The  trial  lawyers  are  not  bashful; 
they  play  the  political  scene  much 
better  than  the  doctors  do.  I've  given 
you  a chance  in  the  budget  bill  with 
the  $1  million  cap." 

The  governor  urged  Wisconsin 
doctors  to  get  involved  in  the  three 
Senate  races.  Get  a commitment  that 
the  candidates  will  support  product 
liability  and  tort  reform,  he  advised, 
adding  "I  am  confident  that  if  you 
got  a good  bill  on  the  floor  of  the 
Assembly,  you  would  have  enough 
votes  to  pass  it." 

Other  items  included  in  the  gov- 
ernor's budget  are  measures  to 
improve  health  care  for  native 
Americans  and  pregnant  women 
with  addictions;  policy  changes 
requiring  welfare  recipients  to  get  a 
referral  from  a primary  care  physi- 
cian before  seeing  specialists;  and  a 
plan  to  reduce  nursing  home  costs 
by  allowing  use  of  over-the-counter 
aspirin  rather  than  seeking  individ- 
ual prescriptions. 

Thompson  apologized  for  "the 
very  small  reimbursement  increase" 
for  Medicaid.  "It's  all  we  could  do," 


Continued  from  preceding  page 
figure  out  what  we  can  do  for  ac- 
cess," Thompson  said  of  the  health 
care  summit.  "I  will  need  your  ad- 
vice and  your  criticism." 

More  than  120  physicians  and 
auxiliary  members  attended  the  SMS 
Legislative  Day,  moderated  by  SMS 
President  William  J.  Listwan,  MD. 
The  full-day  conference  offered 
physicians  insight  from  lawmakers 
and  lobbyists;  a chance  to  talk  with 
their  own  representatives;  and  a look 
at  the  SMS  health  reform  plan,  Wis- 
consin Care. 

In  introducing  the  governor.  Dr 
Listwan  noted  that  politics  can  be  a 
difficult  arena,  frustrating  for  phy- 
sicians. "If  we  don't  participate  in 
the  process,  we'II  be  left  out  when 
the  decisions  are  made,"  he  re- 
marked. 

Speaking  at  Legislative  Day, 
Thompson  praised  physicians  for 
their  action  on  health  care  reform. 
The  governor  also  described  his 
budget  initiatives,  pointing  out  that 
his  budget  includes  a $1  million  cap 
on  malpractice  damage  awards. 
"This  is  the  best  chance  the  state 
medical  society  has  had  to  go  to  the 
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After  discussing  plans  for  the  legislative  session,  Sen  Dave  Helbach  shows  Helen  Hacker,  of 
Marshfield,  Matthew  Rioran,  MD,  of  Stevens  Point  and  Marshfield  residents  Michael  Mehr, 
MD,  Patricia  Mehr,  Michael  Kryda,  MD,  and  SMS  Board  of  Directors  chair  Richard  Ulmer, 
MD,  around  the  Senate  chambers. 


the  governor  said  of  his  budget  plan 
to  boost  physician  reimbursement 
rate  by  1%  after  July  1,  1994.  Th- 
ompson said  there  will  be  an  $86 
million  surplus  in  the  next  biennium 
so  "whoever  is  governor  then  should 
be  able  at  that  time  to  increase 
Medicaid  (reimbursment)." 

US  Congressman  Scott  Klug  (R- 
District  2),  addressed  physicians  at 
a Legislative  Day  luncheon,  discuss- 
ing national  legislative  initiatives  on 
health  care.  Rep  Klug  was  recently 
named  to  the  health  subcommittee 
of  the  prestigious  House  Energy  and 
Commerce  Committee  and  will  be  a 
major  player  in  the  national  health 
care  reform  debate. 

The  Wisconsin  Republican  dis- 
cussed the  philosophies  of  various 
Energy  and  Commerce  committee 
members  and  noted  that  currently 
the  committee  "is  heading  in  nine 
directions"  when  it  comes  to  health 
care  reform.  Klug  said  he  expects  to 


see  the  Clinton  proposal  released  in 
April  or  May.  He  predicts  that  any 
national  health  care  reform  plan 
adopted  will  be  one  of  "middle 


ground,"  "somewhere  between 
where  we  are  now  and  a single  payer 
system."  ♦ 


RESIDENT  ALERT 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  will  subsidize  training  in  cer- 
tain specialties  totaling  over  $25,000  a year. 
Here’s  how  it  breaks  down  - an  annual 


grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  education,  work  at  state-of- 
the-art  facilities,  and  receive  outstanding 
benefits. 

So,  if  you  are  a resident  who  could  use 
over  $25,000  a year,  contact  an  Army  Medical 
Counselor  immediately. 


CALL  COLLECT  708-541'341 1 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE.® 
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Public  health 

Adult  occupational  lead  exposure  in  Wisconsin 

Henry  A.  Anderson,  MD;  Dee  Higgins,  BSN;  Lawrence  Hanrahan,  PhD,  MS;  and  Priscilla  Sarow,  Madison 


In  1911,  Wisconsin  became  the 
first  state  to  adopt  Worker's 
Compensation  legislation.  That  same 
year,  landmark  legislation  recog- 
nized the  importance  of  centralized 
disease  surveillance  and  required 
mandatory  occupational  disease 
reporting  (sUicosis,  caisson's  disease, 
metal  poisonings).  Despite  such  an 
early  start,  success  in  achieving  the 
lofty  initial  disease  and  injury  pre- 
vention goals  has  been  elusive.  Cur- 
rently, the  Wisconsin  Workers' 
Compensation  program  estimates 
that  occupational  disease  and  injury 
result  in  direct  costs  of  over 
$552,000,000  annually.  Systemic 
poisoning,  of  which  lead  poisoning 
is  a part,  costs  $1,590,000  annually.^ 
Both  industry  and  labor  leaders 
recognize  that  this  toll  must  be  re- 
duced. 


The  public  health  column  is  not  reviewed 
by  the  WMJ  editorial  board.  Dr  Ander- 
son is  chief  medical  officer  for  occupa- 
tional and  environmental  health  in  the 
Bureau  of  Public  Health.  Higgins  is  the 
SENSOR  project  director  and  adult  lead 
exposure  coordinator  in  the  Section  of 
Environmental  Health,  Bureau  of  Public 
Health;  Dr  Hanrahan  is  an  epidemiolo- 
gist in  the  Section  of  Environmental 
Health,  Bureau  of  Public  Health;  Sarow 
is  a program  assistant  in  the  Section  of 
Environmental  Health,  Bureau  of  Public 
Health.  Inquiries  regarding  adult  lead 
exposures  should  be  directed  to  Dee 
Higgins  at  (608)  267-3256.  Reprints  re- 
quests to:  Dee  Higgms,  BSN,  Wisconsin 
Division  of  Health,  1414  E Washington 
Ave,  Room  227,  Madison,  WI 53703.  This 
project  was  made  possible  through  grants 
from  the  Centers  for  Disease  Control 
and  Prevention,  National  Institute  for 
Occupational  Safety  and  Health,  Grant 
No.  U60/CCU508422-01.  Copyright  1993 
by  the  State  Medical  Society  of  Wiscon- 
sin. 


Healthier  People  in  Wisconsin,  a 
Public  Health  Agenda  for  the  Year  2000, 
published  in  February  1990,  includes 
goals  and  objectives  specific  to  oc- 
cupational and  environmental 
health.  For  more  than  a year,  more 
than  150  persons  from  all  segments 
of  Wisconsin  society  assessed  Wis- 
consin's most  important  health  risks 
and  created  the  agenda  to  reduce 
the  risks  and  improve  the  health 
status  of  the  state's  residents.  The 
year  2000  objectives  for  lead  are  that 
"no  workers  will  have  blood  lead 
level  determinations  greater  than  or 
equal  to  50  ug/ dL  and  no  pregnant 
working  women  will  have  blood 
lead  levels  greater  than  25  ug/dL".^ 
In  1979,  Wisconsin  Statute  151 
was  created  to  place  all  lead  related 
activities  in  a single  statute.  The 
statute  made  reporting  of  blood  lead 
above  60  ug/dL  mandatory.  The 
statute  directs  the  Department  of 
Health  and  Social  Services  (DHSS) 


to  adopt  the  blood  lead  guidelines 
of  the  Centers  for  Disease  Control. 
In  1987  the  reporting  level  was  re- 
duced to  25  Ug/dL  and  the  statute 
revision  process  has  begun  to  lower 
the  reporting  level  to  10  ug/  dL.^  Al- 
though physicians,  nurses,  hospital 
administrators,  clinical  laboratories 
and  public  health  officers  are  re- 
quired to  report  lead  poisoning  and 
lead  exposure,  reporting  has  been 
implemented  most  effectively  and 
almost  entirely  through  direct  re- 
porting by  laboratories. 

Industrial  lead  use 
Wisconsin  has  a population  of  5 
million  and  a workforce  of  slightly 
more  than  2.4  million.  Although  41% 
of  Wisconsin's  land  is  devoted  to 
agricultural  production,  the  work 
force  is  more  industrial  than  agri- 
cultural (4%  agricultural,  28%  manu- 
facturing). Of  the  approximately 
Continued  on  page  138 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Cl  E o CCj  iV  fi ' t s{  cj<  I*  c V R!  Cj  cjC/CPATT  r 


Jerome  E.  Kronsnoble,  William  E.  Herte 
850  Elm  Grove  Road,  Elm  Grove,  WI  53122,  (414)  784-3780,  (800)  437-4326 


Continued  from  page  136 
120,000  employers  in  the  state,  we 
estimate  that  4,703  use  lead.  Given 
the  employers  that  use  lead,  we  esti- 
mate that  between  56,000  and  114,000 
workers  are  exposed  to  lead  at  work. 

Wisconsin  SENSOR 
In  1987,  Wisconsin  entered  into  a 
cooperative  agreement  with  the 
National  Institute  for  Occupational 
Safety  and  Health  to  establish  epi- 
demiologic surveillance  for  silico- 
sis, asbestosis,  occupational  asthma, 
mesothelioma,  carpal  tunnel  syn- 
drome and  occupational  lead  expo- 
sure.^ The  lead  exposure  protocol 
calls  for  staff  to  evaluate  all  instances 
of  reported  blood  lead  of  50  ug/  dL 
or  higher.  Beginning  in  March  1, 
1993,  the  DHSS  staff  will  provide 
follow-up  for  cases  with  blood  lead 
elevated  to  40  ug/  dL  or  above. 

Adult  occupational  blood  lead 
surveillance  data,  occupational  lead 
fume  and  dust  exposure  informa- 
tion, and  a sample  of  case  reports 
were  characterized  to  describe  the 
scope  of  the  occupational  lead  expo- 
sure problem  in  Wisconsin.  The  fol- 
lowing cases  were  reported  and 


assessed  during  the  last  quarter  of 
1992  and  are  illustrative  of  occupa- 
tional lead  exposures. 

Results 

Case  report  1.  An  18-year-old  was 
scraping  lead  paint  from  a building 
for  1 week  when  he  began  to  have 
symptoms  of  fatigue  which  im- 
proved when  he  missed  work.  His 
father  encouraged  him  to  see  a 
physician,  who  then  treated  him  by 
removal  from  exposure.  In  late 
August  1992,  his  blood  lead  was  44 
ug/dL;  16  days  later  it  was  43  ug/ 
dL.  Thirty  days  after  the  initial  evalu- 
ation it  was  34  ug/  dL.  In  early  Octo- 
ber 1992,  the  physician  called  the 
worker  and  learned  that  he  was 
without  symptoms  other  than  a mild 
continuous  headache. 

Case  report  2.  The  company  does 
roofing  and  sheetmetal  work  and 
employs  60  people,  6 of  whome  are 
exposed  to  lead.  A blood  lead  report 
of  68  Ug/dL  was  received.  The 
worker  was  exposed  to  lead  while 
cleaning  some  lead  coated  copper 
sheet  metal.  He  was  dry  sanding  the 
sheet.  Smoking,  eating  and  drink- 


ing were  done  while  working  with 
little  or  no  sanitary  precautions.  The 
worker  was  removed  from  lead  work 
and  the  company  has  since  imple- 
mented a written  worker  lead  pro- 
tection policy  including  elements 
required  in  the  OSHA  General  In- 
dustry Lead  Standard.^  The  com- 
pany reports  that  work  processes 
were  changed  and  that  air  monitor- 
ing done  by  the  workers  compensa- 
tion carrier  following  the  changes 
determined  that  lead  in  air  is  now 
below  the  action  level. 

Case  report  3.  A blood  lead  level  of  52 
Ug/dL  was  reported  in  October  1992 
for  a young  woman  who  has  a full- 
time job  as  a municipal  street 
sweeper  but  throws  pottery  in  her 
basement.  She  sells  her  vases  and 
planters  to  supplement  her  income. 
She  reported  she  had  higher  blood 
lead  levels  in  the  past  and  was  hos- 
pitalized twice  for  severe  stomach 
cramping,  etiology  undetermined. 
Subsequently,  it  was  her  dentist  that 
suggested  she  be  tested  for  blood 
lead  when  he  noticed  discoloration 
in  her  teeth  and  gums.  She  reports 
her  lead  level  at  that  time  (1988)  was 
85  Ug/dL.  She  is  aware  of  6 other 
potters  similarly  exposed.  Written 
materials  regarding  protection  from 
lead  and  several  articles  were  pro- 
vided for  her  to  distribute  to  her 
potter  colleagues  that  may  help  them 
take  the  exposure  seriously  and 
prompt  their  testing.  This  worker 
plans  to  continue  to  get  blood  lead 
testing  while  she  makes  every  effort 
to  reduce  her  exposure. 

Case  report  4.  The  company  makes 
bronze,  stainless  steel,  iron,  forged 
steel,  cast  steel,  and  aluminum 
nozzles  and  fittings,  employing  200 
persons,  50  with  potential  to  expo- 
sure to  lead.  Three  workers  were 
reported  with  blood  lead  levels  of  50 
Ug/dL  or  above.  All  three  worked 
in  the  foundry  "melt  department" 
tending  furnaces  and  pouring  mol- 
ten metal,  exposing  them  to  fumes. 
Although  two  of  the  workers  reached 
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Fig  2.— Wisconsin  occupational  lead  exposure  surveillance  1989-1992:  Percent  of  reports 
by  blood  lead  level. 
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blood  lead  levels  of  50  ug/dL,  the 
lead  levels  did  not  remain  at  50  ug/ 
dL  for  6 months  (OSHA  removal 
level).  One  worker  reached  61  ug/ 
dL:  OSHA  requires  immediate 
removal  at  60  ug/dL  or  above.  He 
was  working  on  furnace  repair  and 
charging  the  furnace.  He  was  re- 
moved immediately  to  the  shipping 
department  where  he  worked  at  full 
pay  xmtil  he  had  two  consecutive 
blood  leads  below  40  ug/dL.  The 
company  reports  an  air  lead  moni- 
toring program  and  their  workers' 
compensation  insurance  carrier 
provides  industrial  hygiene  consul- 
tation. The  company  has  a written 
policy  regarding  protection  of  work- 
ers and  the  policy  includes  those 
items  required  in  the  OSHA  Lead 
Standard  for  General  Industry. 

Case  report  5.  The  company  provides 
residential  paint  application  and 
removal.  This  company  was  a solely 
owned  and  operated  business  until 
expanding  to  hire  one  employee  to 
remove  exterior  paint  from  a home. 
The  worker  was  dry  sanding  and 
using  a heat  torch  with  no  respira- 
tory protection.  The  18-year-old  male 
worker  went  to  his  physician  with 
complaint  of  stomach  cramps,  slight 
shakiness  and  a feeling  of  mental 
slowness.  The  blood  lead  level  was 
83  ug/  dL.  The  physician  reported 
the  lead  level  to  the  adult  lead  pro- 
gram and  to  the  local  health  depart- 
ment. The  physician  treated  the 
exposed  worker  with  Chemet  700 
mg  TID  times  5 days,  then  700  mg 
BID  times  14  days.  After  treatment, 
the  blood  lead  level  had  been  low- 
ered to  14.4  Ug/dL  and  there  has 
been  no  rebound  effect.  The  local 
health  department  is  assessing  the 
environment  in  and  around  the 
abated  home  to  see  if  it  p>oses  a threat 
to  children. 

Occupational  blood  lead 
surveillance 

The  SENSOR  adult  lead  program 
(1988  to  1992)  received  elevated 
blood  lead  reports  (25  ug/dL  or 


greater)  from  116  employers  in  the 
state.  Five  major  employers  ac- 
coimted  for  69.9%  of  the  case  re- 
ports. Lead  exposure  surveillance 
reports  have  primarily  come  from 
foundries,  machinery  manufactur- 
ers, autobody,  and  radiator  repair 
shops.  A total  of  7,215  blood  lead 
level  reports  were  received  during 
the  period  1989  through  1992:  a 
maximum  number  of  reports  were 
received  in  1989  (2,340).  Since  then, 
the  report  totals  have  decreased  to 
1,302  in  1992.  In  1989,  a total  of  1,102 
workers  were  under  surveillance; 
the  number  has  steadily  decreased 
to  701  workers  in  1992  (Figure  1). 

The  percent  of  reports  over  40 
ug/  dL  of  blood  has  steadily  declined 
over  the  years:  the  percent  of  reports 
over  50  ug/  dL  blood  declined  from 
9%  in  1989  to  5%  in  1992  (Figure  2). 
Figure  3 displays  the  annual  num- 
ber of  reports  over  two  OSHA  lead 
exposure  action  limits  (removal 
when  the  blood  lead  averages  50 
ug/  dL  over  a 6 month  period  and 
immediate  removal  at  60  ug/dL). 
Reports  over  50  ug/dL  declined 
from  160  in  1989  to  47  in  1992.  Simi- 
larly, the  number  of  exposure  read- 
ings over  60  ug  / dl  declined  from  52 
in  1989  to  22  in  1992. 


Currently,  about  100  reports  of 
adult  elevated  blood  lead  (25  ug/  dL 
or  greater)  are  received  each  month. 
In  comparison,  it  is  useful  to  note 
that  the  National  Health  and  Nutri- 
tion Examination  Survey  reported 
that  the  median  blood  lead  for  the 
entire  US  population  is  13  ug/  dL.^ 

Hazard  surveillance 
Investigation  of  lead  hazards  has 
always  been  an  important  segment 
of  the  Wisconsin  OSHA  Consulta- 
tion Program.  Between  1984  and 
1988,  consultations  involving  lead 
air  monitoring  ranged  from  14%  to 
24%  of  the  total  annual  consulta- 
tions. Since  1978,  the  program  has 
sampled  for  airborne  lead  dust  or 
fume  during  studies  in  433  Wiscon- 
sin facilities,  identifying  239  with 
serious  hazards.  Overexposure  to 
lead  included  a broad  range  of  in- 
dustrial classifications.  Especially 
noteworthy  was  the  finding  that  37% 
of  the  facilities  visited  with  fewer 
than  19  employees  had  serious  lead 
hazards  identified.  Employers  with 
more  than  196  employees  had  seri- 
ous hazards  in  only  13%  of  consulta- 
tions. 

Continued  on  next  page 
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Fig  3.-Wisconsin  occupational  lead  exposure  surveillance  1989-1992:  Number  of  reports 
with  blood  lead  levels  of  50  ug/dL  and  above. 
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Comment 

In  cases  1 through  4,  removal  of 
workers  from  the  exposure  alone 
reduced  the  blood  lead  levels  in  the 
workers.  The  treatment  of  choice  for 
workers  without  symptoms  has  been 
removal  from  the  lead  exposure. 
Engineering  controls  to  reduce  or 
remove  lead  exposure  to  safe  limits 
is  required  by  the  OSHA  General 
Industry  Standard  as  are  specific 
hygiene  requirements,  hazard  com- 
munication requirements  and  res- 
piratory protection  requirements.^ 

Case  report  number  five  had 
symptoms  and  was  treated  with  a 
chelating  agent  that  resulted  in  re- 
lief of  symptoms  and  reduction  in 
blood  lead  levels.  Although  there  is 
no  absolute  consensus  for  medical 
treatment  of  the  lead  exposed 
worker,  removal  from  lead  expo- 
sure is  routinely  suggested  for 
asymptomatic  workers.  Information 
and  resources  are  being  gathered  to 
assist  physicians  in  making  treat- 
ment decisions. 

The  Wisconsin  specific  informa- 
tion indicates  that  industrial  lead 
hazards  and  worker  elevated  blood 
lead  continue  to  be  persistent  prob- 
lems. And  while  the  Wisconsin  lead 
surveillance  program  data  generally 
indicate  an  improving  picture  for 
exposed  workers  that  continue  to  be 
under  surveillance,  only  a small 
fraction  (ie,  less  than  2.5%)  of  em- 
ployers that  use  lead  have  routinely 
reported  lead  exposures  to  the  pro- 
gram, and  the  number  is  declining. 
Currently,  it  is  not  known  whether 
reports  are  not  filed  by  other  lead 
using  employers  because  the  em- 
ployer is  unaware  of  the  reporting 
requirement  or  the  levels  are  being 
monitored  and  controlled  at  a level 
below  the  reporting  standard  crite- 
ria of  25  ug/dL.  Given  the  small 
percentage  of  employers  that  pro- 
vide routine  blood  lead  monitoring, 
physicians  need  continued  vigilance 
to  identify  lead  exposure  as  a pos- 
sible cause  in  symptomatic  patients. 

Last  year,  as  part  of  the  national 
and  Wisconsin  childhood  lead  poi- 


soning prevention  initiative,  22,294 
children  were  screened.  Through  the 
continuing  efforts  of  public  health 
agencies  and  private  physicians,  this 
year  we  anticipate  nearly  40,000 
children  will  be  screened.  Ironically, 
as  our  society  moves  to  control  child- 
hood lead  exposures  in  the  home, 
the  lead  abatement  industry  will 
grow,  and  more  workers  may  be 
occupationally  exposed  to  lead. 
Thus,  while  the  public  health  prior- 
ity has  been  upon  prevention  of 
childhood  lead  poisoning,  physi- 
cians must  not  overlook  considera- 
tion and  evaluation  of  occupational 
lead  exposure  in  their  adult  patients. 
The  first,  second  and  fifth  cases  il- 
lustrate the  importance  of  alert  cli- 
nicians in  the  initial  identification  of 
excessive  lead  absorption. 

Physicians  must  report  all  blood 
lead  elevations  at  25  ug/dL  and 
above.3  Physicians  can  report  all 
elevated  blood  lead  levels  to  the 
SENSOR  program  using  the  Divi- 
sion of  Health  4151  form.  It  is  essen- 
tial that  name,  address,  age,  gender, 
marital  status,  place  of  employment, 
occupation,  and  treatment  rendered 
are  filled  in  on  the  form.  Informa- 
tion specifying  if  children  under  7 or 
if  a pregnant  person  resides  in  the 
household  of  a lead  exposed  worker 
is  also  useful  to  protect  these  high 
risk  groups:  DHSS  staff  are  devel- 
oping education  materials  for  these 
workers  that  explain  ways  in  which 
lead  can  be  carried  home  with  the 
lead  exposed  employee. 

Despite  of  the  statutory  report- 
ing requirement,^  the  majority  of  case 
reports  come  directly  from  blood 
lead  testing  laboratories  without  all 
of  the  necessary  and  mandatory  data 
elements.  This  information  is  vital 
to  providing  follow-up  to  those 
individuals  who  are  reported  with 
blood  lead  levels  of  40  ug/dL  or 
greater  and  to  monitor  improvement 
over  time.  While  DHSS  continues  to 
work  with  laboratories  to  obtain 
these  data,  physicians  requesting 
blood  lead  laboratory  analyses 
should  insure  that  this  information 


is  forwarded  to  the  laboratories  for 
surveillance  reporting  purposes. 

The  adult  lead  surveillance  pro- 
gram director  is  available  to  answer 
questions  regarding  lead  exposure, 
provide  written  information  and  act 
as  a clearing  house  for  physicians, 
local  public  health  agencies,  employ- 
ers and  workers  seeking  informa- 
tion and  resources  to  deal  with  their 
occupational  lead  exposure  prob- 
lems. Physicians  wishing  assistance 
with  occupational  lead  exposure 
issues  may  call  the  SENSOR  pro- 
gram at  608-267-3256.  Companies 
requesting  on  site  hazard  monitor- 
ing are  referred  to  the  Occupational 
Health  Section  at  608-266-8579. 
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Recent  court  ruling  on  blood  alcohol  testing  has  no  effect 
on  physician's  role 


ON  Jan  26, 1993,  in  the  case  of 
State  V Bohling,  the  Wiscon- 
sin Supreme  Court  cdlowed  the  re- 
sults of  a blood  alcohol  concentra- 
tion test  taken  from  a driver  law- 
fully arrested  for  driving  while  in- 
toxicated to  be  admitted  as  evidence 
in  the  suspect's  trial,  even  though 
the  arresting  officer  did  not  obtain  a 
search  warrant  prior  to  authorizing 
the  blood  test. 

The  defendant  driver  was  in- 
volved in  a motor  vehicle  accident, 
and  was  arrested  by  a law  enforce- 
ment officer  who  observed  that  the 
driver  had  bloodshot  eyes,  smelled 
of  liquor,  and  had  poor  balance.  The 
driver  was  transported  to  the  police 
station,  where  he  refused  to  take  a 
breath  intoxilyzer  test.  The  driver 
was  then  informed  that  blood  would 
have  to  be  drawn  in  accordance  with 
the  police  department's  policy  of 
testing  the  blood  of  persons  accused 
of  a third  or  subsequent  drunk  driv- 
ing offense  who  refuse  to  take  the 
intoxilyzer  test.  The  driver  objected, 
and  the  arresting  officer  informed 
him  that  restraint  would  be  used  if 
necessary.  The  driver  was  trans- 
ported from  the  Sun  Prairie  police 
station  to  a Madison  hospital  where, 
after  refusing  to  sign  a consent  form, 
the  driver  submitted  to  a blood  test. 

That  test  revealed  a blood  alcohol 
concentration  of  0.205  percent  (op- 
erating a motor  vehicle  with  a blood 
alcohol  concentration  of  0.1  percent 
or  more  by  weight  of  alcohol  consti- 
tutes a violation  of  Wisconsin's 
drunk  driving  laws).  The  blood  test 
was  performed  approximately  2.5 
hours  after  the  defendant  w'as  taken 
into  custody. 

The  Wisconsin  Supreme  Court 
held  that  the  dissipation  of  alcohol 
from  a person's  bloodstream  consti- 
tutes a sufficient  exigency  to  justify 
a warrantless  blood  draw  under  the 


following  circumstances:  1)  the 
blood  draw  is  taken  at  the  direction 
of  a law  enforcement  officer  from  a 


person  lawfully  arrested  for  a drunk- 
driving related  violation  or  crime. 
Continued  on  next  page 


Rmluised  By  People  Wlio  C<in 
Mold  A M()re  Ex])ensi\'e  One. 


Some  fxxiple  purchase  the  most 
expeasive  car  they  can  afford. 
Th  is  is  based  oir  die  assumption 
that  the  more  expeasive  die  car,  die 
more  advantages  it  has  to  offer. 

Then  along  comes  die  Lexus 
LS400,  which  Ls  superior  in  luxury  and 
technology  to  many  luxury  sedans,  yet 
less  expensive. 

Tlie  press  hailed  it.  Tlie  public 
bought  more  than  any  European  luxury 
sedan,  regardless  of  price.  And  owners 
were  so  happy,  they  gave  it  a higher 


rating  in  “value,”  “workmanship”  and 
“overall  satisfaction”  dian  any  auto- 
mobile Car  and  Driier  lias  ever  tested. 

All  this  makes  the  LS400  a very 
rate  automobile  indeed. 

Come  test  drive  one  at  Lexus  of 
Madison  and  see.  Tliough  it  rruiy  be 
much  less  than  you  can  afford. 


Your  Lexus  Dealer.  Pursuing  Perfection. 

LEXUS  OF  MADISON 
(608)  2 5 -LEXUS 

5234  High  Crossing  Blvd.,  Madison,  WI  53707 
Lexus  of  Madison  is  a Division  of  Jon  Lancaster,  inc. 
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Continued  from  preceding  page 
and  2)  there  is  a clear  indication  that 
the  blood  draw  will  produce  evi- 
dence of  intoxication. 

This  decision  does  not  alter  either 
the  role  of  or  the  protection  pro- 
vided for  health  care  providers  in- 
volved in  drawing  such  blood  tests. 
In  Wisconsin,  any  person  who  draws 
blood  at  the  request  of  a traffic  offi- 
cer, law  enforcement  officer  or  con- 
servation warden  for  the  purpose  of 
detennining  the  presence  or  quan- 
tity of  alcohol,  controlled  substances 
or  both  is  immune  from  any  civil  or 
criminal  liability  for  the  act,  except 
for  civil  liability  for  negligence  in 
the  performance  of  the  act  of  draw- 
ing blood  (s.  895.53(2),  Stats).  In 
addition,  any  employer  of  the  per- 
son who  draws  blood  under  these 
circumstances,  or  any  hospital  where 
such  blood  tests  are  performed,  has 
the  same  immunity  from  liability  (s. 
895.53(3),  Stats). 

SMS  announces  certification  for 
physicians'  office  staff 
Physicians'  office  staff  now  have  the 
opportunity  to  become  certified  by 
the  SMS  as  a "medical  business 
specialist."  The  certification  will 
signify  a basic  level  of  proficiency  in 
the  field  of  medical  office  business 
policies  and  procedures. 

The  purpose  of  the  certification  is 
to  help  office  staff  master  the  skills 
required  to  perform  efficiently  and 
effectively  in  the  medical  office.  The 
certification  is  achieved  by  success- 
fully completing  a series  of  ten  ex- 
aminations and  receiving  a satisfac- 
tory job  evaluation. 

The  SMS  will  offer  a series  of 
workshops  which  will  help  develop 
the  skills  needed  to  become  a medi- 
cal business  specialist.  Office  staff 
completing  the  certification,  will  be 
listed  in  the  registry  of  medical 
business  specialists  maintained  by 
the  SMS  and  will  receive  special 
benefits.  The  SMS  urges  all  medical 
groups  to  enroll  their  office  staff  in 
the  certificate  program  to  help  them 
further  their  professional  develop- 


ment and,  at  the  same  time,  receive 
high  quality,  affordable  training. 
More  information  on  the  Medical 
Business  Specialist  Certificate  Pro- 
gram will  be  mailed  with  the  next 
issue  of  Medigram. 

SMS  j oins  ADA  and  AM  A in  filing 
amicus  brief 

The  SMS  has  filed  amicus  brief 
supporting  the  city  of  Fond  du  Lac 
in  a lawsuit  over  water  fluoridation. 
Other  organizations  participating  in 
the  brief  include  the  AMA,  Ameri- 
can Dental  Association,  Wisconsin 
Dental  Association,  American  Acad- 
emy of  Pediatric  Dentistry,  dental 
research  associations  and  the  Ameri- 
can Public  Health  Association.  The 
plaintiff  in  the  case  is  Safe  Water 
Association,  Inc.  The  brief  discusses 
the  history  of  health  benefits  and  the 
impact  of  an  adverse  court  ruling  on 
fluoridation. 

CES  Foundation  offers  video  to  aid 


Physicians'  office  staff  now 
have  the  opportunity  to  be- 
come certified  by  the  SMS  as  a 
"medical  business  specialist."  The 
certification  will  signify  a basic  level 
of  proficiency  in  the  field  of  medical 
office  business  policies  and  proce- 
dures. 

The  purpose  of  the  certification  is 
to  help  office  staff  master  the  skills 
required  to  perform  efficiently  and 
effectively  in  the  medical  office.  The 
certification  is  achieved  by  success- 
fully completing  a series  of  ten  ex- 
aminations and  receiving  a satisfac- 
tory job  evaluation. 

The  SMS  will  offer  a series  of 


in  physician-patient  communica- 
tion 

"Talking  with  Patients,"  a new  video 
and  brochure  to  help  create  and 
foster  better  communications  be- 
tween physicians  and  patients,  is 
now  available  from  the  Charitable, 
Educational  and  Scientific  Founda- 
tion (CESF)  of  the  SMS.  CESF  and 
the  Wisconsin  Hospital  Association 
Research  and  Education  Foundation, 
Inc.,  served  as  underwriters  of  the 
video  produced  by  the  Medical 
College  of  Wisconsin's  Center  for 
the  Study  of  Bioethics.  The  video 
can  serve  as  a valuable  tool  to  help 
physicians  assess  their  own  interac- 
tion and  communication  with  pa- 
tients. 

To  obtain  an  order  form  for  the 
video  package  ($14.95),  which  in- 
cludes five  copies  of  a companion 
brochure  and  postage,  call  Jane 
Anderson  at  the  CESF  office,  1-800- 
362-9080  or  (608)  257-6781.^ 


workshops  which  will  help  develop 
the  skills  needed  to  become  a medi- 
cal business  specialist.  Office  staff 
completing  the  certification,  will  be 
listed  in  the  registry  of  medical 
business  specialists  maintained  by 
the  SMS  and  will  receive  special 
benefits.  The  SMS  urges  all  medical 
groups  to  enroll  their  office  staff  in 
the  certificate  program  to  help  them 
further  their  professional  develop- 
ment and,  at  the  same  time,  receive 
high  quality,  affordable  training. 
More  information  on  the  Medical 
Business  Specialist  Certificate  Pro- 
gram will  be  mailed  with  the  next 
issue  of  Medigram.^ 
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College 

OF  WISCONSIN 


The  next  time  you  face  a complex 

• -I  1 1 1 PRN:  Physician  Resource  Network 

patient  problem . . . call  1-800-472-3660. 


More  than  600  physician  specialists  working  in  partnership  with  area  physicians. 

Medical  College  of  Wisconsin  Physicians  primarily  practice  at  the  acute  care  hospitals 
on  the  campus  of  the  Milwaukee  Regional  Medical  Center: 


Froedtert  Memorial  Lutheran  Hospital 
Milwaukee  County  Medical  Complex 
Children’s  Hospital  of  Wisconsin 


Alternative  dispute  resolution  of 
medical  malpractice  cases  in  Wisconsin 

William  Treacy,  MD,  Milwaukee 


ONE  OF  THE  THINGS  that  has  long  bothered  phy- 
sicians and  students  of  our  medical  malprac- 
tice system  is  the  inefficiency  inherent  in  our  jury 
system.  Studies  that  have  looked  at  this  reveal  that 
60%  or  more  of  our  premium  dollar  goes  into  the  op- 
eration of  the  system,  and  only  40%  or  less  goes  to  the 
injured  party,  whom  we  are  trying  to  compensate. 
This  60%  includes  plaintiff  attorney  fees,  defense 
attorney  fees,  expert  witness  fees,  judicial  costs  and 
attorney's  traveling  expenses  deposing  expert  wit- 
nesses. 

Organized  medicine  has  for  some  time  attempted 


Dr  Treacy  is  a member  of  the  Physicians  Insurance  Com- 
pany of  Wisconsin's  Board  of  Directors  and  a former  presi- 
dent of  the  SMS.  Copyright  1993  by  the  State  Medical  Soci- 
ety of  Wisconsin. 


to  correct  this  inefficiency,  using  different  formats 
collectively  called  alternative  dispute  resolution. 

We  in  Wisconsin  attempted  to  have  physician 
controlled  HMOs  put  a binding  arbitration  clause  in 
their  subscriber  contract,  using  a system  that  has 
been  quite  successful  for  Kaiser  Permanente  in  Cali- 
fornia. We  succeeded  with  one  HMO,  but  due  to 
management  changes,  these  binding  arbitration 
clauses  were  apparently  dropped. 

Some  states  have  advocated  using  binding  arbi- 
tration to  resolve  all  medical  malpractice  disputes, 
but  these  have  run  into  legislative  difficulties.  A 
number  of  other  systems  of  fault-based  and  no-fault 
based  systems,  similar  to  worker's  compensation 
plans,  have  been  conceived,  but  none  has  been  put  in 
place  (for  various  reasons,  most  of  them  legislative). 
This  movement  toward  some  form  of  alternative 
dispute  resolution  has  been  fostered  and  encour- 


FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  Health  Professions 
Toll  Free 
1-800-423-USAF 
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aged  by  the  academic  legal  profession,  because  ev- 
eryone realizes  that  our  system  is  quite  cumbersome. 

The  movement  toward  the  use  of  alternative  dis- 
pute resolution  has  been  particularly  studied  and  en- 
couraged by  physician-owned  medical  malpractice 
companies.  One  of  these  companies,  the  Medical 
Mutual  Insurance  Company  of  North  Carolina,  has 
been  very  active  in  this  field.  A major  reason  for  this 
being  a close  association  with  the  Duke  University 
Law  School  and  their  faculty,  who  are  not  only  ex- 
pert in  alternative  dispute  resolution,  but  are  also  a 
third  party  trusted  by  both  sides  to  advise  and  set  up 
the  alternative  dispute  resolution  proceedings. 

A number  of  us  at  the  Physicians  Insurance  Com- 
pany of  Wisconsin  (PIC  Wisconsin)  went  to  North 
Carolina  to  look  more  closely  at  the  way  they  used 
alternative  dispute  resolution,  and--I  think— have 
begun  implementing  a system  at  PIC  Wisconsin  that 
looks  very  promising. 

A hallmark  of  the  system  that  they  have  used  in 
North  Carolina  is  that  they  feel  substituting  one  rigid 
system,  such  as  binding  arbitration,  for  another  rigid 
system,  such  as  a jury  system,  is  not  the  best  way  to 
go.  An  easier,  and  probably  more  successful,  ap- 
proach would  be  to  attempt  to  have  the  two  sides, 
namely  the  plaintiff's  attorneys  and  the  medical 
malpractice  insurance  company,  agree  on  the  form 
of  an  alternative  dispute  resolution  that  would  be 
used  on  a case  by  case  basis. 

Let's  look  at  a number  of  the  alternative  dispute 
resolution  methods  that  can  be  used. 

True  mediation 

True  mediation  is  one  mediator  attempting  to  get  the 
two  sides  to  agree  on  a resolution  of  the  dispute 
(usually  a dollar  amount)  without  the  mediator  giv- 
ing a verdict  or  saying  which  side  is  right  or  which  is 
wrong.  This  has  been  used  successfully  in  quite  a 
number  of  other  types  of  dispute  resolutions,  such  as 
labor  negotiations,  etc. 

The  system  that  is  currently  operative  in  Wiscon- 
sin is  not  a true  mediation  system.  In  our  system,  a 
panel  of  one  physician,  one  lay  person  and  one 
attorney  looks  at  the  facts  of  the  case  very  early  in  its 
development  and  gives  a verdict  to  both  sides.  There 
are  differences  among  students  of  our  system  as  to  its 
worth  and  efficacy. 

Binding  arbitration 

In  this  system,  one  or  more  arbitrators  views  the  facts 
of  the  case,  receives  testimony  on  these  facts  an 
comes  up  with  a verdict  binding  to  both  parties.  The 
difference  between  an  arbitration  proceeding  and  a 
jury  trial  is  that  the  deciders  of  fact  are  people  knowl- 
edgeable in  the  field  of  medical  malpractice  rather 
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than  12  people  chosen  from  the  voter  registration 
files.  Because  of  this,  these  arbitration  proceedings 
are  considerably  shorter  and  a great  deal  more  digni- 
fied and  considerably  less  traumatic  to  the  physician 
defendant. 

Non-binding  arbitration 

This  has  been  frequently  used  to  indicate  to  both 
parties  the  strength  of  their  cases.  In  certain  situ- 
ations, this  can  be  valuable  in  causing  either  the 
plaintiff  to  drop  the  case  or  a settlement  being  reached. 
In  North  Carolina,  they  have  found  it  to  be  quite 
useful  where  they  feel  the  plaintiff's  attorney  is 
misjudging  the  merits  and  value  of  the  case  he  has 
taken.  It  is  interesting  to  note  that  in  Wisconsin  and 
most  other  states,  the  physician  defendant  generally 
wins  about  80%  of  the  cases  that  come  to  a jury  trial. 

A number  of  other  alternative  dispute  resolution 
processes  have  come  forward,  such  as  a brief  sum- 
mary jury  trial  and  various  other  types  of  arbitration, 
such  as  baseball-type  arbitration,  where  each  side 
puts  forward  what  they  feel  the  case  should  be 
settled  for  and  the  arbitrator  has  to  pick  one  of  these 
two.  He  or  she  cannot  pick  anything  in  between.  This 
forces  both  sides  to  be  very  realistic  in  their  submis- 
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sions  and,  of  course,  the  whole  settlement  process  is 
enhanced. 

Usually  the  plaintiff's  attorney  and  the  medical 
malpractice  insurance  company,  in  agreeing  on  a 
type  of  alternative  dispute  resolution,  also  agree  on 
what  is  termed  a high  and  low.  This  is  a dollar  figure 
which,  if  the  decision  coming  forth  from  the  alterna- 
tive dispute  resolution  process  is  above,  the  settle- 
ment would  be  decreased  to  this  level.  If  the  decision 
of  the  process  if  less  than  the  agreed  upon  low,  the 
settlement  would  be  raised  to  this  agreed  upon  low. 

We  at  PIC  Wisconsin  have  a strong  position  that 
we  will  not  settle  cases  that  are  not  meritorious  and 
where  there  has  been  no  negligence  on  the  part  of  the 
physician.  On  a practical  level,  this  has  been  a prob- 
lem with  use  of  the  system  more  widely  in  North 
Carolina,  but  we  feel  our  insistence  in  not  paying 
nuisance  type  claims  if  more  important  than  the 
wider  use  of  automatic  dispute  resolution. 

We  do  have  to  remember  that  alternative  dispute 
resolution  is  not  an  end  in  itself.  It  has  advantages  for 
us— namely,  being  less  costly  and  the  more  dignified 
proceedings  are  considerably  less  traumatic  on  the 
defendant  physician.  Defense  attorneys  here  in 
W isconsin  have  expressed  their  experiences  with  de- 
fendant physicians  who  talk  of  depression  and  even 
suicide  during  jury  proceeding.  A number  of  stud- 
ies, such  as  those  done  by  Sara  Charles,  MD,  have 
confirmed  this  as  well. 

Types  of  cases  in  which  alternative  dispute  reso- 
lution might  be  used  would  be: 

• Damage  only  cases,  in  which  we  admit  to  the  neg- 
ligence but  cannot  resolve  the  damage  issue. 

• Big  stake  cases,  in  which  there  is  an  uncertain  out- 
come. These  cases  usually  have  very  long  expen- 
sive trials  for  both  sides,  and  the  problem  of 
runaway  jury  awards  is  very  real. 

• Cases  in  which  the  plaintiff  and  the  physician  may 
not  want  to  force  someone  such  as  a child  to  testify 
before  a jury. 

• Cases  in  which  either  the  plaintiff  or  the  physician 
does  not  make  a good  witness,  because  of  a lan- 
guage difficulty  or  some  other  characteristic  of  the 
person. 

• Cases  in  which  there  are  multiple  defendants. 
These  jury  trials,  too,  are  usually  quite  prolonged 
and  expensive.  If  there  are  differences  between 
the  various  defendants,  this  type  of  case  can  be- 
come a major  problem. 

At  PIC  Wisconsin,  we  have  been  organizing  our 
claims  department  and  our  defense  attorneys  to  im- 
plement some  of  these  things  for  about  a year  and  a 
half.  The  Patient's  Compensation  Fund  recently  spon- 
sored a conference  for  all  the  medical  malpractice 
insurers  in  Wisconsin,  at  which  all  these  things  were 
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discussed.  It  was  quite  clear  at  that  conference  that 
the  PCF  sees  the  benefits  of  these  types  of  processes 
as  well. 

Some  of  the  cases  where  alternative  dispute  reso- 
lution has  been  used  in  Wisconsin  are: 

• PIC  Wisconsin  had  a claim  regarding  a missed 
fracture.  We,  through  our  expert  witnesses,  ad- 
mitted negligence.  The  plaintiff's  attorney  offered 
to  settle  for  $100,000,  but  we  did  not  feel  it  was 
worth  any  more  than  $37,500.  This  case  went  to 
true  mediation  with  a retired  judge,  who  had  six 
or  seven  private  sessions  with  each  side.  The 
matter  was  settled  for  $45,000,  but  we  did  agree  to 
pay  up  to  a certain  amount  for  a surgical  proce- 
dure that  might  well  be  beneficial  to  the  person  in 
the  next  2 years.  Everyone  felt  after  the  mediation 
sessions  were  over  that  the  case  was  resolved  in  a 
very  fair  fashion  and  without  lengthy  jury  trials 
and  the  physician  trauma  associated  with  it. 

• Another  case  involved  an  allegation  of  a missed 
Papanicolaou  smear.  We  felt  there  was  some 
negligence  involved.  There  were  a number  of 
other  things  following  this,  however,  involving 
multiple  defendants  who  weren't  getting  along  at 
all  well  in  the  depositions,  etc,  all  to  the  great 
advantage  of  the  plaintiff  attorney.  It  was  agreed 
among  insurance  companies  for  the  multiple  de- 
fendants that  we  would  settle  the  case  for  up  to  a 
certain  amount,  which  everyone  felt  was  fairly 
reasonable,  and  then  after  the  settlement  we  would 
use  binding  arbitration  to  determine  the  relative 
liability  of  each  of  the  defendants.  In  doing  so  we 
would  avoid  a trial  where  multiple  defendants 
would  be  arguing  in  front  of  the  jury. 

In  this  case,  the  PIC  Wisconsin  claims  agent  was 
able  to  settle  with  the  plaintiff  for  an  amount  less 
than  anticipated  and,  with  the  lesser  total  amount  to 
be  paid,  we  were  able  to  get  all  the  defendant  insur- 
ance companies  to  agree  on  how  much  they  would 
contribute. 

The  PCF  has  had  a case  of  similar  structure  but  dif- 
ferent subject  matter.  In  this  case,  the  PCF  felt  that  all 
of  the  multiple  defendants  and  their  primary  carriers 
had  some  responsibility.  One  of  the  primary  carriers 
offered  to  settle  separately  from  the  PCF  and  imme- 
diately after  that  the  plaintiff  s demand  was  increased 
considerably.  This  is  very  much  a situation  we  want 
to  do  everything  we  can  to  avoid.  Defendant  physi- 
cians fighting  among  themselves  makes  the  plain- 
tiff's attorney's  job  very  easy  and  lucrative. 

Nationally,  the  process  of  the  use  of  alternative 
dispute  resolution  seems  to  be  accelerating.  Physi- 
cians should  find  this  encouraging.  We  are  attempt- 
ing among  others  to  develop  a relationship  with  the 
Marquette  Law  School  to  expedite  some  of  these 


proceedings,  similar  to  the  arrangement  with  the 
Duke  Law  School  in  North  Carolina. 

We  at  PIC  Wisconsin  will  be  monitoring  the  situ- 
ation very  closely,  and  we  will  be  working  very 
closely  with  the  other  medical  malpractice  insurance 
carriers  in  Wisconsin  and  the  PCF  to  maximize  bene- 
fits for  physicians  while  improving  the  efficiency  of 
the  whole  process. ❖ 


A Thriving  Practice 
Without  The  Headaches. 
No  Kidding. 


1 Ilf  \'cin  Cc-ntcr  offers  a liicrati\  e and  rewarding 
c .ireer  \\  itli  excellent  working  conditions,  no  in- 
surance hassles  and  a 9-S  weekday  schedule.  W e 
are  one  of  the  onl\  centers  in  America  operateil 
and  staffetl  by  Hoard  eertiffed  \ aseular  Surgeons 
and  Ph\  sieians  treating  spider  and  varicose  \ eins. 

Medical  Director 

We  are  opening  a medical  facility  in  the  Mil- 
waukee area  and  we  are  seeking  enterprising 
lilu  sieians  with  both  business  acumen  and  excel- 
lent patient  communication  skills 

lor  consideration,  please  fax  your  inejuiries  to 
THE  VTIN  CENTER  at  (314)  966-8148  or  call 
Mr.  Leonard  Pomerantz  toll  free  at  1-800- 
467-6166. 

Hcjual  Opportunity  Hmployer 

-K  if 

The  Vein  Center 


Wisconsin  Medical  Journal  • March  1993 


147 


Reducing  Your  Risks 
Protecting  Your  Reputation 


Sponsored  by  the  State  Medical  Society  of  Wisconsin 


Julie  Pofahl  and  Joe  Fasi  are  part  of  our 
expert  team  dedicated  to  protecting  you 
and  your  practice  with  comprehensive 
risk  management  and  strong  claims  defense. 


Julie,  director  of  our  talented  risk 
management  team,  works  in  partnership 
with  physicians  and  their  staff  to  help 
reduce  their  risk  of  claims  exposure. 


In  the  event  a claim  does  occur,  we  rely  on 
experienced  and  successful  attorneys,  such  as 
Joe  Fasi,  of  Hinshaw  and  Culbertson  of 
Milwaukee,  who  specialize  in  medical  liability.; 


With  PIC,  you  get  strong  defense,  innovative 
risk  management,  and  much  more. 


Physicians  Insurance 
Company  of  Wisconsin. 


Physician  owned. 


The  state’s  leading  medical 
professional  liability  insurer. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


8401  Greenway  Blvd.,  Suite  1 101  • Middleton,  Wisconsin  53562  • 608-831-8331  • 1-800-279-8331 


Organizational 


SMS  Board  of  Directors  adopts 
major  health  care  reform  package 


Dr  Duane  Koons,  a member  of  the  SMS  Task  Force  on  Health  Care  Reform,  addresses  the  SMS 
Board  of  Directors  at  its  Feb  20  meeting. 


The  sms  took  its  seat  at  the 
health  care  reform  negotiat- 
ing table  Feb  20,  when  its  Board  of 
Directors  adopted  Wisconsin  Care  as 
the  basis  for  the  medical  society's 
legislative  agenda.  After  a half-hour 
presentation  by  Kenneth  Viste,  Jr., 
MD,  chair  of  the  SMS  Task  Force  on 
Health  Care  Reform,  and  nearly  6 
hours  of  detailed  consideration  and 
spirited  deliberation,  the  board 
voted  25-1  to  adopt  the  plan.  The 
plan  will  now  be  sent  to  the  SMS 
House  of  Delegates  for  its  consid- 
eration at  the  April  annual  meeting 
in  La  Crosse. 

"It  is  important  that  we  turn 
physician  anxiety  into  physician 
action,"  said  SMS  President  William 
L.  Listwan,  MD,  urging  adoption  of 
the  plan  while  voicing  the  observa- 
tion that  the  imcertain  nature  of  the 
nations'  impending  health  care  re- 
form is  making  many  health  care 
workers  xmcomfortable.  Dr.  Listwan 
and  other  representatives  of  the  SMS 
will  be  participating  in  a March  31 
health  care  reform  meeting  called 
by  Gov  Tommy  Thompson.  The 
governor  told  Wisconsin  physicians 
during  the  recent  SMS  Legislative 
Day  that  he  is  eager  to  see  the  SMS 
health  reform  proposal. 

Richard  H.  Ulmer,  MD,  chair  of 
the  Board  of  Directors,  joined  the 
SMS  president  in  commending  Viste 
and  other  members  of  the  SMS  Task 
Force  on  Health  Care  Reform  for 


seven  months  of  intensive  study  and 
the  resulting  thorough  reform  plan. 

SMS  Executive  Vice  President 
Thomas  L.  Adams,  CAE,  noted  that 
the  strength  of  Wisconsin  Care  is  in 
its  fairness.  "This  plan  acknowledges 
that  every  player  in  the  health  care 
arena  has  a responsibility  for  reform- 
ing the  system,"  Adams  said.  "The 
fundamental  fairness  in  spreading 
the  burden  of  reform  and  the  adher- 
ence to  the  principal  of  universal 
coverage  will  make  Wisconsin  Care  a 
potent  negotiating  tool." 

"The  task  force  members  took 
very  seriously  the  need  to  develop  a 


comprehensive  plan  for  reforming 
Wisconsin's  health  care  system," 
Viste  told  SMS  directors.  "We  kept 
close  at  hand  the  call  the  SMS  re- 
ceived from  its  membership  as  part 
of  the  1991  Strategic  Plan  that  the 
SMS  be  on  the  forefront  of  change.... 
We  saw  first  hand  why  the  issue  of 
health  care  reform  has  alluded  some 
of  the  best  thinkers  of  our  time.... 
Nevertheless,  {Wisconsin  Care)  is  a 
solid  plan  that  meets  the  objectives 
we  set  forward  without  grossly 
adding  to  the  overall  cost  of  the 
system." 

Continued  on  next  page 
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The  SMS  Task  Force  on  Health  Care  Reform  presented  its  final  report  to  the  SMS  Board  of  Directors  Feb  20.  The  report  was  adopted  by  the 
Board  as  SMS  policy  by  a 25-1  vote. 


Continued  from  preceding  page 

"The  immediate  challenge  for 
physicians,"  the  SMS  task  force  chair 
cautioned,  "is  to  lay  aside  our  differ- 
ences and  work  in  a united  fashion 
to  see  thct  Wisconsin's  health  care 
system  is  one  that  best  meets  the 
needs  of  our  patients.  Other  forces 
will  be  looking  to  divide  and  con- 
quer us." 


A copy  of  Wisconsin  Care  was 
mailed  to  all  members  of  the  SMS  as 
a special  edition  of  the  Wisconsin 
Medical  Journal  the  first  week  of 
March.  Additional  copies  may  be 
obtained  by  calling  1-800-362-9080, 
or  257-6781  in  Madison.  SMS  board 
members  and  members  of  the  Task 
Force  on  Health  Care  Reform  have 


been  traveling  to  county  medical 
societies  and  medical  staff  meetings 
across  the  state  to  discuss  the  com- 
prehensive SMS  health  care  reform 
plan.  If  your  county  medical  society 
has  not  yet  set  up  a meeting,  contact 
your  SMS  field  representative  at  1- 
800-362-9080  or,  in  Madison,  call  257- 
6781. ♦ 


Proposed  constitutional  amendment  regarding  board  districts 


To  RESCIND  the  1989  amendment 
of  Article  VI  which  capped 
the  Board  to  no  more  than  31  elected 
district  directors  and  reinstate  the 
Article  VI  language  then  in  effect 
prior  to  that  amendment  except  that 
the  calculation  would  be  made  with 
242  (instead  of  200)  and  the  calcula- 
tion shall  occur  no  more  often  than 
every  5 years,  the  articles  would 
need  to  be  amended  as  follows: 

Article  VI  Board  of  Directors 

There  shall  be  elected  one  director 


from  each  district,  except  that  in 
any  district  with  242  or  more  regu- 
lar and  special  members,  there  shall 
be  elected  one  additional  director 
for  each  additional  242  members  or 
majority  fraction  thereof.  This  cal- 
culation shall  be  made  no  more  of- 
ten than  once  every  five  years.  In 
addition; — there  ohall  be -elected 
dirootor(o)  from  each  diotrict  baood 
on  Q formula  using  the  number  of 
membero  in  each  diotrict  qo  the 
numerator  and  the  total  member 
ohip  of  the  Societal'  ao  the  denomina  ■ 


tor,  rounded  to  the  nearest  whole 
number. — This  calculation  shall  be 
made  ev'ory  third  year,  and,  ao  nearly 
as  possible,  io  to  provide  for  no  more 
than  31  diotrict  directors  and  ohall 
be  based  on  the  year  end  totalo.  The 
number  of  direetoro  eotabliohed  for 
each  diotrict  ohall  bo  approved  by 
the  Board  and  ohall  be  reported  to 
the  diotricto  by  the  oeorotai^^  before 
annual  oleetiono  to  the  Boardr  As 
nearly  as  possible,  one-third  of  the 
members  of  the  Board  shall  be 
elected  each  year.<* 
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1993  STATE  MEDICAL  SOCIETY 

OF  WISCONSIN 

AWARD  RECIPIENTS 

50  YEAR  CLUB 

John  Markson,  MD 

HEALTH  LEADERSHIP 

Howard  Mauthe,  MD 

AWARD 

Charles  Altshuler,  MD 

James  McCullough,  MD 

A.  D.  Anderson,  MD 

William  Merkow,  MD 

Gerald  Whitburn 

Sailendra  Basu,  MD 

George  Miller,  MD 

Roger  Bender,  MD 

William  Miller,  MD 

MEDICAL  ISSUES 

William  Brah,  MD 

George  Murphy,  MD 

REPORTING  AWARD 

Delbert  Buchman,  MD 

Earl  Netzow,  MD 

H.  Laurence  Burdick,  MD 

Walter  Niebauer,  MD 

Susan  Jones 

David  Carlson,  MD 

Eugene  Nordby,  MD 

Charles  Christenson,  MD 

Carroll  Olson,  MD 

MERITORIOUS 

Norman  Clausen,  MD 

Lester  Olson,  MD 

SERVICE  AWARD 

George  Collentine,  MD 

Erland  Otterholt,  MD 

John  Conway,  MD 

L.  Maramon  Pippin,  MD 

Arthur  Barbier,  MD 

John  Paul  Docktor,  MD,  DDS 

Joseph  Postorino,  MD 

Richard  Edwards,  MD 

Eugene  Eckstam,  MD 

Richard  Powell,  MD 

Charles  Holmburg,  MD 

Everett  Eickhoff,  MD 

Marshall  Purdy,  MD 

Robert  Jaeger,  MD 

Noland  Eidsmoe,  MD 

Robert  Ramlow,  MD 

William  Kopp,  MD 

Raymond  Evers,  MD 

Nathaniel  Rasmussen,  MD 

Russell  Lewis,  MD 

Charles  Finn,  MD 

Fred  Reichardt,  MD 

William  Listwan,  MD 

Clair  Flanagan,  MD 

Anthony  Richtsmeier,  MD 

William  Miller,  MD 

William  Frey,  MD 

Richard  Rowe,  MD 

Paul  Nelsen,  MD 

Joseph  Gilbert,  MD 

Robert  Schmidt,  MD 

Kathryn  Nichol,  MD 

Frederick  Gissal,  MD 

Elvira  Seno,  MD 

Robert  Phillips,  MD 

Norvan  Gordon,  MD 

Harvey  Sharpe,  Jr.,  MD 

Richard  Roberts,  MD 

Benjamin  Greenwood,  MD 

Eugene  Skroch,  MD 

Edward  Winga,  MD 

Alvin  Grundahl,  MD 

John  Stemper,  MD 

George  Gutmann,  MD 

Aaron  Sweed,  MD 

PRESIDENTIAL 

Kinge  Kara,  MD 

Charles  Taborsky,  MD 

CITATION  AWARD 

Aloysius  Hickey,  MD 

Yoshiro  Taira,  MD 

James  Hildebrand,  MD 

J.  William  Temple,  MD 

Kevin  Fullin,  MD 

Arthur  Hoessel,  MD 

Henry  Veit,  MD 

Patti  Fullin 

John  Jamieson,  MD 

Bernard  Waldkirch,  MD 

Joseph  Jauquet,  MD 

Edwin  Welsh,  MD 

SERVICE 

Lloyd  Jenk,  MD 

Frank  Williams,  Jr.,  MD 

RECOGNITION  AWARD 

John  Jiroch,  MD 

Michael  Young,  MD 

William  Kah,  MD 

Burton  Zimmermann,  MD 

Thomas  Cogbill,  MD 

Henry  Katz,  MD 

Charles  Dungar,  MD 

Keith  Keane,  MD 

DIRECTORS  AWARD 

Donald  Feinsilver,  MD 

Frederick  Klaas,  MD 

James  Glasser,  MD 

William  Knoedler,  MD 

William  Harlan 

Stephen  Hathway,  MD 

Paul  La  Bissoniere,  MD 

Richard  Edwards,  MD 

John  Jordan,  MD 

Karl  Liefert,  MD 

Benson  Richardson,  MD 

Richard  Lillie,  MD 

DISTINGUISHED 

Herbert  Sandmire,  MD 

Harold  Lubing,  MD 

SERVICE  AWARD 

Margaret  Seay,  MD 

Robert  Lund,  MD 

Robert  Shapiro,  MD 

Ernest  Mac  Vicar,  Jr.,  MD 

Philip  Utz,  MD 

Wess  Vogt,  MD 

Bernard  Mansheim,  MD 
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SCHEDULE  AT  A GLANCE 


Tuesday 
April  13 

Wednesday 
April  14 

Thursday 
April  15 

Friday 
April  16 

Saturday 
April  17 

7:00  a.m. 

SMS  Finance  Committee 
Meeting 

8:30  a.m. 

SMS  Board  of  Directors 
Meeting 

7:00  a.m. 

SMS  Section  Delegate 
Caucus 

District  II  Caucus 
District  III  Caucus 

Young  Physicians 
Section  Caucus 

Reference  Committee 
Breakfast 

7:30  a.m. 

Auxiliary  Hospitality 
Room 

8:30  a.m. 

Reference  Committees 
8:45  a.m. 

Auxiliary  House  of 
Delegates 

10:30  a.m. 

Special  Reference 
Committee  on  Health 
Care  System  Reform 

6:30  a.m. 

District  I Caucus 

District  II  Caucus 

District  III  Caucus 

Young  Physicians 
Section  Caucus 

7:30  a.m. 

Auxiliary  Hospitality 
Room 

8:30  a.m. 

SMS  House  of  Delegates 

8:45  a.m. 

Auxiliary  House  of 
Delegates 

8:00  a.m. 

Surgery  Program 

Pathology  Program 

8:30  a.m. 

Anesthesiology  Program 
8:45  a.m. 

Radiation  Oncology/ 
Medical  Oncology 
Program 

9:00  a.m. 

Physicians  Insurance 
Company  Board  Meeting 

6:00  p.m. 

SMS  Executive 
Committee  Dinner 
and  Meeting 

12:30  p.m. 

Board  of  Directors  & 

50  Year  Club  Luncheon 

Residents  Section  Meeting 

2:00  p.m. 

District  I Caucus 

Hospital  Medical  Staff 
Meeting 

CESF  Auction  Reception 

4:00  p.m. 

House  of  Delegates 

Auxiliary  Executive 
Committee  Meeting 

4:30  p.m. 

Auxiliary  Board  of 
Directors  Meeting 

6:00  p.m. 

Wisconsin  Academy  of 
Family  Physicians  Board 
of  Directors 

6:30  p.m. 

WISPAC  Reception 

8:30  p.m. 

Young  Physicians 
Section  Reception 

12:00  p.m. 

Auxiliary  Luncheon 

2:00  p.m. 

SMS  Plenary  Session  - 
Risk  Management 

Internal  Medicine  Program 

SMS  Plenary  Session  - 
The  Medical  Marriage 

4:00  p.m. 

Auxiliary  Pin  and  Gavel 
Club 

District  1 Caucus 

District  11  Caucus 

District  III  Caucus 

YPS  Business  Meeting 

5:00  p.m. 

House  of  Delegates 

7:00  p.m. 

President’s  Inaugural 
Ceremony  and  Reception 

12:00  p.m. 

Auxiliary  Luncheon 

1:30  p.m. 

Orthopaedic  Surgery 
Program 

2:00  p.m. 

AMA  Delegate  Caucus 

Medicine  & Ethics 
Program 

SMS  Plenary  Session  - 
Domestic  Violence 

Plastic  Surgery  Program 
2:30  p.m. 

Medical  Liability  & Risk 
Management  Program 

3:00  p.m. 

SMS  Board  of  Directors 
3:30  p.m. 

Geriatric  Health  Program 

5:30  p.m. 

Pathology  Dinner 

Wisconsin  Surgical 
Society  Dinner 

6:00  p.m. 

Past  Presidents’  Dinner 

Wisconsin  Society  of 
Internal  Medicine  Dinner 

12:00  p.m. 

American  College  of 
Surgeons  Board  Meeting 

Wisconsin  Society  of 
Internal  Medicine 
Council  Meeting 

Physicians  Insurance 
Risk  Management 
Committee  Meeting 

12:15  p.m. 

Radiation  Oncology/ 
Medical  Oncology 
Luncheon  & Business 
Meeting 

1:00  p.m. 

Physical  Medicine  & 
Rehabilitation  Program 

Dermatology  Program 

Functions  listed  in  blue  are  at  the  La  Crosse  Center;  all  functions  listed  in  black  are  at  the  Radisson  Hotel,  or  off-site. 
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SCIENTIFIC  PROGRAMS 


ANESTHESIOLOGY 


DERMATOLOGY 


SATURDAY,  APRIL  17, 1993 
8:30  a.m.  - 12:00  p.m. 

La  Crosse  Center,  Room  4B 


SATURDAY,  APRIL  17, 1993 
1:00  p.m.  - 4:30  p.m. 

La  Crosse  Center,  Room  4C 


This  program  is  accredited  through  the  Wisconsin  Society 
of  Anesthesiologists  for  3 credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 


PROGRAM  OBJECTIVES:  To  review  proven  past  tech- 
niques, current  drugs  and  techniques,  and  the  possible 
future  political  management  of  the  practice  of  anesthesiol- 
ogy- 


8:30  a.m.  REFLECTIONS  ON  25  YEARS 
OF  ANESTHESIOLOGY 
PRACTICE 

David  E.  Goodnough,  MD 
Gundersen  Clinic 
La  Crosse,  Wisconsin 

9:30  a.m.  NEW  INHALATIONAL  AGENTS 
FOR  THE  90s 

J.  Lance  Lichtor,  MD 
Associate  Professor  of  Anesthesiology 
University  of  Chicago 
Chicago,  Illinois 

10:30  a.m.  BREAK  TO  VISIT  EXHIBITS 


11:00  a.m.  ANESTHESIA  AND  THE 

CANADIAN  HEALTH  SYSTEM 

Richard  J.  Palahniuk,  MD 
Professor  and  Chairman  of 
Anesthesiology 
University  of  Minnesota 
Miimeapolis,  Minnesota 

12:00  p.m.  ADJOURNMENT 


PLEASE 
VISIT  THE 
EXHIBITS 


This  program  is  accredited  through  the  American  Acad- 
emy of  Dermatology  for  3 credit  hours  in  Category  1 of  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association;  has  been  reviewed  and  is  acceptable  for  3 
prescribed  credit  hours  in  Category  1 by  the  American 
Academy  of  Family  Physicians. 

PROGRAM  OBJECTIVES:  (1)  to  learn  about  military 
medicine  during  wartime;  (2)  to  learn  the  evaluation  and 
management  of  latex  allergy;  (3)  to  learn  the  evaluation 
and  management  of  human  papilloma  virus  infections 
from  the  gynecologist’s  point  of  view;  and  (4)  to  learn  the 
evaluation  and  management  of  non-melanoma  skin  can- 
cers. 


1:00  p.m. 


1:45  p.m. 


2:30  p.m. 
3:00  p.m. 


3:45  p.m. 


A DERMATOLOGIST’S  VIEW  OF 
DESERT  STORM 

James  M.  Scherbenske,  MD 
Dermatologist,  Marshfield  Clinic 
Marshfield,  Wisconsin 

EARLY  DIAGNOSIS  OF 
MALIGNANT  MELANOMA 
Robert  J.  Glinert,  MD 
Dermatologist  and  Allergist, 

Dean  Medical  Center 
Madison,  Wisconsin 

BREAK  TO  VISIT  EXHIBITS 

HUMAN  PAPILLOMA  VIRUS 
INFECTION  FROM  A 
GYNECOLOGIST’S  POINT  OF 
VIEW 

Richard  F.  Renwick,  MD 
Obstetrician  and  Gynecologist, 
Gundersen  Clinic,  Ltd. 

La  Crosse,  Wisconsin 

NON-MELANOMA  SKIN  CANCER 
Suzanne  Olbricht,  MD 
Dermatologist  and  Director  of 
Dermatologic  Surgery  and  Cutaneous 
Oncology 

Beth  Israel  Hospital 
Boston,  Massachusetts 


4:30  p.m.  ADJOURNMENT 
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SCIENTIFIC  PROGRAMS 


SMS  PLENARY  SESSION  COMMISSION  ON  GERIATRIC 

DOMESTIC  VIOLENCE  HEALTH 


FRIDAY,  APRIL  16, 1993 
2:00  p.m.  - 5:00  p.m. 

La  Crosse  Center,  Zielke  Room 

The  State  Medical  Society  of  Wisconsin  designates  this 
continuing  medical  education  activity  for  3 credit  hours  in 
Category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

PROGRAM  OBJECTIVES:  To  increase  an  awareness  of 
domestic  violence  so  as  to  assist  physicians  in  identifying 
and  treating  victims;  helping  patients  address  issues  of 
violence  in  their  lives;  and  working  to  end  family  violence 
in  Wisconsin. 


Moderator:  William  J.  Listwan,  MD 

2:00  p.m.  VIOLENCE:  RECOGNITION, 

TREATMENT,  AND  PREVENTION 

Carole  Warshaw,  MD,  Keynoter 
Emergency  Room  Physician  and 
Psychiatrist 
Chicago,  IL 

3:00  p.m.  EMPOWERING  PHYSICIANS  TO 
RESPOND  TO  DOMESTIC 
VIOLENCE 
Kevin  Fullin,  MD 

Cardiologist  and  Medical  Director  for 
Kenosha  Domestic  Violence  Project 
Kenosha,  Wisconsin 


3:30  p.m.  A SURVIVOR’S  PERSPECTIVE  ON 
DOMESTIC  VIOLENCE 
Jan  Jenson 
Eau  Claire,  Wisconsin 


4:15  p.m.  BREAK  TO  VISIT  EXHIBITS 

4:30  p.m.  LEGISLATIVE  INITIATIVES 

TOWARD  ENDING  DOMESTIC 

VIOLENCE 

Kathleen  Krenek 

Policy  Development  Coordinator 

Coalition  Against  Domestic  Violence 

Madison,  Wisconsin 


5:00  p.m.  ADJOURNMENT 


ELDER  ABUSE  - WHAT  PHYSICIANS 
NEED  TO  KNOW 


FRIDAY,  APRIL  16, 1993 
3:30  p.m.  - 5:00  p.m. 

La  Crosse  Center,  Room  4B 

The  State  Medical  Society  of  Wisconsin  designates  this 
continuing  medical  education  activity  for  1 .5  credit  hours 
in  Category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 


PROGRAM  OBJECTIVES:  (1)  Increase  awareness  among 
physicians  of  the  scope  of  elder  abuse/neglect;  (2)  Present 
the  epidemiology,  clinical  manifestations,  and  social  con- 
ditions that  lead  to  elder  abuse;  (3)  Update  attendees  on 
current  Wisconsin  law  concerning  elder  abuse/neglect  and 
state  agencies  and/or  private  agencies  involved  in  investi- 
gation and  referral;  and  (4)  Identify  strategies  for  appro- 
priate referral,  management,  and  prevention  of  elder  abuse. 


3:30  p.m.  ELDER  ABUSE 

Sue  Kimmel 

Director,  Community  Care  Organization 
Milwaukee,  Wisconsin 

4:10  p.m.  ELDER  ABUSE 

David  T.  Watts,  MD 
Department  of  Medicine 
Division  of  Geriatrics 
University  of  Wisconsin 
Madison,  Wisconsin 


4:40  p.m.  PANEL  DISCUSSION 

Moderator:  Robert  Phillips,  MD 
Marshfield  Clinic 
Marshfield,  Wisconsin 

5:00  p.m.  ADJOURNMENT 
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SCIENTIFIC  PROGRAMS 


COMMISSION  ON  MEDICINE 
AND  ETHICS 

FRIDAY,  APRIL  16, 1993 
2:00  p.m.  - 3:00  p.m. 

Radisson  Hotel,  Minnesota  Room 

2:00  p.m.  PANEL:  ETHICS  OF  HEALTH 
CARE  RATIONING 

John  K.  Scott,  MD 
Moderator 
Madison,  Wisconsin 

Arthur  R.  Derse,  MD,  JD 

Associate  Director,  Center  for  Study  of 

Bioethics 

Medical  College  of  Wisconsin 
Milwaukee,  Wisconsin 

Bernard  Hammes,  PhD 
Ethicist,  Gundersen  Clinic 
La  Crosse,  Wisconsin 

George  E.  McGee,  MD 
American  Medical  Association 
Hattiesburg,  Mississippi 

Charles  L Junkerman,  MD 
Chair,  Medicine  and  Ethics  Commission 
Medical  College  of  Wisconsin 
Department  of  Medicine 
Milwaukee,  Wisconsin 

3:00  p.m.  ADJOURNMENT 


COMMISSION  ON  MEDICAL 
LIABILITY  AND  RISK 
MANAGEMENT 

FRIDAY,  APRIL  16, 1993 
2:30  p.m.  - 4:00  p.m. 

La  Crosse  Center,  Room  4C 

2:30  p.m.  SURVIVING  THE 

PSYCHOLOGICAL  TRAUMA  OF 
LITIGATION 

Dale  R.  Olen,  PhD 
Psychologist 
Life  Skills  Center 
Wauwatosa,  Wisconsin 

Charles  Aprahamian,  MD 
Professor  of  Surgery 
Medical  College  of  Wisconsin 
Milwaukee,  Wisconsin 

Patricia  Aprahamian 
Milwaukee,  Wisconsin 

4:00  p.m.  ADJOURNMENT 


\ 

Exhibitors  and 
Advertisers 
Appreciate  Your 
Patronage 
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SCIENTIFIC  PROGRAMS 


THE  MEDICAL  MARRIAGE 


ORTHOPAEDIC  SURGERY 


THURSDAY,  APRIL  15, 1993 
2:00  p.m.  - 5:00  p.m. 

Radisson  Hotel,  Minnesota  Room 


FRIDAY,  APRIL  16, 1993 
1:30  p.m.  - 4:30  p.m. 

La  Crosse  Center,  Room  4 


The  State  Medical  Society  of  Wisconsin  designates  this 
continuing  medical  education  activity  for  3 credit  hours  in 
Category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.  This  program  is  jointly 
sponsored  by  the  State  Medical  Society  of  Wisconsin  and 
the  Wisconsin  Society  of  Internal  Medicine. 

PROGRAM  OBJECTIVES:  The  participant  will  gain: 
( 1)  The  ability  to  identify  common  stressors  in  the  medical 
relationship;  (2)  an  understanding  of  the  causative  factors 
to  problems  imique  to  the  medical  relationship,  including 
those  of  dual  physician  families;  and  (3)  specific  tech- 
niques to  help  physicians  and  their  spouses  address  these 
problems,  and  build  more  intimacy  into  their  significant 
relationships. 

2:00  p.m.  ELVEHJEM  MEMORIAL 
LECTURE 

INTRODUCTION:  WHAT  MAKES 
MEDIAL  MARRIAGES  UNIQUE? 
Elizabeth  M.  Adams,  MSW,  CCSW 
Pathway  Center  for  Psychotherapy, 
Chapel  Hill,  North  Carolina 
Associate  of  the  Center  for  Professional 
Well-Being 

Durham,  North  Carolina 

2:15  p.m.  COMMON  STRESS  FACTORS  IN 
THE  MEDICAL  RELATIONSHIP 

3:30  p.m.  BREAK  TO  VISIT  EXHIBITS 

3:45  p.m.  SMALL  GROUP  DISCUSSION: 

SHARE  A PERSONAL  SUCCESS 
STORY/STRATEGY 

3:55  p.m.  HOW  TO  BUILD  MORE  INTIMACY 
AND  CLOSENESS  INTO  THE 
RELATIONSHIP 

5:00  p.m.  ADJOURNMENT 


This  program  is  accredited  through  the  Medical  College  of 
Wisconsin  for  3 credit  hours  in  Category  1 of  the  Physi- 
cian’s Recognition  Award  of  the  American  Medical  Asso- 
ciation. 


PROGRAM  OBJECTIVES:  To  evaluate  and  formulate 
management  plans  for  common  musculoskeletal  injuries. 


1:30  p.m. 


2:00  p.m. 


2:30  p.m. 
3:00  p.m. 


3:30  p.m. 


4:00  p.m. 


SPORT  INJURIES  TO  THE  KNEE 

William  Raasch,  MD 
Assistant  Professor 
Department  of  Orthopaedic  Surgery 
Medical  College  of  Wisconsin 
Milwaukee,  Wisconsin 

SPORT  INJURIES  TO  THE 
SHOULDER 

Kevin  P.  Black,  MD 
Assistant  Professor 
Department  of  Orthopaedic  Surgery 
Medical  College  of  Wisconsin 
Milwaukee,  Wisconsin 

BREAK  TO  VISIT  EXHIBITS 

SPINAL  INJURIES 

Howard  S.  An,  MD 
Associate  Professor 
Department  of  Orthopaedic  Surgery 
Medical  College  of  Wisconsin 
Milwaukee,  Wisconsin 

WRIST  INJURIES 

Roger  A.  Daley,  MD,  PhD 
Assistant  Professor 
Department  of  Orthopaedic  Surgery 
Medical  College  of  Wisconsin 
Milwaukee,  Wisconsin 

ANKLE  SPRAINS  THAT  AREN’T 

Jeffrey  P.  Johnson,  MD 
Assistant  Professor 
Department  of  Orthopaedic  Surgery 
Medical  College  of  Wisconsin 
Milwaukee,  Wisconsin 


4:30  p.m.  ADJOURNMENT 
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SCIENTIFIC  PROGRAMS 


PATHOLOGY 

SATURDAY,  APRIL  17, 1993 
8:00  a.m.  - 12:30  p.m. 

La  Crosse  Center,  Room  4 

This  program  is  accredited  through  the  Wisconsin  Society 
of  Pathologists  for  4 credit  hours  in  Category  1 of  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

PROGRAM  OBJECTIVES:  This  program  is  designed  to 
help  its  participants  deal  with  challenging  surgical  pathol- 
ogy cases  and  problems  in  the  differential  diagnosis  of 
difficult  surgical  pathology  lesions. 

8:00  a.m.  REGISTRATION 

8:30  a.m.  DIAGNOSTIC  TRAPS  IN 

PULMONARY  PATHOLOGY 


PHYSICAL  MEDICINE 
AND  REHABILITATION 

SATURDAY,  APRIL  17, 1993 
1:00  p.m.  - 4:30  p.m. 

La  Crosse  Center,  Zielke  B 

This  program  is  accredited  through  the  Medical  College  of 
Wisconsin  for  3 credit  hours  in  Category  1 of  the  Physi- 
cian’s Recognition  Award  of  the  American  Medical  Asso- 
ciation. 

1 :00  p.m.  UPDATE  OF  SPINAL  CORD 

INJURY 

Paul  Sandford,  MD 

Assistant  Professor,  Physical  Medicine 

and  Rehabilitation 

Medical  College  of  Wisconsin 

Wauwatosa,  Wisconsin 


Jeffrey  L Myers,  MD 
Head,  Section  of  Surgical  Pathology 
Mayo  Clinic 
Rochester,  Minnesota 

9:30  a.m.  BREAK  TO  VISIT  EXHIBITS 

10:00  a.m.  PROBLEM  CASES  IN  SURGICAL 
PATHOLOGY 

Jeffrey  L Myers,  MD 
Head,  Section  of  Surgical  Pathology 
Mayo  Clinic 
Rochester,  Minnesota 

12:30  p.m.  ADJOURNMENT 


Objectives: 

1.  To  acquire  current  knowledge  of  pain 
in  spinal  cord  injury. 

2.  To  acquire  current  knowledge  of 
spasticity  in  spinal  cord  injury. 

3.  To  learn  acute  management  issues  in 
spinal  cord  injury. 

2:00  p.m.  BREAK  TO  VISIT  EXHIBITS 

2:30  p.m.  POST-POLIO  RESEARCH  UPDATE 

James  C.  Agre,  MD,  PhD 

Professor  and  Chair,  Physical  Medicine 

and  Rehabilitation 

University  of  Wisconsin  Medical  School 

Madison,  Wisconsin 


PLEASE 
VISIT  THE 
EXHIBITS 


Objectives: 

1.  To  acquire  current  knowledge  about 
polio-myelitis  and  its  late  effects. 

2.  To  acquire  current  knowledge  about 
neuro-muscular  function. 

3.  To  acquire  current  knowledge  about 
medical  management  and 
rehabilitation  treatment  approaches 
including  issues  of  pain  and  fatigue. 
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3:30  p.m.  SOMATOFORM  DISORDERS  IN 
REHABILITATION 

Keith  B.  Sperling,  MD 
Professor  and  Clinical  Director 
Department  of  Rehabilitation  Medicine 
University  of  Wisconsin 
Madison,  Wisconsin 

Objectives: 

1.  To  learn  to  identify  patients  who 
present  Somatoform  disorders. 

2.  To  acquire  an  understanding  of 
diagnostic  criteria. 

3.  To  acquire  knowledge  regarding 
rehabilitation  of  persons  with 
Somatoform  disorders. 

4:30  p.m.  ADJOURNMENT 


SMS  PLENARY  SESSION 
RISK  MANAGEMENT 

THURSDAY,  APRIL  15, 1993 
2:00  p.m.  - 4:00  p.m. 

La  Crosse  Center,  Zielke  Room 

This  program  is  accredited  through  the  Physicians  Insur- 
ance Company  of  Wisconsin  for  2 credit  hours  in  Category 
1 of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association. 

PROGRAM  OBJECTIVES:  ( 1)  To  recognize  the  impor- 
tance of  deposition  testimony,  (2)  to  identify  specific 
techniques  to  assist  you  in  providing  deposition  testi- 
mony, (3)  to  identify  colleagues  who  can  be  deposed,  such 
as  other  physicians,  nurses,  ward  clerks,  etc.,  realizing  that 
most  information  is  not  privileged,  (4)  to  understand  the 
significance  of  encounters  with  patients  or  entries  into  the 
medical  record  which  have  the  potential  for  initiating  liti- 
gation, (5)  to  recognize  the  importance  of  being  contacted 
by  a plaintiffs  attorney,  either  by  phone  or  in  writing,  and 
the  need  to  contact  your  insurance  carrier  or  administra- 
tion prior  to  agreeing  to  meet  with  the  attorney. 


\ 

Physicians  Insurance 
Company  of  Wisconsin 
A Sponsor 
of  the 

Presidential  Inaugural 
Reception 

< J 


2:00  p.m.  DEPOSITIONS:  THEORY  AND 
PRACTICE 
Barrett  J.  Corneille 
Defense  Attorney 

Member  of  Bell,  Metzner,  Gierhart  & 
Moore  S.C.  Law  Firm 
Madison,  Wisconsin 

William  Rock,  MD 
Internal  Medicine  Physician 
Dean  Medical  Center 
Madison,  Wisconsin 

4:00  p.m.  ADJOURNMENT 


Developed  and 
Sponsored  by: 

Physicians  Insurance  Company 
of  Wisconsin 
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PLASTIC  SURGERY 

FRIDAY,  APRIL  16, 1993 
2:00  p.m.  - 6:00  p.m. 

La  Crosse  Center,  Room  4A 

This  program  is  accredited  through  the  Wisconsin  Society 
of  Plastic  Surgeons  for  3 credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

PROGRAM  OBJECTIVES:  (1)  Utilize  magnetic  reso- 
nance imaging  as  a diagnostic  tool  in  tendon  surgery,  (2) 
Understand  current  concepts  in  the  management  of 
Treacher-Collins  syndrome,  (3)  Evaluate  aesthetic  im- 
provements in  rhytidectomy,  and  (4)  Understand  the  chang- 
ing role  of  the  plastic  surgeon  in  the  political  and  legisla- 
tive arena  of  health  care. 


4:00  p.m.  PLASTIC  SURGEONS  AND  THE 

LAWMAKERS:  THE  CALIFORNIA 
EXPERIENCE 

Hale  Tolleth,  MD 

4:30  p.m.  INFORMAL  DISCUSSION  AND 
QUESTIONS 

5:00  p.m.  ANNUAL  BUSINESS  MEETING  - 
WISCONSIN  SOCIETY  OF 
PLASTIC  SURGEONS 
Harvey  Bock,  MD,  President 

6:30  p.m.  RECEPTION  AND  DINNER 

Members  and  Guests 
Wisconsin  Society  of  Plastic  Surgeons 
The  La  Crosse  Country  Club 
600  Losey  Boulevard  North 


2:00  p.m.  MRI  DIAGNOSIS  OF  FLEXOR 

TENDON  RUPTURES 

William  Dzwierzynski,  MD 
Assistant  Professor 

Department  of  Plastic  and  Reconstructive 
Surgery 

Medical  College  of  Wisconsin 
Milwaukee,  Wisconsin 

2:30  p.m.  SURGICAL  MANAGEMENT  OF 

TREACHER-COLLINS  MALAR 
DEFORMITY 

Jeffrey  Goldstein,  MD 
Assistant  Professor  of  Plastic  Surgery 
Assistant  Professor  of  Pediatrics 
Director  of  Cranio-Maxillofacial  Surgery 
Director  of  Craniofacial  Anomalies/Cleft 
Lip  and  Palate  Clinic 
University  of  Wisconsin  Hospital 
Madison,  Wisconsin 

3:00  p.m.  AESTHETIC  ISSUES  IN 
RHYTIDECTOMY 

Hale  Tolleth,  MD 
Plastic  Surgeon 

Plastic  and  Reconstructive  Surgery 
Center 

St.  Francis  Memorial  Hospital 
Mt.  Diablo  Hospital  Medical  Center 
Concord,  California 


Breaking  New  Ground  in  Medical  Care 


Riverview  Clinic,  a 60  member,  multi-specialty  group  located  on  the 
Rock  River  in  beautiful,  southern  Wisconsin,  is  expanding. 
Construction  of  a 41,000  square  foot  addition  plus  an 
ambulatory  surgery  center  is  underway. 

Don't  miss  this  exciting  partnership  opportunity! 


Clinic  members  are  looking  for  BC/BE,  MDs  in  the  following  areas: 


Anesthesiology 

Cardiology 

Dermatology 

Endocrinology 


Family  Practice  Orthopedics 

Internal  Medicine  Pediatrics 

Neurology  Pulmonology 

Oncology  Radiology 

Urgent  Care 


For  confidential  consideration,  send  cover  letter  and  CV  to 
Stan  Gruhn,  M.D. 

Riverview  Clinic,  P.O.  Box  551,  Janesville,  W1  53547-0551 
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RADIATION  ONCOLOGY/ 
MEDICAL  ONCOLOGY 

SATURDAY,  APRIL  17, 1993 
8:45  a.m.  - 12:15  p.m. 

La  Crosse  Center,  Room  4A 

This  program  is  accredited  through  the  Wisconsin  Society 
of  Radiation  Oncologists  for  3 credit  hours  in  Category  1 
of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association.  This  program  is  co-sponsored  by 
the  Wisconsin  Oncology  Group. 


10:45  a.m.  RADIATION  THERAPY  FOR 
BREAST  CANCER 
Carl  M.  Mansfield,  MD,  ScD 
Professor  of  Radiation  Oncology 
Thomas  Jefferson  University  Hospital 
Philadelphia,  Pennsylvania 

11:30  a.m.  ADJUVANT  CHEMOTHERAPY 
FOR  EARLY  BREAST  CANCER 
Richard  J.  Mercier,  MD 
Marshfield  Clinic 
Marshfield,  Wisconsin 


PROGRAM  OBJECTIVES:  To  review  the  current  status 
of  the  epidemiology,  diagnosis,  and  management  of  breast 
cancer. 


12:15  p.m.  LUNCH  AND  BUSINESS 
MEETING 


8:45  a.m.  WELCOME 

Richard  A.  Steeves,  MD,  PhD 
President,  Wisconsin  Society  of 
Radiation  Oncologists 
University  of  Wisconsin  Hospital  and 
Clinics 

Madison  Wisconsin 


Tarit  K.  Banerjee,  MD,  FACP 
Chair,  Wisconsin  Oncology  Group 
Marshfield  Clinic 
Marshfield,  Wisconsin 

8:55  a.m.  CAUSES  AND  PREVENTION  OF 
BREAST  CANCER 

Polly  A.  Newcomb,  MPH,  PhD 
Assistant  Professor  of  Human  Oncology 
University  of  Wisconsin  Hospital  and 
Clinics 

Madison,  Wisconsin 

9:30  a.m.  COMPUTERIZED 

DETERMINATION  OF  BREAST 

CANCER  DIAGNOSIS  AND 

PROGNOSIS  FROM  FINE  NEEDLE 

ASPIRATES 

William  H.  Wolberg,  MD 

Professor  of  Surgery 

University  of  Wisconsin  Hospital  and 

Clinics 

Madison,  Wisconsin 

10: 15  a.m.  BREAK  TO  VISIT  EXHIBITS 


Northern  Minnesota 


Family  Practice  partnership  opportunity 
in  an  8 physician  clinic 
Cloquet,  Minnesota  (pop.  14,000) 


Cloquet  offers: 

• Spectacular  natural  beauty 

• Excellent  public  schools,  low 
teacher  to  student  ratio 

• Local  community  college.  2 
universities  and  a 4-year  private 
college  within  20  miles 

• Low,  low  crime  rate 

• Affordable  lakeside  living 

• Year  round  outdoor  recreation 

• Stable  economy 


What  the  Raiter  Clinic  offers: 

• Financial  strength  (founded  1930) 

• Next  to  community  hospital 

• First  year  salary  guaranty 

• Generous  and  comprehensive  benefit 
package 

• Bonuses  and  incentives 
•Yearly  CM  E 

• Manageable  call  schedule 

• On  site  radiology,  lab  and  pharmacy 

• Eligibility  for  partnership  after 
2 years 


Send  CV  in  strictest  confidence  to: 


John  J.  Turonie,  Administrator 
The  Raiter  Clinic,  Ltd. 

417  Skyline  Boulevard 
Cloquet,  Minnesota  55720 


The  Raiter  Clinic.  Ltd  is  an  equal  opportunity  employer 
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SURGERY 


SATURDAY,  APRIL  17, 1993 
8:00  a.m.  - 12:00  p.m. 

La  Crosse  Center,  Room  4C 

This  program  is  accredited  through  the  Wisconsin  Surgi- 
cal Society  for  3.5  credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

PROGRAM  OBJECTIVES:  To  provide  pertinent  infor- 
mation about  new  concepts  in  surgery,  as  well  as  a timely 
review  of  accepted  surgical  principles  for  the  education  of 
surgeons  in  Wisconsin. 


8:00  a.m.  WISCONSIN  SURGICAL  SOCIETY 
SCIENTIFIC  PAPERS 


9:45  a.m. 


BREAK  TO  VISIT  EXHIBITS 


10:15  a.m.  WILLIAM  BEAUMONT  LECTURE 
CURRENT  MANAGEMENT  OF 
INTRA-ABDOMINAL  INFECTION 

Donald  E.  Fry,  MD,  FACS 
Professor  and  Chairman  of  the 
Department  of  Surgery 
University  of  New  Mexico 
Albuquerque,  New  Mexico 

11:00  a.m.  WISCONSIN  SURGICAL  SOCIETY 
SCIENTIFIC  PAPERS 


12:00  p.m.  ADJOURNMENT 


r 


Annual  Banquet 
Radisson  Hotel 
Ballroom 
1st  Floor 


Friday,  April  16 
6:30  pm 


By  Invitation  ONLY 
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SMS-backed  regulations  on  lawn  chemical 
application  to  go  into  effect 


Due  in  part  to  the  efforts  of  the 
SMS  Commission  on  Envi- 
ronmental and  Occupational  Health, 
new  regulations  will  go  into  effect 
this  summer  governing  the  lawn 
chemical  application.  The  SMS 
commission  was  actively  involved 
in  the  development  of  new  regula- 
tions for  commercial  application  of 
pesticides  to  residential  lawns. 

The  new  regulations  set  up  a 
notification  registry  which  will  be 
administered  by  the  Wisconsin 
Department  of  Agriculture,  Trade 
and  Consumer  Protection  (DATCP). 
Individuals  on  the  registry  will  be 
notified  at  least  12  hours  in  advance 
of  commercial  pesticide  applications 
to  nearby  residential  property.  No- 


tification can  be  made  by  telephone, 
direct  contact  or  mail.  Notices  dis- 
tributed by  mail  must  be  sent  2 days 
in  advance. 

Individuals  should  send  their 
names,  addresses,  telephone  num- 
bers with  the  addresses  of  any  prop- 
erties on  their  blocks  of  residence  or 
on  adjoining  blocks  for  which  they 
wish  to  receive  advance  notice  of 
lawn  chemical  application  to: 
DATCP  Landscape  Application 
Registry,  Agricultural  Resource 
Management  Division,  Box  8911, 
Madison,  W1  53707. 

Some  properties  are  not  covered 
by  the  registry,  including  golf 
courses,  government  holdings  such 
as  schools,  public  right  of  ways 


(streetscapes)  and  parks,  and  com- 
mercial properties.  Instead,  appli- 
cators are  required  to  post  signs  to 
notify  the  public  when  pesticides 
are  applied. 

Individuals  who  apply  pesticides 
to  their  own  property  are  not  re- 
quired to  give  notice  to  their  neigh- 
bors. People  with  questions  or  com- 
plaints may  contact  the  Lawn  Care 
Hotline  at  (608)  266-LAWN,  which 
is  designed  to  provide  basic  infor- 
mation on  lawn  pesticide  regula- 
tions and  the  registry.  The  24-hour 
complaint  line  is  (608)  266-2295;  that 
number  is  to  be  used  for  the  report- 
ing of  emergencies,  spills  and  viola- 
tions of  the  pesticide  regulations. ♦ 


Warshaw  to  speak  on  domestic  violence 
at  SMS  annual  meeting 


Carole  Warshaw,  MD,  the  Chicago 
psychiatrist  and  emergency  room 
physician  who  helped  develop  the 
AMA  guidelines  on  domestic  vio- 
lence, will  address  Wisconsin  phy- 
sicians April  16  during  the  1993 
annual  meeting  in  La  Crosse. 

In  conjunction  with  SMS  Presi- 
dent William  J.  Listwan,  MD's  cam- 
paign to  end  violence,  the  SMS  Task 
Force  on  Domestic  Violence  is  spon- 
soring the  1993  SMS  plenary  ses- 
sion, "Domestic  Violence:  Recogni- 
tion, Treatment  and  Prevention." 
The  plenary  session  will  also  feature 
presentations  by  Kevin  Fullin,  MD, 
cardiologist  and  medical  director  for 
the  Kenosha  Domestic  Violence 
Project;  Kathleen  Krenek,  policy 
development  coordinator  for  the 


Wisconsin  Coalition  Against  Domes- 
tic Violence;  and  a domestic  vio- 
lence survivor.  Dr  Listwan  will  serve 
as  moderator. 

Continuing  medical  education 


credit  is  available  for  this  special 
three-hour  plenary  session.  Ques- 
tions? Call  Shari  Hamilton  at  the 
SMS  (l-800-362-9080).-o. 


SMS  joins  ADA  and  AMA 
in  filing  amicus  brief 

The  SMS  has  filed  amicus  brief  supporting  the  city  of  Fond  du  Lac  in  a 
lawsuit  over  water  fluoridation.  Other  organizations  participating  in  the 
brief  include  the  AMA,  American  Dental  Association,  Wisconsin  Dental 
Association,  American  Academy  of  Pediatric  Dentistry,  dental  research  as- 
sociations and  the  American  Public  Health  Association.  The  plaintiff  in  the 
case  is  Safe  Water  Association,  Inc.  The  brief  discusses  the  history  of  health 
benefits  and  the  impact  of  an  adverse  court  ruling  on  fluoridation. ♦ 
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An  * indicates  a member  of  the  SMS. 

Charles  Beckmann,  MD,  and  Clau- 
dia Beckmann,  MD,  have  been 
appointed  to  the  faculty  of  the  Uni- 
versity of  Wisconsin  Medical  School 
in  the  department  of  obstetrics  and 
gynecology  at  Sinai  Samaritan 
Medical  Center.  Dr  Charles  Beck- 
mann and  Dr  Claudia  Beckmann 
come  to  Wisconsin  from  the  Univer- 
sity of  Tennessee  College  of  Medi- 
cine. He  specializes  in  medical  and 
health  professions  education  and 
women's  health  care.  She  will  be 
directing  research  activities  for  the 
Sinai  ob-gyn  department. 

Patricia  L.  Bellissimo,  MD,*  has 
joined  Dean  Medical  Center's  Sun 
Prairie  Clinic.  The  pediatrician 
earned  her  medical  degree  at  the 


University  of  Wisconsin  Medical 
School  in  1989  and  recently  com- 
pleted her  residency  in  pediatrics  at 
the  UW  Children's  Hospital. 

Lorena  Chicoye,  MD,  a physician 
specializing  in  adolescent  medicine, 
has  been  appointed  assistant  pro- 
fessor of  family  and  community 
medicine  at  the  Medical  College  of 
Wisconsin. 

Meena  M.  Joseph,  MD,*  a board- 
certified  internist,  has  joined  Medi- 
cal Associates  Health  Centers  in 
Menomonee  Falls,  Waukesha  and 
Germantown,  providing  urgent  care 
services.  Dr  Joseph  graduated  from 
Kottayam  Medical  School  in  Kerala, 
India,  and  completed  a residency  in 
geriatric  medicine  at  Oak  Forest 
Hospital  and  a residency  in  internal 


medicine  at  Cook  County  Hospital, 
both  in  Illinois. 

Jane  Kotchen,  MD,  a public  health 
and  preventive  medicine  specialist, 
has  been  appointed  as  a professor  at 
the  Medical  College  of  Wisconsin. 
Dr  Kotchen,  who  joins  the  faculty  of 
the  newly  developed  Health  Policy 
Institute,  formerly  was  affiliated 
with  West  Virginia  University  and 
served  as  deputy  health  director  for 
the  West  Virginia  Department  of 
Health. 

Kenneth  Peters,  MD,*  has  been 
named  to  a 3-year  term  on  the  board 
of  directors  at  the  Community 
Memorial  Foundation  of  Commu- 
nity Memorial  Hospital,  Memon- 
omee  Falls.  Dr  Peters  is  an  otolaryn- 
Con tinned  on  next  page 


$30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS 


If  you  are  a board-certified  physician  or  a candidate  for 
board  certification  in  one  of  the  following  specialties,  you 
may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army 
Reserve. 


Anesthesiology 
General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon-Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


A test  program  is  being  conducted  which  offers  a bonus 
to  eligible  physicians  who  reside  in  certain  geographic 
areas  (Pennsylvania,  West  Virginia,  Ohio,  Michigan, 


Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You 
would  receive  a $1 0,000  bonus  for  each  year  you  serve  as 
an  Army  Reserve  physician — for  a maximum  of  three 
years. 

You  may  serve  near  your  home,  at  times  convenient  for 
you,  or  at  Army  medical  facilities  in  the  United  States  and 
abroad.  There  are  also  opportunities  to  attend 
conferences  and  participate  in  special  training  programs, 
such  as  the  Advanced  Trauma  Life  Support  Course. 

To  learn  more  about  the  Army  Reserve  and  the  Bonus 
Test  Program,  call  one  of  our  experienced  Medical 
Personnel  Counselors: 


CALL  COLLECT  414-771-5438 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 
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Continued  from  preceding  page 
gologist  on  staff  at  Community 
Memorial  and  Medical  Associates 
Health  Centers  in  Menomonee  Falls. 

Daniel  J.  Resop,  MD,*  will  join  the 
staff  of  Berlin  Memorial  Hospital 
next  summer.  A former  Berlin 
resident.  Dr  Resop  is  currently  fin- 
ishing his  anesthesiology  residency 
at  the  Medical  Center  Hospital  of 
Vermont  in  Burlington.  Dr  Resop  is 
a graduate  of  the  University  of 
Wisconsin  Medical  School.  He  com- 
pleted his  internship  at  Roanoke  Me- 
morial Hospital  in  Virginia. 

Katherine  A.  Shaffer,  MD,*  has 
been  appointed  to  serve  a 2-year 
term  as  a representative  on  the  AMA 
Residency  Review  Committee  for 
Radiology.  Dr  Shaffer  is  a professor 
of  clinical  radiology  at  the  Medical 
College  of  Wisconsin. 

P.  Michael  Shattuck,  MD,  of  Berlin, 
and  Bradley  G.  Garber,  MD,  of 
Fairchild,  have  been  recently  noti- 
fied of  recertification  by  the  Ameri- 
can Board  of  Family  Practice.  Dr 
Shattuck  is  affiliated  with  Associ- 
ated Family  Physicians  in  Berlin 
while  Dr  Garber  practices  in 
Fairchild. 

Michael  J.  Shereff,  MD,*  associate 
professor  of  orthopedic  surgery  at 
the  Medical  College  of  Wisconsin, 
has  been  elected  to  the  board  of 
directors  of  the  American  Orthope- 
dic Foot  and  Ankle  Society.  Dr  Sh- 
ereff is  director  of  the  division  of 
foot  and  ankle  surgery  at  MCW. 

Laura  J.  Simon,  MD,*  is  now  prac- 
ticing medicine  at  Mercy  Edgerton 
Medical  Center.  Formerly  in  private 
practice  in  Elgin,  111,  Dr  Simon  is  an 
internist,  specializing  in  diabetes  and 
thyroid  disorders.  Dr  Simon  earned 
her  medical  degree  from  the  Illinois 
College  of  Medicine.  She  completed 
her  internship  at  Michael  Reese 
Hospital  in  Chicago. 


Barbara  J.  Strand,  MD,  has  joined 
the  Children's  Clinic  of  Oshkosh, 
S.C.  Dr  Strand  earned  her  medical 
degree  from  Rush  Medical  College 
in  Chicago  in  1985.  She  completed 
her  pediatrics  residency  program  in 
1988  at  Children's  Hospital  in  Co- 
lumbus. She  is  board  certified  in 
pediatrics. 

Kenneth  Viste,  Jr,  MD,*  has  been 
elected  to  fill  a partial  term  on  the 
Forum  for  Medical  Affairs  Execu- 
tive Committee.  Dr  Viste,  an 
Oshkosh  neurologist,  is  a past  presi- 
dent of  the  SMS  and  the  chair  of  the 
SMS  Task  Force  on  Health  Care  Re- 
form. 

William  E.  Yanke,  MD,*  of  the 
Marshfield  Clinic-Park  Falls,  has 


been  elected  to  fellowship  in  the 
American  College  of  Physicians.  Dr 
Yanke  is  an  internist.  He  earned  his 
medical  degree  from  the  Medical 
College  of  Wisconsin  and  completed 
his  internal  medicine  residency  at 
the  University  of  Minnesota  Affili- 
ated Hospitals  in  Minneapolis.^ 


SMS  annual  meeting 
April  14-17 
La  Crosse 
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County  society  news 


Brown.  The  Brown  County  Medical 
Society  met  Jan  14, 1993,  at  the  Holi- 
day Inn  Executive  Center  in  Green 
Bay.  Betsy  MitcheU,  BSN,  MSN,  from 
Psychiatric  Services  of  Green  Bay, 
spoke  on  "The  ultimate  challenge:  a 
healthy  family  and  your  profession, 
too."  There  were  250  members  pres- 
ent. 

The  Brown  County  Medical  Soci- 
ety met  Feb  11, 1993,  at  the  Holiday 
Inn  Executive  Center  in  Green  Bay. 
The  speaker  was  Karen  Stanlaw,  MD, 
of  Emergency  Physicians  Limited. 
She  spoke  on  a remedial  action  plan 
for  Green  Bay  water  quality  im- 
provement and  the  effects  of  PCBs. 
The  following  new  members  were 
accepted:  James  Ebben,  MD;  Paul 
Reckard,  MD;  Michael  Sluss,  MD; 
and  Colleen  Corbett,  MD.  There  were 
40  members  present. 

Dane.  The  Dane  County  Medical 
Society  accepted  the  following  phy- 
sicians into  membership:  Mark  Alan 
Simaga,  MD;  Ann  Schwartz,  MD; 
Richard  Chan,  MD;  Jeffrey  Mende- 
loff,  MD;  and  Ted  Shieh,  MD. 

Marathon.  The  Marathon  County 
Medical  Society  approved  member- 
ship for  Dr  Richard  Pratt,  II. 

Milwaukee.  The  Milwaukee  County 
Medical  Society  elected  the  follow- 
ing physicians  into  membership:  Tin 
Yam  Eng,  MD;  Jonathan  M.  Her- 
shey,  MD;  Paul  G.  Jenkins,  MD; 
Miriam  N.  Hanna,  MD;  Stephen  C. 
Hinkle,  MD;  Jeffrey  M.  Marks,  MD; 
Debesh  C.  Mazumdar,  MD;  Steven 
B.  Koenig,  MD;  Tariq  Ahmed,  MD; 
Anthony  M.  Griffay,  MD;  Stephen 
M.  Huebler,  MD;  Thomas  D. 
Johnson,  MD;  Hanumantha  Kothur, 
MD;  Joseph  A.  Molnar,  MD;  James 

F.  Nigro,  MD;  Elizabeth  A.  Shinall, 
MD;  Denise  M.  Trinkl,  MD;  Andrew 

G.  Wilson,  MD;  Saraswathy  S.  Bat- 
tar,  MD;  Michael  B.  Held,  MD;  John 


R.  Johnson,  Jr.,  MD;  Frank  S.  Kop- 
ick,  MD;  Gary  E.  Liebsch,  MD;  Mark 
R.  Neustrom,  DO;  Ryan  S.  Perkins, 
MD;  Mary  M.  Snow,  MD;  Rita  M. 
Tranquilli,  MD;  Joyce  E.  Turley,  MD; 
and  Scott  G.  Zahn,  MD. 

Ozaukee.  At  the  Jan  21, 1993,  meet- 
ing of  the  Ozaukee  County  Medical 
Society,  the  following  physicians 
were  approved  for  membership: 
John  Rinke,  MD;  and  William 
Melms,  MD.  Jennifer  Micke,  MD, 
was  elected  to  membership  at  the 
Feb  25, 1993,  meeting. 

Racine.  The  Racine  County  Medical 
Society  elected  David  L.  Drury,  MD, 
and  Antoinette  M.  Zell,  MD,  into 
membership  on  Jan  14, 1993. 

Vernon.  The  Vernon  County  Medi- 
cal Society  held  its  last  meeting  Feb 
24, 1993.  A representative  from  the 
SMS  was  present.  A scientific  pres- 
entation on  Type  II  diabetes  melli- 
tus  was  presented  by  Dr  Jane  Kor- 
ducki,  of  the  Skemp  Clinic  in  La 
Crosse.  Duane  Koons,  MD,  a mem- 
ber of  the  SMS  Task  Force  on  Health 
Care  Reform,  presented  a report  on 
the  SMS'  comprehensive  plan  for 
reforming  Wisconsin  health  care 
system. 

Walworth.  The  Walworth  County 
Medical  Society  elected  the  follow- 
ing physicians  into  membership  Feb 
18, 1993:  Lief  Erickson  Sr.,  MD;  Paul 
Gander,  MD;  William  Stone,  MD; 
Robert  Wheaton,  MD;  Alfredo 
Mendoza,  MD;  James  Moran,  MD; 
and  Joseph  Drinka,  MD. 

Waukesha.  The  Waukesha  County 
Medical  Society  has  approved 
membership  for  the  following  phy- 
sicians: Ronald  J.  Cooper,  MD;  Tina 
M.  Joannides,  MD;  Meena  M.  Jo- 
seph, MD;  Ikram  U.  Rashid,  MD; 
Richard  T.  T ovar,  MD;  Lynn  L.  Bald- 


win, MD;  James  V.  Bruno,  MD;  and 
Glenn  A.  Toth,  MD. 

Winnebago.  The  Winnebago 
County  Medical  Society  accepted  the 
following  physicians  into  member- 
ship at  its  Feb  4, 1993,  meeting:  Dr 
Jaswinder  Singh;  Dr  Katherine  Best; 
Dr  Thomas  Firestone;  and  Dr  Ben- 
jamin Begley. ♦ 
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Paul  S.  Haskins,  Sr.,  MD:  1925-1993 


Paul  Haskins,  Sr.,  MD,  a leader  of 
historical  significance  to  the  SMS, 
died  Feb  2, 1993.  Earl  R.  Thayer,  re- 
tired secretary  of  the  SMS,  deliverd 
the  following  remarks  on  Dr  Haskins 
at  a memorial  service  in  River  Falls 
Feb  8, 1993. 

There  is  a fine  line  between  reli- 
gion and  fishing.  Those  of  you  who 
have  seen  Robert  Redford's  movie, 
"A  River  Runs  Through  It"  will  know 
what  1 mean.  And  because  we  all 
knew  Paul  Haskins,  MD,  the  phase 
"a  river  runs  through"  his  life  has 
special  significance. 

Paul  was  a true  fisherman,  in  the 
piscatorial  sense.  But  in  a religious 
sense,  he  was  a fisher  of  men.  Like 
the  fisherman  who  senses  or  feels 
the  subtle  action  at  the  invisible  end 
of  a line  case  50  yards  out  and  80  feet 
deep,  so  did  Paul  have  a sense  or  a 
feeling  of  the  needs  of  men  and 
women— not  only  of  their  medical 
needs  in  which  he  was  expert— but 
he  had  a feeling  for  their  need  of 
family,  of  church,  of  community,  of 
patriotism,  of  service  to  others,  a 
feeling  for  how  people,  doctors  in- 
cluded, need  to  work  together  to 


find  their  place  in  society,  to  leave 
the  world  a little  better  than  when 
they  came  into  it. 

Yes,  a river  ran  through  his  life. 
Not  just  a narrow,  shallow  channel, 
but  a deep,  wide,  ever  moving  hde 
of  commitment  to  his  profession,  to 
his  doctor  colleagues,  and  to  the  State 
Medical  Society  of  Wisconsin  which 
binds  them  together  as  profession- 
als. 

1 first  heard  of  Paul  Haskins  in 
1952  when  he  wrote  the  Society  to 
ask  for  help  in  finding  a place  to 
practice.  lr\  his  letter,  he  specified 
that  he  wanted  a town  of  4,000  to 
10,000  people,  preferably  in  the  Fox 
Valley.  Little  do  you  in  River  Falls 
know  how  close  you  came  to  miss- 
ing out  on  Paul.  By  July,  1 learned 
that  he  had  settled  here.  In  1954  he 
became  active  in  the  Pierce-St.  Croix 
County  society,  and  soon  he  went 
through  the  chairs  of  county  and 
district  leadership.  In  1974,  his  col- 
leagues elected  Paul  to  represent  all 
the  doctors  of  Northwest  Wisconsin 
on  the  State  Medical  Society's  Coun- 
cil. 

As  a fisherman,  Paul  had  a feel 


CES  Foundation  offers  video  to  aid 
in  physician-patient  communication 

"Talking  with  Patients,"  a new  video  and  brochure  to  help  create  and  foster 
better  communications  between  physicians  and  patients,  is  now  available 
from  the  Charitable,  Educational  and  Scientific  Foundation  (CESF)  of  the 
SMS.  CESF  and  the  Wisconsin  Hospital  Association  Research  and  Education 
Foundation,  Inc,  served  as  underwriters  of  the  video  produced  by  the 
Medical  College  of  Wisconsin's  Center  for  the  Study  of  Bioethics.  The  video 
can  serve  as  a valuable  tool  to  help  physicians  assess  their  own  interaction 
and  communication  with  patients. 

To  obtain  an  order  form  for  the  video  package  ($14.95),  which  includes 
five  copies  of  a companion  brochure  and  postage,  call  Jane  Anderson  at  the 
CESF  office,  1-800-362-9080  or  (608)  257-6781.^ 


Paul  S.  Haskins,  Sr.,  MD 


for  the  big  ones,  the  keepers,  the 
important  issues  that  make  a differ- 
ence in  people's  lives,  that  make  or 
break  organizations.  Well,  Paul  now 
hooked  onto  a big  one. 

The  State  Medical  Society  was 
struggling  to  find  itself  in  a rapidly 
changing  world  of  insurance,  regu- 
lation, government  red  tape  and 
control.  The  profession  was  feeling 
threatened  in  its  ability  to  assure 
quality  care  to  patients.  Paul  was  on 
a committee  to  figure  out  what  to 
do. 

A high-priced  consultant  had 
been  brought  in.  He  recommended 
that  the  Society  split  into  two  parts; 
one  part  medical-scientific,  the  other 
part  legislative-economic-political. 
He  sold  the  committee  on  the  idea- 
all  except  Paul. 

When  the  issue  came  before  the 
Society' s annual  meeting,  Paul  made 
his  minority  report.  As  in  the 
Redford  movie,  Paul  had  a big  one 
on  his  line.  Soon  he  was  in  deep 
water,  rolling  and  tumbling,  some- 
times over  his  head,  in  the  rocky 
rapids  of  medical  politics.  His  argu- 
ment was  as  simple  and  straightfor- 
ward as  everything  in  his  life:  You 
can't  leave  patients  and  doctoring  to 
the  mercy  of  the  politicians;  you  can't 
separate  scientific  medicine  from  its 
social  responsibilities.  He  kept  a tight 


166 


Wisconsin  Medical  Journal  • March  1993 


line  on  his  personal  values  and  be- 
liefs. And  when  the  votes  were 
counted,  he  had  won  the  fight,  he 
had  landed  a trophy. 

The  Society  then  formed  a new 
alliance  of  all  physicians,  united  in 
purpose  and  program.  It  made 
newspaper  headlines.  Other  state 
societies  called  to  ask  "How  did  you 
do  that?"  His  one-man  fight  changed 
forever  the  way  Wisconsin  doctors 
think  and  act  about  their  role  in 
society.  He  brought  organized 
medicine  in  this  state  into  the  21st 
century,  20  years  ahead  of  time. 

In  recognition  of  his  foresight,  his 
colleagues  chose  him  to  serve  as  chair 


Obituaries 

John  Joseph  David,  MD,  of 
Cassville,  died  Oct  8,  1992,  at  his 
home.  He  was  bom  Jan  9,  1915,  in 
Bettendorf,  Iowa.  Dr  David  was  a 
general  practitioner  in  Cassville  from 
1946  until  1982.  He  was  a military 
doctor  serving  as  a lieutenant  in  the 
European  Theater.  Surviving  are  his 
wife,  Catherine;  three  daughters, 
Patricia  David  of  Chicago,  Mary  Kay 
Swanson  of  Madison,  Gina  Kentor 
of  Marietta,  Ga;  two  sons,  Thomas 
of  DePere  and  Robert  of  Stockholm; 
nine  grandchildren,  and  a sister,  Ann 
Poteet  of  Marietta. 

Roy  E.  Fredericks,  DO,  of  Beaver 
Lake,  died  Oct  11, 1992,  at  Wauke- 
sha Memorial  Hospital.  He  received 
his  medical  degree  from  the  Univer- 
sity of  Osteopathic  Medicine  and 
Health  Sciences  in  Des  Moines,  Iowa, 
and  interned  at  Grandview  Hospi- 
tal in  Dayton,  Ohio.  He  had  a family 
practice  in  Elmbrook  from  1966  to 
his  retirement  in  1992.  He  was  on 
staff  at  Lakeview  Hospital  and 


of  the  Council  for  the  next  3 years. 
Under  his  leadership,  the  Society 
laimched  a new  p>eer  review  pro- 
gram for  physicians,  negotiated  a 
better  professional  liability  law, 
expanded  lifestyle  education  for 
high  school  students,  launched  a 
plan  to  watch  over  the  health  care  of 
jail  inmates,  seriously  addressed 
women's  health  care  issues,  passed 
a good  Samaritan  law,  and  devel- 
oped a negotiating  arm  for  physi- 
cians. 

Yes,  a river  ran  through  Paul's 
life— a river  of  love,  of  compassion, 
of  understanding  of  the  needs  of  the 


Elmbrook  Memorial  Hospital.  Sur- 
viving are  his  wife,  Patricia;  and  one 
son,  James  (Francine)  of  Deerfield 
Beach,  Fla. 

Paul  F.  Hausmaim,  MD,  died  Jan 
18, 1993,  in  Waukesha  at  the  age  of 
79.  He  was  bom  in  West  Bend.  Dr 
Hausmann  was  educated  at  the 
University  of  Wisconsin-Madison 
and  Northwestern  Medical  College, 
and  was  a thoracic  surgeon  at  Chil- 


average person  in  an  increasingly 
complex  society.  He  brought  new 
respect  to  physicians  in  their  deal- 
ings with  government,  with  insur- 
ance companies,  with  bureaucracy- 
-places  where  the  patient  all  too  oft^ 
has  no  other  advocate  but  his  or  her 
doctor.  He  knew  where  to  put  his 
loyalty:  he  fought  for  his  patients, 
for  all  patients,  and  the  rights  of 
their  doctors  to  care  for  them  with 
skill,  with  honesty,  with  dignity  and 
with  love.  That  was  Paul  Haskins, 
MD,  of  the  State  Medical  Society  of 
Wisconsin. 

And  a river  ran  through  his  life.^ 


dren's  Hospital  of  Wisconsin,  Sinai 
Samaritan  Medical  Center,  Wauke- 
sha Memorial  Hospital  and  Memo- 
rial Hospital  at  Oconomowoc  be- 
fore retiring  in  1986.  He  was  com- 
pany physician  at  the  Hamischfeger 
Corporation  in  Brookfield  for  36 
years,  retiring  from  that  position  in 
1983.  He  is  survived  by  his  wife, 
Bernice,  of  Delafield;  two  daugh- 
ters, Petri  Gingrich,  of  Bon  Aire, 
Continued  on  next  page 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.<» 
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Continued  from  preceding  page 
Netherlands  Antilles,  and  Pahle,  of 
Viroqua;  and  one  son,  Paul  Scott  of 
Verona. 

Marvin  Henry,  Steen,  MD,  died  Jan 
7, 1993,  in  Scottsdale,  Ariz.  He  was  a 
surgeon  in  Oshkosh  from  1940  to 
1973  and  then  retired  to  Care  Free, 
Ariz.  Dr  Steen  was  bom  in  Bowling 
Green,  Ohio.  He  graduated  from  the 
University  of  Wisconsin-Oshkosh 
and  the  University  of  Wisconsin 
Medical  School.  He  served  an  in- 
ternship and  surgical  residency  at 
the  City  Hospital  of  Cleveland.  Dr 
Steen  was  a member  of  the  Ameri- 
can College  of  Surgeons,  the  Wis- 
consin Surgical  Society,  the  Winne- 
bago County  Medical  Society,  State 
Medical  Society,  and  the  American 
Association  of  Railway  Surgeons. 
He  is  survived  by  his  daughter, 
Barbara  Stillman;  two  grandsons, 
William  and  Scott  Stillman;  and  one 
sister,  Beulah  Williamson. 

Gamber  F.  Tegtmeyer,  Sr.,  MD,  died 
Jan  17,  1993.  He  was  bom  in  Mil- 
waukee Oct  8, 1 902.  He  was  a gradu- 
ate of  the  University  of  Wisconsin  in 
1924  and  was  a Rhodes  Scholar  at 
Oxford  University.  He  graduated 
from  Harvard  Medical  School  in  1931 
and  did  post  graduate  training  at 
County  General  Hospital  in  Milwau- 
kee and  at  St  Louis  Children's  Hos- 
pital. He  started  a practice  in  pediat- 
rics in  1933  in  Milwaukee.  In  1936, 
he  became  a member  of  the  Medical 
Department  at  Northwestern  Mu- 
tual Life  Insurance  Company  in 
Milwaukee,  where  he  eventually 
became  medical  director,  retiring  in 
1967.  He  served  in  the  US  Navy 
during  World  War  II  and  was  chief 
medical  officer  on  a troop  ship.  He  is 
survived  by  Dr  Gamber  F. 
Tegtmeyer,  Jr.,  of  Madison,  John 
Tegtmeyer  of  Granville,  Ohio;  Mar- 
garet Cohen,  of  Highland  Park,  111, 
and  Charlotte  Swenson,  of  Milwau- 
kee. 


Harold  John  Kief,  MD,  died  Jan  6, 
1993,  in  Rhinelander.  He  was  bom 
Nov  24, 1912,  in  Milwaukee.  A 1937 
graduate  of  Marquette  Medical 
School,  Dr  Kief  served  his  medical 
internship  at  St  Mary's  Hospital  in 
Milwaukee  and  practiced  medicine 
at  St  Cloud  before  entering  the  US 
Army  in  1942,  and  serving  in  the 
South  Pacific  until  his  honorable 
discharge  in  1946.  Dr  Kief  returned 
to  Fond  du  Lac  and  practiced  medi- 
cine and  served  as  the  Fond  du  Lac 
health  officer  for  30  years,  retiring  in 
1978.  He  was  president  of  the  State 
Medical  Society  from  1967  to  1968 
and  received  the  State  Medical  Soci- 
ety's Civic  Award  in  1974.  He  was 
also  active  in  the  AMA.  Dr  Kief  was 
a member  of  the  Fourth  Degree  of 
Knights  of  Columbus,  the  Fond  du 
Lac  Lions  Club  and  the  Rhinelander 
Lions,  and  was  named  Lion  of  the 
Year  for  1978-1979.  Survivors  include 
his  wife,  Mary;  three  daughters, 
Kathi  Givens,  of  Lake  Zurich,  111; 
Mary  Brott,  of  La  Crosse;  and  Jo  Ann 


Harold  }.  Kief,  MD 


Bares,  of  Oshkosh;  three  sons.  Dr 
John  J.,  of  Rhinelander,  Daniel  P.,  of 
Sandy,  Utah,  and  Michael  T.,  of 
Plover;  13  grandchildren  and  one 
great-grandson. 


James  K.  Theisen,  MD,  died  Jan  21, 
1993,  in  Oconto  Falls.  He  was  bom 
Aug  30,  1919,  in  Fond  du  Lac  and 
graduated  from  the  University  of 
Wisconsin-Madison.  He  served  his 
internship  and  residency  at  St  Luke's 
Hospital  in  Cleveland.  He  served  as 
major  with  the  US  Army,  perform- 
ing surgery  at  Wood  VA  Hospital  in 
Milwaukee  and  Fort  Stewart  in 
Georgia.  During  that  time.  Dr  The- 
isen also  performed  surgery  at  the 
Marshfield  Clinic.  He  was  affiliated 
with  St  Vincent  Hospital,  where  he 
served  two  terms  as  chief  of  sur- 
gery. He  also  performed  surgery  at 
other  Green  Bay  hospitals  and  in 
October  1966,  was  asked  to  become 
resident  surgeon  of  Community 
Memorial  Hospital  in  Oconto  Falls, 
being  the  first  medical  specialist  to 
locate  in  Oconto  County.  He  retired 
in  December  1989.  Dr  Theisen  was  a 


member  of  the  Oconto  County 
Medical  Society,  the  American  Col- 
lege of  Surgeons,  the  Association  of 
Military  Surgeons  of  the  United 
States,  the  Association  of  American 
Physicians  and  Surgeons  and  the 
Independent  Doctors  of  America. 
Surviving  are  his  wife,  Mary;  six 
sons,  Nick  of  Milwaukee,  Tim,  of 
Green  Bay,  Tony,  of  Green  Bay,  Bob, 
of  Chicago,  Joe,  of  Wausau,  Frank, 
of  Lake  Elsinore,  Calif;  one  daugh- 
ter, Jane  Schneider,  of  Oconto  Falls; 
and  nine  grandchildren. 

Clinton  Nathan  Woolsey,  MD,  died 
Jan  14, 1993,  in  Madison.  E>r  Woolsey 
was  bom  in  Brooklyn,  NY,  Nov  30, 
1904.  He  graduated  from  Union 
College  in  Schenectady,  NY,  in  1928, 
and  received  his  medical  degree 
from  Johns  Hopkins  University 
Medical  School  in  1933.  He  moved 
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to  Wisconsin  in  1948  and  was  named 
Slichter  professor,  a post  he  held 
until  1975.  He  foimded  the  Labora- 
tory of  Neurophysiology  at  the 
Medical  and  Graduate  Schools  and 
was  chair  of  the  Department  of 
Neurophysiology  from  1973  until 
he  became  professor  emeritus  in 
1975.  He  served  as  biomedical  unit 
coordinator  of  the  Waisman  Center 
for  Mental  Retardation  and  Human 
Development  from  1973  through 
1978.  He  served  on  the  editorial 
board  of  the  American  Physiologi- 
cal Society  and  was  a member  of  the 
National  Academy  of  Science,  the 
American  Philosophical  Society,  a 
charter  member  of  die  Johns  Hopkins 
University  Society  of  Scholars,  and 
one  of  the  first  Fellows  of  the  Wis- 
consin Academy  of  Science,  Arts  and 
Letters.  He  is  survived  by  his  wife, 
Harriet;  three  sons,  Thomas  of  St 
Louis,  John  of  Bala-Cynwyd,  Penn, 
and  Edward,  of  Madison;  and  a sis- 
ter, Gladyce  McLearen  of  El  Paso, 
Texas.^ 


Leif  H.  Lokvam,  MD,  died  Oct  16, 
1992,  at  Kenosha  Hospital  and 
Medical  Center.  He  was  bom  March 
22,  1907,  in  rural  Minnesota.  He 
received  his  medical  degree  in  1931 
from  the  University  of  Wisconsin- 
Madison  and  interned  at  Raven- 
swood  Hospital  in  Chicago.  A sur- 
geon, he  began  practicing  in  Burl- 
ington and  joined  the  Kenosha  Clinic 
in  1934.  During  his  local  career,  he 
served  as  secretary  and  president  of 
the  Kenosha  County  Medical  Soci- 
ety, and  chief  of  the  medical  staff  at 
both  Kenosha  Hospital  and  St  Cath- 
erine's Hospital.  In  addition,  he  was 
president  of  the  State  Medical  Soci- 
ety in  1960-1961,  a 50-year  member 
of  the  Wisconsin  Surgical  Society, 
and  a fellow  of  the  American  Col- 
lege of  Surgeons.  During  the  Viet- 
nam War,  he  was  a volunteer  physi- 
cian. Dr  Lokvam  retired  from  his 
practice  in  1984.  Surviving  are  his 
wife,  Marian;  a son,  Leif,  o fHunt- 
ington  Beach,  Calif;  two  daughters. 


CES  Foundation  donors 


The  individuals  and  organizations 
named  below  made  contributions 
to  the  Charitable,  Educational  and 
Scientific  Foundation  during  Janu- 
ary and  Febmary  1993. 

Beaumont  500  Club 
In  recognition  for  those  individuals, 
county  medical  societies  and  aux- 
iliaries who  contribute  their  sup- 
port to  the  Fort  Crawford  Medical 
Museum. 

Dane  Coimty  Medical  Society 

150th  anniversary  contributions 
Timothy  T.  Flaherty,  MD 
Susan  N.  Isensee,  MD 
Richard  S.  Kane,  MD 
Joseph  L.  Ousley,  MD 


Mary  H.  Schmidt,  MD 
Robert  P.  Smith,  MD 
Fredrick  Wood,  Jr.,  MD 

Special  projects  and  contributions 
Albert  Popp,  MD,  Student  Loan 
Fund 

Albert  Popp,  MD 

Brown  County  Student  Loan  Fund 
Dr  and  Mrs  Robert  Schmidt 

General  Fund 

La  Crosse  County  Medical  Society 
Auxiliary 

Memorial  gifts  made,  January  and 
February  1993 

Fond  du  Lac  County  Medical 
Society  Auxiliary 


LeifH.  Lokvam,  MD 


Karen  Updike,  of  Madison,  and 
Kirsten  Chapman,  of  Columbus, 
Ohio;  and  five  grandchildren. 


Dr  and  Mrs  J.S.  Huebner 
Dr  and  Mrs  W.J.  Madden 
W.E.  Myers,  MD 
Dr  and  Mrs  E.J.  Nordby 
Dr  and  Mrs  Robert  Schmidt 
State  Medical  Society  of  Wisconsin 
Washington  County  Medical 
Society 

In  memoriam 

In  loving  memory  of  those  individu- 
als who  will  grace  our  paths  forever. 
James  F.  Baumgartner,  MD 
Michael  J.  Belson,  MD 
Robert  R.  Brazy,  MD 
Clement  F.  Cheli,  MD 
David  A.  Cohen,  MD 
Marilyn  Dais 

Continued  on  page  171 
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Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence  and 
victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the  prevention  of 
family  violence. 


Violence  iiniong  family  members  hiLs  re-ached  staggering 
proportions.  Kvery  yc^ar  more  than  2 million  cxses  of  child 
abuse  iuid  neglect  iire  reported,  between  2 ;md  4 million 
women  are  battered  by  their  spouses,  iuid  between  ^00,000 
and  1 . 1 million  of  the  elderly  population  are  abused. 

Tlie  /\mericiui  Medical  Associ-ation  liiis  fonned  a Xritiomil 
Coalition  of  Physicians  r\gainst  Family  Violence.  Througli 
the  Coalition  the  /Vmerican  Medicid , Association  hopes  to 
involve  you  in  activities  that  address  issues  of  child  abuse, 
sexual  assiudt,  domestic  violence  and  elder  abuse  because 
you  have  the  unique  abilitv  to  identih  the  symptoms,  first- 
himd.  By  joining  the  Sational  Coalition  you  will  be  showing 
your  concern  about  the  effects  of  fimiily  violence  iuid  victim- 
ization, iuid  will  become  a committed  advociite  within  your 
community  for  the  prevention  of  hunily  violence. 


Tlirougli  the  Coalition  you  will: 

• be  informed  about  locid  contacls  and  referrals 

• become  aware  of  locid  iuid  regional  resources 

• be  provided  with  infonnation  regarding  model 
educatioiiid  progr-ams 

• become  avvai’e  of  treatment  guidelines  iuid  protocols. 

• have  access  to  newsletters,  public  education  materials 
iuid  other  publications 

• receive  im  officiid  membership  card  imd  frameable 
poster  alerting  your  patients  of  your  interest  in  iuid 
concent  for  this  problem. 

lilt*  only  cost  to  you  is  your  commitment  to  help  curb 
this  problem.  Simply  complete  the  membership  applica- 
tion fonn  below  luid  imiil  to  the  Department  of  Menud 
Heidth,  American  Mediad  .Association,  S 1 5 N.  State  Street, 
(;hici^»o,  ILbOblO. 


\feSj  include  my  mune  in  tlie  Cailition's  membersliip 

Niuiie 

Vdciress 

Citv/State//ip 

Teleplione  # 

Sneciidtv 

Auxiliary  Member  \f\  \es  Q No  Other  

Area  of  interest  within  Fatiiily  V iolence:  Q (^hild  Abuse  \f}  Sexual  ,'As.s-ault  Q Domestic  Violence 

\f\  Hkler  Abuse  Q Other 


American  Medical  Association 


Physicians  dedicated  to  the  health  of  America 


Continued  from  page  169 
John  J.  David,  MD 
John  DooLittle,  MD 
Frederick  G.  Gaenslen,  MD 
Raymond  J.  Henderson,  MD 
Mrs.  James  Hoff 
Harold  J.  Kief,  MD 
Edward  R.  Krumbiegel,  MD 
John  W.  Johnson,  MD 
Leif  H.  Lokvam,  MD 
Robert  W.  Marek,  MD 
Richard  E.  Martin,  MD 
Stuart  E.  Milson,  MD 
Lloyd  W.  Morey,  MD 
Arthur  G.  Norris,  MD 
Theodore  M.  Paulbeck,  MD 
Emilio  B.  Regala,  Jr.,  MD 
August  E.  Strey 

The  individuals  named  below  made 
contributions  to  the  Charitable, 
Educational  and  Scientific  Founda- 
tion through  the  SMS  membership 
dues  statement  from  December  1992 
and  January  1993. 

Avadh  B.  Agarwal,  MD 
Raymond  G.  Bachhuber,  MD 
Roy  B.  Balder,  Jr.,  MD 
William  Bauer,  MD 
Carol  M.  Brown,  MD 
John  R.  Brown,  MD 
Harvey  L.  Burdick,  MD 
Eugene  E.  Burzynski,  MD 
Dumitru  T.  Caimacan,  MD 
Brigido  C.  Calado,  MD 
E.  Frank  Castaldo,  MD 
Richard  A.  Collins,  MD 
John  D.  Conway,  MD 
Hugh  L.  Davis,  MD 
Joseph  C.  DiRaimondo,  MD 
Thomas  E.  Duffy,  MD 
Carl  S.L.  Eisenberg,  MD 
Raymond  O.  Frankow,  MD 
Richard  E.  Freeman,  MD 
Michael  S.  Garrity,  MD 
George  L.  Gay,  Jr.,  MD 
Carl  J.  Getto,  MD 
Ruedi  P.  Gingrass,  MD 
Roland  Hammer,  MD 
Charles  Hayden,  MD 
John  W.  Hayden,  MD 
Thomas  F.  Heighway,  MD 
Robert  D.  Heinen,  MD 
Timothy  J.  Helz,  MD 
Arhtur  W.  Hoessel,  MD 


Harold  J.  Hoops,  Jr.,  MD 
Dorothy  J.  Jayne,  MD 
Mark  W.  Jeffries,  MD 
Howard  H.  Johnson,  MD 
Francis  F.  Kaveggia,  MD 
Gerald  C.  Kempthome,  MD 
Nevenka  T.  Kevich,  MD 
Diana  L.  Kruse,  MD 
Carol  W.  Latorraca,  MD 
James  E.  Lichty,  MD 
Roland  R.  Liebenow,  MD 
Paul  W.  Loewenstein,  MD 
Dean  D.  Miller,  MD 
Robert  John  Miller,  MD 
Mahmood  Mirhoseini,  MD 
Richard  E.  Neils,  MD 
Ligaya  1.  Newman,  MD 
Fred  D.  Panzer,  MD 
Byung  H.  Park,  MD 
Priti  D.  Patel,  MD 
Ewald  H.  Pawsat,  MD 
William  J.  Pier,  Jr.,  MD 


L.  Maramon  Pippin,  MD 
Peter  V.  Podlusky,  MD 
Clifford  R.  Poplar,  MD 
Anne  M.  Riendl,  MD 
Albert  F.  Rogers,  MD 
Wilbur  E.  Rosenkranz,  MD 
David  L.  Scherwinski,  MD 
Kan  war  A.  Singh,  MD 
Elieser  B.  Suson,  MD 
Philip  A.  Swanson,  MD 
Robert  J.  Swoboda,  MD 
Joseph  L.  Teresi,  MD 
James  C.  Tibbetts,  MD 
John  F.  Tucker,  MD 
Martin  J.  Voss,  MD 
Stephen  B.  Webster,  MD 
Thomas  R.  Willett,  DO 
Marc  S.  Williams,  MD 
Thomas  H.  Williams,  MD 
Nasip  H.  Yasatan,  MD 
Carol  E.  Young,  MD 
Clifford  L.  Zeller,  MD*> 


"Be  part  of  a woHd-dass  operation. 
And  lose  the  residency  blues.  ” 


IV. 


hen  I completed  my 
residency  it  was  tough  paying 
bock  college  loons.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call;  (512)369-3245 
Or  Write 
To:  RSH-3 
Bldg  2900 
Bergstrom  AFB 
Austin,  TX  78743-6002 


A GREAT  WAY  TO  SERVE 


Jtm  FORCE  RESERVE 
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WHAT  OUR  RESBUKH 
PROGRAMS  SPEND  IS 
N01RING  COMPARED 
10  WRAnREY  SAVE. 


The  American  Heart  Association  has  funded  a billion  dollars  worth  of  research.  But  the 
lives  saved  make  our  research  programs  worth  more  than  dollars  and  cents  can  measure. 
You  can  help  prevent  heart  disease  and  stroke.  We  can  tell  you  how.  Call  1-800-APlA-USAl. 

American  Heart  Association^ 


This  space  provided  as  a public  service.  ©1 993.  American  Heart  Association 


Clcissijicd  ads 


I EMERGENCY  MEDICINE-WISCON- 
' SIN:  Full-time  staff  jwsitions  are  avail- 
able at  client  hospitals  in  Wisconsin— 
I Portage  and  Watertowm.  Newer  emer- 
^ gency  departments  with  a wide  range  of 
( specialties  represented.  Progressive 
I hospitals  with  excellent  nursing  staff  suj>- 
I port.  Annual  ED  volume  at  Portage  is 
[ 9,000;  8,000  at  Watertown.  Metropolitan 

1 areas  are  only  45  minutes  from  either 
I community.  Spectrum  offers  flexible 
scheduling  and  reimbursement  of  the 
Wisconsin  Compensation  Fund.  For 
complete  details  on  available  opportu- 
nities in  Wisconsin,  contact  Mallarry 
Dierkes,  Spectrum  Emergency  Care,  P.O. 
Box  419052,  St.  Louis,  MO  63141;  1-800- 
325-3982,  ext.  1029.  3-5/93 

URGENT  CARE,  MINNEAPOUS:  BC/ 
BE  Family  Practitioner  or  other  specialty 
with  Emergency  Room  experience 
sought  for  the  Urgent  Care  Department 
of  a 365  physician  multi-specialty  clinic 
in  desirable  Twin  Cities  area.  Regular 
work  week  expectation  without  night 
call  or  hospital  obligation.  Salary  and 
benefits  are  highly  competitive.  For 
additional  information  contact  Patrick 
Moylan  at  (612)927-3286  or  send  CV  and 
letters  of  inquire  to  Physician  Recruit- 
ment, Park  Nicollet  Medical  Center,  5000 
West  39th  Street,  Minneapolis,  MN  55416. 

3-4/93 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
W1  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


cine.  Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 
recreational.  Northern  Michigan,  fam- 
ily-oriented community.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  John  Schon,  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49601.  800-236-3240.  3-4/93 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Urgent  Care, 
Emergency  Medicine,  Internal  Medicine, 
OB/GYN,  Rheumatology,  and  Otolar- 
yngology. Mercy  Medical  Center  has  an 
active  medical  staff  of  130  physicians  in 
all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area  of 
350,000  people).  University  of  12,000 
students.  Competitive  financial  pack- 
ages. Contact  Christopher  Kashnig; 
Mercy  Medical  Center;  631  Hazel  Street; 
Oshkosh,  WI  54902.  call  414-236-2430. 
Fax  414-231-5677.  3-5/93 

FAMILY  PRACTICE  - 8 doctor  multi- 
specialty clinic  in  Central  Wisconsin 
needs  another  Family  Practitioner. 
Outstanding  financial  package  and 
benefits  - contact  Russ  Roskens,  Medford 
Clinic,  101  N.  Gibsoa  Medford,  WI  54451. 
1-800-766-7765.  3-4/93 

GENERAL  SURGERY  - 8 doctor  multi- 
specialty clinic  in  Central  Wisconsin 
needs  another  General  Surgeon.  Out- 
standing financial  package  and  benefits 
- contact  Russ  Roskens,  Medford  Clinic, 
101  N.  Gibson,  Medford,  WI  54451.  1- 
800-766-7765.  3-4/93 

OPENING-FAMILY  PRACTICE:  Lo- 
cation: one  hour  from  Twin  Cities.  Call: 
one  in  seven.  Group  size:  six  physicians. 
Salary:  $100,000.  Signing  bonus:  $25,000. 
Loan  forgiveness:  $50,000/ five  years. 
Lake  living:  choice  of  two  adjacent  to 
our  community.  Contact:  call  collect 
612-796-6220  (8  a.m.  to  10  p.m.)  Also 
available  openings  in  General  Surgery, 
Orthopedic  Surgery,  and  OB/GYN 
within  one  hour  of  the  Twin  Cities. 
Excellent  compensation  packages  avail- 
able with  bonuses  and  loan  forgiveness 
programs.  3-4/93 


EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opporhmities  in  family  practice,  inter- 
nal medicine  and  ob/gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportu- 
nities with  North/ University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 
cess to  Minneapolis/ St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  If  you're  BC/BE,  send  your  CV 
or  call  in  confidence:  Mark  Billmayer, 
North  Memorial  Medical  Center,  3300 
Oakdale  Ave.  North,  Robbinsdale,  MN 
55422.  (800)255-6353,  ext.  1336.  3-8/93 

PEDIATRICIAN,  B.C.,  OR  PEDI ATRI- 
CIAN-INTENSIVIST  to  join  general 
Pediatrician  and  Neonatologist-Pedia- 
trician  in  N.W.  Indiana.  Superior  schools 
and  community,  many  recreational 
opportunities,  50  miles  from  Chicago. 
Six  weeks  per  year  PGE  & vacation.  Early 
full  partnership.  Send  CV  and  cover 
letter  to  Doctors  Covey  and  Marquez, 
South  Ridge  Pediatric  Center,  P.C.,  Suite 
3,  2101  Comeford  Rd.,  Valparaiso,  Indi- 
ana, 46383.  3-5/93 

MEDICAL  PRACTICE:  New  Berlin 

Physician  is  looking  to  sell  his  family 
practice  clinic.  Great  location,  good  staff, 
good  patient  mix  in  upper  class  neigh- 
borhood. The  practice  includes  good- 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
URGENT  CARE 
OB/GYN 

Single  and  multi-specialty,  and  solo 
opportunities  available, 

Wisconsin  Nebraska 

Kansas  Illinois 

Texas  Ohio 

For  additional  information  please  contact: 

Strelcheck  & Associates,  Inc. 

10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 
1-800-243-4353 
Metro  Milwaukee  241-9500. 
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Physicians  Exchange 

Continued 

will,  patient  records,  supplies  and  etc. 
Contact:  Barton-CoUins,  Ltd.,  9401  W. 
Beloit  Rd.,  Suite  #312,  Milwaukee,  WI 
53227.  (414)541-6099.  3-5/93 

Psychiatrist.  Community  based  outpa- 
tient clinic  located  in  downtown  Mil- 
waukee, serving  CMI,  dual  diagnosed, 
and  AODA  clients;  is  looking  for:  BC/ 
BE  Psychiatrist  (part  time  20-24  hours 
per  week),  experienced  and  interested 
in  the  CMI  population  and  possessing  a 
sense  of  humor.  We  offer  no  night  or 
weekend  on  call  hours;  no  hospital  affili- 
ation expected;  virtually  no  paperwork; 
congenial  working  environment  sup- 


PHYSICIAN 

PRIMARY  CAR^UBLIC 
HEALTH  ACADEMIC 

The  Medical  College  of  Wisconsin 
(MCW)  is  seeking  a full-time 
physician  to  direct  and  provide 
clinical  services  in  City  of  Milwau- 
kee Health  Department  (MHD) 
facilities,  and  to  develop  linkages 
between  these  clinical  services  and 
MCW's  educational  and  research 
programs. 

Key  responsibilities  include  direct- 
ing and  providing  clinical  serv- 
ices in  selected  MHD  facilities,  STD 
and  employee  health  clinics  and 
developing  related  policies  for  the 
Milwaukee  community,  develop- 
ing and  supervising  educational 
programs  for  MCW  medical  stu- 
dents and  residents  in  MHD  fa- 
cilities, and  developing  relevant 
research  programs  in  cooperation 
with  MCW  faculty. 

For  further  information,  contact: 
Charles  Gessert,  MD,  Division  of 
Community  Health  Programs, 
Department  of  Family  and  Com- 
munity Medicine,  Medical  College 
of  Wisconsin,  8701  Watertown 
Plank  Road,  Milwaukee,  WI  53226 
- (414)  778-4363.  The  Medical 
College  of  Wisconsin  is  an  Equal 
Opportunity  Affirmative  Action 
Employer.  M/F/D.  2-3/93 


ported  by  a friendly  dedicated  staff;  no 
legal  or  court  work,  and  free  parking. 
Salary  and  benefits  are  all  negotiable. 
The  present  Psychiatrist  is  retiring  in 
June  after  6 years  of  service.  If  you  are 
interested  in  this  position  please  call: 
Colleen  Dublinski  or  Bill  Sweeney  at 
(414)  344-6111  or  send  a resume  to: 
WCS-CSP,  2023  W.  Wisconsin  Ave., 
Milwaukee,  WI  53233.  3/ 93 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 
internal  medicine,  urology,  oncology. 
Competitive  salary,  excellent  fringe 
benefits.  Address  inquiries  and  CV  to: 
Medical  Associates  Administrator,  PO 
Box  427,  Menomonee  Falls,  WI  53052- 
0427.  3-8/93 

WISCONSIN  - FAMILY  PRACTICE: 
Enjoy  resort  living  everyday  in  southern 
Wisconsin.  Beautiful  new  office,  excel- 
lent ancillary  services,  1:6  call  and  built- 
in  referral  patient  base.  Competitive 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
workweek.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
comjjetitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

3-4/93 


guaranteed  salary  and  attractive  part- 
nership after  first  year.  Modem  250-bed 
hospital  with  a well  insured  patient 
population.  Call  or  fax  C.V.  to  Laura 
Hays,  1-800-765-3055,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX:  314- 
726-3009.  3/93 

PEDIATRICS-ORTHOPEDIC  SUR- 
GERY-FAMILY PRACTICE-INTER- 
NAL MEDICINE-UPPER  MIDWEST. 
B/E  or  B/C  physicians  for  partnership 
in  lakes  and  trees  conrununity.  Shared 
call,  fully  equipped  and  staffed  office, 
very  competitive  guaranteed  salary,  and 
comprehensive  benefit  package.  Also 
numerous  LOCUM  TENENS  positions 
available.  For  information  on  opportu- 
nities in  the  UPPER  MIDWEST,  send 
C.V.  to:  Mary  Jo  Cordes,  President, 

MDsearch,  P.O.  Box  21507,  St.  Paul,  MN 
55121;  or  call  1-800-484-9645,  ext.  7291, 
(612)454-7291,  or  FAX  (612)454-7277. 

2-7/93 

Family  Practice  opportunities  in  Wis- 
consin, Illinois,  New  York,  Ohio,  Iowa, 
Michigan  and  Arizona,  urban,  subur- 
ban, mral,  solo,  single  specialty  and 
multispecialty  groups.  All  offer  attrac- 
tive compensation  packages,  with  com- 


P1»S  for  I'SP-' 
Pracliccs  Scckin(>  I’liysidaiis 
Physician.s  Seeking  I’racliees 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791  • Brookfield,  Vi  1 5.S008-(I79I 

1-800-747-0606  (414)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-specialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  AU 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  wmning  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8480,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703.  2-12/93 


174 


Wisconsin  Medical  Journal  • March  1993 


Physicians  Exchange 

Continued 

petitive  salaries,  benefits,  income  guar- 
antees. For  more  detailed  information 
about  each  of  these  practice  opporhmi- 
ties,  contact  Carol  Radke  at  800-%9-7715, 
or  fax  CV  to  414-226-4131.  All  inquiries 
wUl  be  kept  strictly  confidential. 

2-5/93 

The  Wausau  Medical  Center  is  seeking 
Board  Certified-Eligible  individuals  in 
the  following  specizdties:  Dermatology, 
Family  Medicine,  Gastroenterology,  Ob- 
stetrics/Gynecology, Orthopedics,  Pe- 
diatrics, Occupational  Medicine  and 
Urology.  Large  multi-specialty  group 
located  in  central  Wisconsin.  Competi- 
tive salary  (incentive  after  first  year). 
Comprehensive  benefit  package  includ- 
ing malpractice  insurance,  flexible  bene- 
fit plan  and  profit  sharing.  Modem  fa- 
cility located  directly  across  the  street 
from  250-bed  acute  care  facility.  The  area 
is  ideal  for  outdoor  enthusiasts  (includ- 
ing large  downhill  ski  area)  with  out- 
standing cultural  activities  year  round. 


WISCONSIN:  Growing  South- 
ern-Wisconsin,  47-physician, 
multi-specialty  group  is  seeking 
an  internist,  ob-gyn,  ortho  surgeon, 
and  rheumatologist.  Guaranteed 
salary  with  incentive  plus  full 
benefit  package.  Excellent  family 
environment  in  college  commu- 
nity of  50,000+.  Send  C.V.  to  J.  F. 
Ruethling,  Administrator,  Beloit 
Clinic,  SC,  1905  Huebbe  Parkway, 
Beloit,  WI 53511,  or  call  (608)  364- 
2200.  2-4/93 


Internist.  Two  young  BC  Internists  are 
seeking  a third  BC/BE  Internist  for 
well  established,  rapidly  growing  prac- 
tice located  in  pleasant  central  Wiscon- 
sin University  town  of  30,000.  Ideal 
practice  opportunity  with  equal  bal- 
ance of  consultative  and  primary  care; 
well  equi{>ed  120  bed  hospital,  12  bed 
ICU.  Comprehensive  benefit  package 
includes  first  year  salary  guarantee, 
full  malpractice  insurance  and  part- 
nership buy-in  after  one  year.  Send  CV 
to:  Stevens  Point  Internal  Medicine, 
SC,  3504  E.  Maria  Dr.,  Stevens  Point, 
WI  54481.  (715)  341-8044.  10/92-3/93 


Write  or  call  collect  David  K.  Aughen- 
baugh,  MD,  Medical  Director,  Wausau 
Medical  Center,  2727  Plaza  Drive,  Wau- 
sau, Wisconsin  54401,  telephone  (715) 
847-3235.  2/93;tfn 

Madison,  Wisconsin.  Positions  avail- 
able: Family  Practice  with  OB;  Family 
Practice  for  Acute  Care  Clinic,  and  Inter- 
nal Medicine.  Excellent  salary,  benefits, 
lifestyle.  Contact  Professional  Staff 
Coordinator,  Group  Health  Cooperative, 
One  South  Park  Street,  Madison,  WI 
53715:  ph  608-251-4156.  GHC  is  an  equal 
opportunity/ affirmative  action  em- 
ployer. 1-4/93 

Wisconsin.  Family  practitioner  needed 
by  a growing  practice  of  a four  physician 
group  in  a friendly  rural  community  in 
northeast  Wisconsin  near  Green  Bay. 
This  is  an  excellent  opportunity  to  join 
an  established  organization.  Highly 
competitive  salary  with  benefits.  Please 


Wisconsin — Michigan 


Dermatology  Oncology 

Gastroenterology  Neurosurgery 

Orthopedics — Hand  Orthopedics 

Occupational  Medicine  Urology 

Single  and  multi-specialty  opportunities. 
Locations  in  cities  on  or  near  a lake. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1-800-243-4353  or  414-241-9500. 


Strelcheck  &r  Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon , WI  53092 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 

1-800-334-6407 

11-12/92-1-4/93 


contact:  Artwich  Clinic,  Oconto  Falls, 
WI  54154.  1-4/93 

Wisconsin.  120  physician  multi-specialty 
clinic  in  the  Fox  River  Valley  of 
northeastern  Wisconsin  desires  two  BC/ 


OB/GYN  - SE  Wisconsin 
Inland  Lake  Recreation  Area 


Join  3 ABOG  certified  OB/ 
GYNs  in  a busy  fee-for-service 
group  practice.  Established 
patient  base  due  to  retirement. 
Hospital  offers  LDR  suites  and 
lasersurgery.  1 year  to  partner. 

CONTACT:  Wac/e  Christoffel 

Fox  Hill  Associates 
250  Regency  Court 
Waukesha,  WI  53186 
OR  CALL:  1-800-338-7107 


INTERNAL  MEDICINE 
MINNESOTA 

Progressive  primary  care  based 
multispecialty  group  seeking  BE/ 
BC  internist  to  expand  existing  3 
person  department.  We  are  look- 
ing for  someone  interested  in  in- 
patient as  well  as  out-patient 
medicine.  Subspeciality  interest 
would  be  an  advantage. 

Located  just  20  minutes  north  of 
downtown  Minneapolis,  the  area 
offers  suburban  living  with  easy 
access  to  an  unlimited  array  of 
family,  cultural,  education  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including:  paid  vacation 
and  CME;  all  insurances  paid  and 
partnership  potential  after  one 
year.  Please  respond  with  CV  to; 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

3-4/93 


Wisconsin  Medical  Journal  • March  1993 


175 


Physicians  Exchange 

Continued 

BE  pediatricians  to  join  department  of  15 
BC/BE  pediatricians.  Excellent 
compensation  and  benefit  package, 
leading  to  shareholder  status  after  two 
years.  The  community  offers  a superb 
recreational,  cultural,  and  family 
enviromnent  in  which  to  practice.  For 
information  please  call  or  write:  Howard 
Kidd,  MD,  La  Salle  Clinic,  411  Lincoln 
St,  Neenah,  WI 54956;  ph  414-727-4276. 

3tfn/91 

Family  practice  physician  needed  by 
progressive  and  growing  group  practice 
in  west  central  Wisconsin.  City  of 60,000. 
Ninety  miles  from  Minneapolis/ St  Paul. 
Primarily  prepaid  practice  with  large 
component  FES.  Highly  competitive 
salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  Stuart  Lancer, 


THIS  LISTING  is  compiled  by  the  Slate 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  55  cents  per  word,  with  a 
minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISHNGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address 
communi-cations  to:  Wisconsin 

Medical  Journal,  Box  1109,  Madison, 
WI  53701;  or  phone  608-257-6781;  or 
toU-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  American 
Medical  Association. 


MD,  MBA,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552.  1-3/93 

Family  practitioner-internal  medicine- 
O^GYN  to  join  progressive  13-physician 
group  practice.  Rural  college  town  30 
miles  from  St.  Paul,  MN.  New  clinic  and 
new  hospital.  Contact  Robert  B.  Johnson, 
MD,  River  Falls,  WI  54022  (715)  425- 
6701.  c9tfn/91 

Milwaukee  suburb.  Established  and 
growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opportunity.  Positions 
available  in  internal  medicine,  family 
practice,  and  pediatrics.  Please  send  CV 
to  Administrator,  Park  Crest  Medical 
Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  3tfn/91 


Medical  Meetings-Continuing 
Medical  Education 


Primary  Care  Update 
on  Gastroenterology 
June  11  & 12, 1993 

Course  Directors: 

Dr.  J.  Geenen  & Dr.  M.  Wasiullah 

The  course  will  be  held  at  the  Hyatt 
Hotel  in  Milwaukee  on  June  11  & 
June  12.  This  one  and  a half  day 
accredited  course  is  designed  to 
update  the  physician  on  Gastro- 
enterology management  of  a vari- 
ety of  diagnoses  - dyspepsia, 
GERD,  diarrhea,  G1  bleeding, 
hepatitis,  colon  polyps,  irritable 
bowel  syndrome,  inflammatory 
bowel  disease.  Special  lectures  will 
be  given  on  NSAID's,  Pediatric  G1 
and  endoscopic  ultrasound. 

In  addition,  there  will  be  video 
workshops  on  flexible  sigmoido- 
scopy, and  infrared  treatment  of 
hemorrhoids. 

Included  in  the  course  registra- 
tion is  daily  continental  breakfasts, 
lunch  (with  guest  speaker)  on  Fri- 
day, and  CME  certificate.  Price: 
$50/ physician;  $25/ resident/ in- 
tern. 

For  further  information  call  414- 
636-8100,  ext.  266.  2-5/93 


Medical  Meetings-Continuing 
Medical  Education 

AMA 

Jime  13-17,  1993:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16, 1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


For  Sale 


FOR  SALE:  Sysmex  500  Microcell 

Counter  - $500,  Ames  Seralyzer  Reflec- 
tance Photometer  - $200, 3M  FluoroFast 
24  Reader  - $500.  All  machines  are  in 
good  working  order.  Physicians  office  is 
closing  the  laboratory  section.  Inquires 
may  be  made  to  414-657-9390.  3/93 
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PRAIINCHOL*  (Pravastatin  Sodnjm  Tablets) 

COKTRAINOICATK>NS 

Hypersensitivity  to  any  component  of  the  medication. 

Active  liver  disease  or  unecplaned,  persistent  eteetons  r»  lr\er  fincton  tests  (see  WARNINGS) 

Pre^iancy  and  lactation.  Atfierosderosjs  s a chrome  process  and  discontinuatjon  of  lipid-kMenng  drugs 
dunng  pregnancy  should  have  Ittle  impact  on  the  outcome  of  long-term  therapy  of  primary  hy^chotesteroiemia. 
Chol^erol  and  other  products  of  chotesterol  biosynthesis  are  essential  components  for  fetal  development 
(ndudng  synthesis  of  steroids  and  cell  membranes)  Sree  HMG-CoA  reductase  nhibrtors  decrease  cholesterol 
synthesis  arxf  possiDfy  the  synthesis  of  other  bdogcaliy  actn.e  substarces  den'«d  from  cholesterol,  they  may 
cause  fetal  harm  when  admmstered  to  pregnant  women  Therefore.  HMG-CoA  reductase  nhfoitors  are  conUar- 
deaXed  dmng  pregnarx:y  and  in  nursng  mothers.  Pravastatin  should  be  administered  to  worr>en  cf  child- 
bearir>g  age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  takng  this  dass  of  drug,  therapy  should  be  discon- 
trued  and  the  patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  En^mes:  HMG-CoA  reductase  nhibitofs.  like  some  other  Irpid-loiverng  therapies,  have  been  associated 
wtth  biochemical  abnormalities  of  li\«r  function.  Increases  of  serum  transamnase  (ALT.  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occuring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been 
reported  in  1 .3%  of  patients  treated  with  pravastatin  r the  U.S.  over  an  average  period  of  18  months.  These 
abrxymaities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
those  patients  h whom  these  abnormalites  were  belie'^  to  be  related  to  pravastatin  and  who  were  discontrued 
from  therapy,  the  transamriase  l&ete  usually  fell  slowly  to  pretreatment  lesete.  These  bochemcal  findings  are 
usualy  asymptomatic  although  worldwide  experience  ndicates  that  anorexia,  weakness,  and/or  abdominal  pan 
may  also  be  present  r rare  patients 

As  with  other  Ipid-toweri^  agents  liver  ftriction  tests  should  be  performed  dumg  therapy  with  pravastatn. 
Serum  aminotransferases  nducing  ALT  (SGPT),  should  be  mentored  before  treatment  begns,  eNery  six  weeks 
for  the  first  three  months  every  ei^t  weeks  dumg  the  remander  of  the  first  year,  and  periodically  thereafter  (e.g.. 
at  about  six-month  intervals)  Spaial  attenttm  should  be  given  to  patients  who  develop  ncreased  transaminase 
levels.  Liver  function  tests  should  be  repeated  to  confrm  an  elevation  and  subsequently  monitored  at  more 
frequent  intervals  If  ncreases  n AST  and  ALT  equal  or  ©iceed  three  times  the  upper  limit  of  normal  arxJ  persist, 
then  therapy  should  be  discontrued.  Ftersistence  of  sigraficant  amnotransfer^  elevations  folloivng  dscon- 
tnuation  of  therapy  may  warrant  constderaton  of  lurer  bopsy. 

Active  liver  disease  or  inexplaned  transamnase  el^toris  are  contrandcations  to  the  use  of  pravastatin  (see 
CONTR/\I^OCATX>4S)  Caution  should  be  exercised  when  pravastatn  is  admmstered  to  patients  with  a history 
of  liver  cisease  or  heavy  alcohol  ngestion  (see  CLMICAL  PHARMACOLOGY;  Pharniacoknetics/Metabolism). 
Such  patients  should  be  ctosely  monrtored.  started  at  the  lower  end  of  the  recommended  dosng  range,  and 
titrated  to  the  desred  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfmetion  secondary  to  myoglobinuna  has  been  re> 
ported  with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  n 
pravastahn-treated  patients  (see  ADVERSE  REACTIONS)  Myopathy,  defined  as  muscle  aching  or  musc^  weak- 
ness in  conjincton  with  ncreases  n creatine  phosphoknase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatn  in  only  one  patent  n clncal  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patent  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
ele/ation  of  CPK.  Patents  should  be  advised  to  report  promptly  mexplaned  muscle  pan.  tenderness  or  weak- 
ness, particularty  if  accompaned  by  malaise  or  lev^  Pravastatin  therapy  should  be  cfiscontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major 
surgery;  trauma;  severe  ntetabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilef^. 

The  risk  of  myopathy  dumg  treatment  with  lov$tatFi  Is  ncreased  if  therapy  with  either  cyclo^xxne.  gem- 
fforozil.  erythrornycr.  or  naan  is  admmstered  concurrently.  There  is  no  ©(penence  with  the  use  of  pravastatn 
togeth©-  with  cyOtospome.  Myopathy  has  not  been  observed  n cinical  trials  invoMng  small  numbers  of  patents 
who  were  treated  with  pravastatn  together  with  nacn.  One  trial  of  limited  size  n\olvng  corrfoned  therapy  with 
pravastatn  arfo  gemfibrozii  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musciiosketetal  symptoms  n the  gtup  receivng  combned  treatment  as  compared  with  the  ^oups  receiving 
placebo,  gemfibrozil,  or  pravastatn  rrxnotherapy.  Myopathy  was  not  reported  n this  tral  (see  PRECAUTIONS: 
Drug  Interactions)  One  patient  developed  myopathy  when  ctofibrate  was  added  to  a prevxxjsly  well  tolerated 
regimen  of  prava^tin;  the  myopathy  resohod  when  doftyate  therapv  was  stopped  and  prava^tn  treatment 
continued.  The  use  of  fibra^  akm  may  occastorteHy  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatn  may  el©/ate  creatne  phosphoknase  and  trar^samnase  levels  (see  ADVERSE  REACTIONS) 
This  should  be  considered  in  the  differential  diagrxjsis  of  chest  pan  h a patent  on  theraf^  with  pravastatn. 

hiomozygous  Famial  Hypercholestefolernta.  Pravastatn  has  not  been  evaluated  n patents  with  rare  homo- 
zygous f^ilial  hypercholesterotemia.  In  this  ^oep  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
nhtoitors  are  less  effecthre  because  the  patients  lack  finctional  LDL  receptors. 

Renal  Insufficiency  A sngle  20  mg  oral  dose  of  pravastatn  was  administered  to  24  patients  with  varyng 
degrees  of  renal  riiparment  (as  determned  by  creatnne  clearance).  No  effect  was  obser\«d  on  the  pharmacoki- 
netics of  pravastatn  or  its  3a-hydroxy  isomeric  metabolite  (SO  31,906)  A small  ncrease  was  seen  in  mean  AUC 
values  arid  half-life  (ti^)  for  the  nactive  enzymatic  ring  hydroxylation  metabolite  (SO  31 .945)  Given  this  small 
sample  size,  the  dosage  admhistered.  arxJ  the  degree  of  ridividual  variability,  patents  with  renal  impairment  who 
are  receiving  pravastatin  should  be  dcsely  monrtored. 

Irrformation  for  Patients:  Patents  should  be  advised  to  report  promptly  unexplaned  muscle  pan.  terxJemess 
or  vireakness.  partioiarty  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Immcnosuppressive  Drugs.  Gemfibrozil.  Niacr  (Nicotnc  Aad),  Erythmmycn:  See  WARN- 
MGS:  Skeletal  Muscle, 

Antpyme:  Clearance  by  the  cytochrome  P450  system  was  tnaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatn  does  not  appear  to  nduce  hepatic  drug-metabolizhg  enzymes,  it  is  rx)t  expected  that 
any  significant  hteraction  of  pravastatn  with  other  drugs  (e.g..  phenyton.  qunidne)  metabolized  by  the  cyto- 
chrome P450  system  wAI  occur. 

Chotestyrarnne/Coiestpol:  Concomitant  admnstration  resulted  h an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  prava^tn.  However,  when  pravastatn  was  admhistered  1 hour  before  or  4 hours  after 
cholestyramne  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  dhicaily  significant  decrease  n 
boavaikxlity  or  therapeutic  effect.  (See  DO^GE  AND  ADMWISTTWION  Concomitant  Therapy.) 

\A^rfahn:  In  a study  hvolvhg  10  healthy  male  subjects  gi\en  pravastatn  and  warfam  concomitantly  for  6 days, 
bioavaiabiiity  parameters  at  steady  state  for  pravastatn  (parent  compomd)  were  not  altered.  Pravastatn  did  not 
alter  the  pbsrna  proten-bndng  of  warfam.  Corxxxmtant  dosing  did  ncrease  the  AUC  arxl  Cmax  of  warfam  but 
(id  not  produce  any  changes  h its  anticoagulant  action  (i.e..  no  increase  was  seen  n mean  prothrombn  time  after 
6 days  of  concomitant  therapy)  However,  bleeding  and  extreme  prolongation  of  prothrombn  time  has  been 
reported  with  another  drug  h tl^  dass.  Patents  receiving  warfam-type  anticoagulants  should  have  ther  pro- 
thrombn times  dosely  monrtored  when  pravastatn  is  nrtiated  or  the  dosage  of  pravastatn  ts  changed. 

OmetkSne:  The  AUCQ.i2hr  pravastatn  when  given  with  ametidine  was  not  significantly  different  from  the 
AUC  for  pravastatn  when  given  alone.  A significant  difference  was  observed  between  the  AUC  s for  pravastatn 
when  grren  with  dmetidine  compared  to  when  admmstered  witti  antacid. 

Digoxh:  In  a crosscker  trial  nvolvng  18  healthy  male  subjects  given  pravastatn  and  digoxin  corxxirrently  for  9 
days,  the  bioavailability  parameters  of  digoxn  were  not  affeded.  The  /^UC  of  pravastatn  tended  to  ncrease.  but 
the  cxerall  bfoavailabilrty  of  pravastatn  plus  rts  metabolites  SQ  31 .906  arxJ  SQ  31 .945  was  not  allied. 

Gemfibrozil:  In  a crossexer  study  n 20  healthy  male  vdinteers  givren  corxxxnrtant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  n umary  excreton  arxl  proten  bndng  of  pravastatin,  in 
addition,  there  was  a sigrificant  ncrease  n AUC.  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906. 
Combnation  therapy  with  pravastatn  and  gemftorozil  is  generally  not  recommerxted. 

In  interaction  studes  with  aspfft).  anfaodis  (1  hour  prior  to  PRAVACHOL),  dmetidhe.  ncotric  acid,  or  probucol. 
no  statisticdly  significant  differences  n tuoa^labili^  were  seen  when  PRAVACHOL  (pravastatn  sodium)  was 
admr^ered. 

Other  Drugs.  During  dneal  trials.  rxD  rx)ticeable  drug  nteractons  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives.  digitalis,  coriverting-erTzyme  nhibrtors.  calaum  channel  blockers,  beta- 
btockers.  or  nrtroglycem. 

Endocrine  Function:  HMG-CoA  reductase  nhibrtors  interfere  with  cholesterol  synfriesis  and  tower  arculatng 
chotesterol  leiels  arfo.  as  such,  might  theoretically  blmt  adrenal  or  gonadal  steroid  hormone  production.  Results 
of  drucal  tii^  with  pravastatin  n males  arxl  post-menopausal  females  were  nconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  respor^  to 
human  choriorK  gonadotropn  vsos  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatn.  However,  the  percentage  of  patents  shcwvng  a >50%  rise  n plasma  testosterone  after  human 
chononic  gonadotropn  stimulation  did  ndt  change  significantly  after  therapy  n these  patients.  The  effects  of 
HMG-CoA  reductase  hhbrtors  on  spemnatogenesis  and  fertiity  have  not  b^  studied  n adequate  numbers  of 
patents.  The  effects,  if  any,  of  pravastatn  on  the  prturtary-gonadal  axis  n pre-merx)pausa)  females  are  unknown. 
Patents  treated  with  pravastatn  who  display  cinical  evidence  of  endocme  dysfurction  should  be  evaluated 
appropriately.  Caution  should  also  be  exerased  if  an  HMG-CoA  reductase  nhibrtor  or  other  agent  used  to  tower 
chotesterol  levels  is  admmstered  to  patients  also  receivng  other  drugs  (e.g.,  ketoconazote.  ^ironolactone. 
ametidne)  that  may  dimmsh  the  levels  or  activity  of  steroid  hormones. 

CNS  Ibxictty:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  arxJ  morxxiuclear 
cel  nffitration  of  perivascular  spaces,  were  seen  n do^  treated  with  pravastatn  at  a dose  of  25  mg/kg/day.  a 
dose  that  produced  a plasma  drug  lerel  about  50  times  higher  than  the  mean  drug  level  n humans  takng  40 
mg/day.  Simiar  CNS  vascular  lesions  have  been  obs«\ed  with  several  other  drugs  n this  dass. 


A chemcally  similar  drug  n this  dass  produced  optic  nerve  degeneration  (Walenan  degeneration  of  reti- 
nogemculate  fibers)  n dme^  normal  dogs  n a dose-dependent  tashen  startng  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  lewets  about  30  times  higher  than  the  mean  drug  level  n humans  takng  the  highest 
recommended  dose  (as  measured  by  total  enzyme  nhibrtory  activity)  This  same  drug  also  produced  ves- 
tibulocochtear  \A^lenan-like  degeneraten  and  reti^  ganglion  <^l  chromatolysts  n dogs  treated  for  14  weeks  at 
180  mg/kg/day.  a dose  which  resulted  n a mean  plasma  drug  tesrel  smilar  to  that  seen  with  the  60  mg/kg  dose. 
Carcinogeriesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatn  at  doses  of 
10. 30,  or  100  mg/kg  body  weight,  there  was  an  ncreased  nodenceef  hepatocellular  carenomas  n mates  at  the 
highest  dose  (p<0.01)  Altfxxjgh  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weig^it 
basis,  their  serum  drug  lerels  were  only  6 to  10  times  higher  than  those  measured  In  humans  given  40  mg 
pravastatin  as  measured  by  AUC. 

The  oral  admnstraton  of  10. 30.  or  100  mg/kg  (produeng  plasma  drug  levels  approximately  0.5  to  5.0  times 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  n a statistically  signrficant  ncrease  in 
the  nadence  of  mabgnant  lymphomas  n treated  females  when  al  treatment  groups  were  pooled  arxJ  compared 
to  controls  (p<0.05)  The  inadence  was  not  dose-related  and  male  mice  were  not  affected. 

A chemically  similar  drug  n this  dass  was  admmstered  to  mice  for  72  weeks  at  25.  100.  and  400  mg/kg 
body  weight,  which  resulted  n mean  serum  drug  levrels  approximately  3. 15.  arxJ  33  tmes  higher  than  the  mean 
human  serum  drug  concentration  (as  total  nhibrtory  acth%)  after  a 40  mg  oral  dose.  Uvrer  carcrxxnas  were 
significantly  ncreased  n high-dose  females  and  mid-  arxJ  hi^-dose  mates,  with  a maximum  nddence  of  90 
percent  in  mates.  The  nddence  of  aderxxnas  of  the  liver  v/as  significantly  ncreased  in  mid-  arxJ  high-dose 
females.  Drug  treatment  also  significantly  ncreased  the  rxxJerx^e  of  lung  aderxxnas  n mxJ-  and  high-dose  males 
and  females.  Adenomas  of  the  eye  Hardenan  gland  (a  glarxJ  of  the  eye  of  rodents)  were  significantly  higher  n high- 
dose  mice  than  n controls. 

No  eviderxe  of  mutagenicity  was  observed  n vrtro.  with  or  without  rat-liver  metabobc  activation,  n the  fdlovng 
studies:  mcrobal  mutagen  tests,  using  mutant  strans  of  Salmonella  typtvmunum  or  Escherichia  coir,  a forward 
mutation  assay  in  L5178YTK  •¥/  - mouse  lymphoma  cells,  a chromosomal  aberration  test  n hamster  ceBs;  and 
a gene  converson  assay  using  Saccharomyces  cer&nsiae.  In  addition,  there  was  no  evxJerxe  cf  rrutagenKaty  n 
eitfier  a domnant  lethal  test  n mice  or  a mcronucleus  test  n mice. 

In  a study  r rats,  with  daily  doses  cp  to  500  mg/kg,  pravastatn  did  rxrt  produce  any  adverse  effects  on  fertil- 
ity or  general  reproductive  p^ormance.  Howler,  n a study  with  arxrther  HMG-CoA  reductase  nhibrtor.  there 
was  decreased  fertility  n male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  rx)t 
observed  n a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (tiie  entre  cycle  of 
spermatogenesis.  irx:luding  epididyma)  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  semnrferous  tubule  degeneraten  (necrosis  and  loss  of  spermatogene  eprthelium)  was  ob- 
served Althou^  rxit  seen  with  pravastatn.  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy, 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The  clinical 
significance  of  these  fndings  is  inclear. 

Pregnancy:  Pregnancy  Category  X:  See  CONTn^lvOGATXDNS. 

Safety  n pregnant  women  has  not  been  established.  Pravastatn  was  not  teratogenic  n rats  at  doses  up  to 
1000  mg/kg  daily  or  n rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter2).  However,  n studies  with  another  HMG-CM  reductase 
nhibrtor,  skeleta)  malformations  were  observed  n rats  arxJ  mice.  PRAVACHOL  (pravastatn  sodium)  should  be 
admmstered  to  wxxnen  of  chikj-beamg  potential  only  when  such  patients  are  hi^ly  unlikely  to  conceive  and 
havre  been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  takng  FTVXACHCX.  (prav- 
astatin sodium).  It  should  be  discontnued  and  the  patient  advised  agan  as  to  the  potential  hazards  to  the  fetus. 
Nursirig  MottWs:  A small  arrxiunt  of  pravastatin  s excreted  in  human  breast  milk.  Because  cA  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
COhfTR/yNDICATX)NS) 

Pediatric  Use:  Safety  arxJ  effectiveness  n ndrvxJuals  less  than  18  years  old  have  not  been  established.  Hence, 
treatment  in  patients  1^  than  18  years  old  is  rx)t  recommerxted  at  this  time.  (See  also  PRECAUTIONS  General.) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mikJ  and  transient.  In  4-month  long 
placebo-controlled  trials.  1 .7%  of  pravastatr-treated  patients  arxJ  1.2%  of  placebo- treated  patients  were  discon- 
tnued from  treatment  because  of  adverse  expenerxes  attributed  to  study  drug  therapy;  this  difference  was  not 
statistically  significant.  In  long-term  studies,  the  rrxist  common  reasons  for  discontnuation  were  asymptomatc 
serum  transamnase  increases  and  mild,  rxn-speafic  gastrointestinal  complants.  Dumg  drucal  trials  the  overall 
nciderxe  of  adverse  events  n the  elderly  was  rx>t  different  from  the  rodence  observed  in  yoaiger  patients. 
Adverse  Clinical  Events:  All  adverse  dinical  events  (regardless  of  attribution)  reported  n more  than  2%  of 
pravastatn-treated  patients  n the  placebo-contidled  triab  are  identified  in  the  table  below:  also  shewro  are  the 
percentages  of  patients  an  whom  these  medcal  events  were  believed  to  be  related  or  possibly  related  to  the  drug 


/Ml  Evrents  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatn 
(N  = 900) 

Placebo 
(N  = 411) 

Pravastatn 
(N  = 900) 

Placebo 
(N  = 411) 

Cardxxascuiar 

Cardiac  Chest  Pan 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0' 

1.1 

1.3 

0.9 

Gastrontestinai 

NauseaAADmiting 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdomnal  l^n 

5.4 

6.9 

2.0 

3.9 

Constpaton 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1,9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1,0 

Chest 

3.7 

1.9 

0.3 

0.2 

Influenza 

2.4' 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  F^n 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Oizzness 

3.3 

3.2 

1.0 

0.5 

Renal/Genrtourmary 

Umary  Abnormality 

2.4 

2.9 

0.7 

1.2 

Respratory 

Ckxnmon  CokJ 

7.0 

6.3 

0.0 

0.0 

Rhnitis 

4.0 

4,1 

0.1 

0,0 

Cough 

2.6 

1.7 

0.1 

0.0 

'Statistically  significantly  different  from  placebo. 

The  following  effects  h»e  been  reported  with  drugs  n this  class: 

Skeletal  myopathy,  rhabdomyolysis. 

Neurological,  dysfurx^tion  of  ceitan  cranial  nerves  firx:luding  alteration  of  taste,  impairment  of  extra-ocular 
morement.  faaaJ  paresis),  tremor,  vertigo,  memory  lo^.  paresthese.  peripheral  neuropathy,  penpheral  nerve 
palsy. 

hlypersensitMty  Reactions.  An  apparent  hypersensitivity  syrxlrome  has  been  reported  rarely  which  has  r- 
dud^  one  or  more  of  the  foilcwing  features:  anaphylaxis,  angioedema.  lupus  eiythematous-like  syndrome, 
polymyalgia  iheumatica.  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolyte  anemia,  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticaria,  astherua.  pixitosensrtivrty.  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  mduding  Stevens- Johnson  syndrome. 

Gastrontestnal:  parxxeatitis.  hepatitis,  rdudmg  chronic  active  hepatitis,  cholestatic  jauixJice,  fatty  change  m 
liver,  and,  rarely,  errhosts.  fulmnant  hepatic  necrosis,  arxJ  hepatoma;  anorexia,  vomiting. 

Reproduct/ve:  gynecomastia,  loss  erf  libido,  erectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

Laboratory  Test  AbrK>nnalrties:  Irxreases  n serum  transaminase  (ALT.  /\ST)  values  arxJ  CR<  have  been 
observed  (see  WARNINGS) 

Transient,  as^ptomatic  eosnophilia  has  been  reported.  Eosnophil  coents  usually  returned  to  normal  despite 
contnued  therapy,  Anema.  thrombocytopenia,  and  teukopena  have  been  reported  with  other  HMG-CoA  reduc- 
tase nhibrtors. 

Concomitant  Therapy:  FYavastatn  has  been  admirustered  corxxjrrently  vwth  cholestyramne.  cotestipol.  nico- 
tine aesd.  probued  arxJ  gemfibrozil.  Prelimnary  data  suggest  that  the  addition  of  either  probued  or  gemfibrozil  to 
therapy  with  lovastatin  or  pravastatn  is  not  associated  with  greater  reduction  n LDL-chotesterol  than  that 
achi©.^  with  tovastatin  or  pravastatn  alone.  No  adverse  reactions  unique  to  the  combnation  or  n addition  to 
those  previously  reported  for  each  drug  alone  have  been  reported.  Myopathy  and  ih^xJomyolysis  (wnth  or 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  nhibrtor  was  us^  n combi- 
nation with  imminosL^Dpressive  drugs,  gemfibrozil,  erythromycin,  or  lipid-lowrenng  doses  of  ntootne  aod.  Con- 
comitant therapy  with  HMG-CoA  reductase  nhibrtors  and  these  agents  is  generally  not  recommended.  (See 
WARNINGS  Skeletal  Muscle  arxl  PREGALJTIONS  Drug  Interactions.) 

CVER DOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatn. 

Should  an  acadent^  overdose  occur,  treat  symptomatically  arxJ  nstitute  scpportive  measures  as  required- 
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Mean  percentage  change  from  baseline  after 
8 weeks  of  treatment  with  10  to  40  mg  of  pravastatin 


Triglycerides 


Total  C 


Consistently  and  significantly  reduces  total  C and  . 
atherogenic  LDL-C;  positively  affects  other  key  lipids 


derived  from  a single  placebo-oontrolled 


tEaCh  arrow  represents  a range  of  nieans 
study  that  included  55  patients  treated  with  pravastatin. 

PRAVACHOL"*  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  Ila  and  Ilb)  when 
the  response  to  diet  alone  has  not  been  adequate. 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 

Reference:  1.  Jones  PH,  et  al  'Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia:  a 
dose-responsestudy  C/inCai'd/o/.  1991:14:146-151  • 


CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE 
S in  the  brief  summary  of  prescribing  information  on  the  adjacent  page. 
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Reducing  Your  Risks 
Protecting  Your  Reputation 


Julie  Pofahl  and  Joe  Fasi  are  part  of  our 
expert  team  dedicated  to  protecting  you 
and  your  practice  with  comprehensive 
risk  management  and  strong  claims  defense. 


Julie,  director  of  our  talented  risk 
management  team,  works  in  partnership 
with  physicians  and  their  staff  to  help 
reduce  their  risk  of  claims  exposure. 


In  the  event  a claim  does  occur,  we  rely  on 
experienced  and  successful  attorneys,  such  as 
Joe  Fasi,  of  Hinshaw  and  Culbertson  of 
Milwaukee,  who  specialize  in  medical  liability. 


With  PIC,  you  get  strong  defense,  innovative 
risk  management,  and  much  more. 


Physicians  Insurance 
Company  of  Wisconsin. 


Physician  owned. 


The  state’s  leading  medical 
professional  liability  insurer. 


Sponsored  by  the  State  Medical  Society  of  Wisconsin 
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Opinions 


President's  page 

Of  health  care  and  waterfowl 


Tradition  has  it  that  lame  ducks 
compose  swan  songs.  There  is 
a measure  of  noble  determination 
and  bravery  in  such  a tradition,  so  it 
is  not  without  merit,  but  the  audi- 
ences for  such  performances  are 
rarely  as  energetic  as  the  compos- 
ers. If  you  will  bear  with  me.  I'll  just 
hum  a few  bars. 

I suspect  that  every  president 
hopes  to  be  able  to  look  back  on  his 
or  her  term  with  pride  in  the  organi- 
zation and  be  able  to  point  to  wor- 
thy goals  achieved.  It  is  a natural 
inclination.  And  with  an  association 
like  our  SMS,  in  which  the  presi- 
dency is  an  intimately  involved  and 
acutely  active  office,  such  accom- 
plishments offer  a taste  of  personal 
pride  as  well.  I am  happy  to  report 
that  this  pleasure  is  mine. 

In  the  past  12  months,  the  SMS 
has  taken  on  two  major  efforts— in 
addition  to  its  ongoing  activities— 
that  seemed  natural  to  us  as  physi- 
cians, but  which  seemed  to  catch  the 
rest  of  Wisconsin  by  surprise.  These 
were  our  study  of  health  care  re- 
form and  our  campaign  against 
domestic  violence. 

Certainly,  Wisconsin  Care  sur- 
prised a lot  of  people.  While  they 
expected  physicians  to  get  involved 
in  the  reform  effort,  they  did  not 
expect  anything  like  the  plan  we 
offered.  Primed  by  its  cynical  view 
of  our  profession  and  the  frequently 


less  than  objective  treatment  of 
physicians  in  the  popular  media, 
the  lay  population  expected  us  to 
produce  either  a self-serving  pack- 
age of  reforms  or  a gutless  pack  of 
platitudes.  Instead,  we  produced  a 
carefully  studied,  heavily  debated 
plan  that  is  easily  the  most  compre- 
hensive, balanced  and  responsible 
plan  yet  to  be  offered  in  this  state.  In 
fact,  throughout  the  nation,  there 
are  precious  few  plans  that  are  ei- 
ther as  serious  or  as  strong  as  Wis- 
consin Care. 

While  we  make  no  pretense  of 
offering  a panacea,  we  do  offer 
Wisconsin  Care  as  a starting  point  for 
negotiations  with  other  players  in 
the  political  arena,  and  it  has  been 
well  received.  From  business,  to 
news  media  and  government  lead- 
ers, the  response  has  been  positive. 
"We  don't  agree  with  everything  in 
here,"  they  all  say,  one  way  or  an- 
other, "but  we're  impressed  with 
the  thoroughness  and  sincerity  of 
your  effort." 

Once  again,  I tip  my  hat  to  Dr 
Kenneth  Viste,  chair  of  the  SMS  Task 
Force  on  Health  Care  Reform,  and 
his  fellow  task  force  members.  With 
help  from  the  SMS  staff,  these  phy- 
sicians took  on  a task  that  had 
thwarted  many  able  thinkers  and 
proved  their  mettle. 

The  campaign  spearheaded  by 
the  SMS  Task  Force  on  Domestic 


William  /.  Listwan,  MD 


Violence  also  surprised  a lot  of 
people.  Family  members  hurting 
family  members  is  one  of  those  top- 
ics that  medicine,  like  our  larger 
culture,  has  been  too  "polite"  to 
discuss.  For  a host  of  reasons,  none 
of  them  really  very  good,  we  have 
failed  to  address  the  problem  of 
domestic  violence  in  the  lives  our  of 
patients,  and  as  president  I asked 
the  SMS  to  help  change  that.  I be- 
lieve progress  was  made. 

From  an  inexpensive  waiting- 
room  poster  to  reprints  of  a special 
section  in  the  WMJ  and  countless 
speaking  engagements,  media  in- 
terviews and  CMS  meetings,  the 
word  was  spread.  Doctors  need  to 
watch  for,  ask  about  and  be  pre- 
pared to  assist  the  victims  of  domes- 
Conlinued  on  next  page 
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tic  violence.  Patients  need  to  be 
aware  that  they  can  and  should  talk 
to  their  physician  if  they  are  being 
victimized.  The  cost  of  silence  is  too 
high:  It  can  no  longer  be  considered 
polite. 

It  is  difficult  to  judge  the  effects  of 
such  a campaign,  because  there  are 
few  hard  measurements  we  can  take. 
But  judging  from  the  amount  of 
positive  attention  paid  to  the  cam- 
paign by  the  news  media,  the  num- 
ber of  requests  for  our  printed  mate- 
rial from  other  organizations  in  and 
out  of  Wisconsin,  the  heartfelt  sto- 
ries shared  with  me  by  fellow  physi- 
cians, and  even  the  heartbreaking 
requests  for  help  received  at  the  SMS, 
this  campaign  has  touched  more 
than  one  responsive  chord. 

Of  course,  1 was  not  alone  in  this. 
The  task  force  members  worked  con- 
scientiously as  a group,  and  many  of 
them  have  taken  on  domestic  vio- 
lence as  a special  personal  concern. 
The  SMS  staff,  particularly  Shari 
Hamilton  in  the  Communications 
Division,  provided  us  with  moral 
and  technical  support  that  was  as 
unflagging  as  it  was  skillful.  1 offer 
my  thanks  to  all  of  them,  and  re- 
naind  them  that  our  work  remains 
unfinished. 


One  of  the  luxuries  of  being  a 
lame  duck  is  that  you  get  to  offer 
unsolicited  advice  to  your  succes- 
sors. Yes,  that's  successors  in  the 
plural,  for  the  issues  1 see  looming 
on  the  horizon  for  the  medical  pro- 
fession are  not  likely  to  be  dealt  with 
in  a single  term. 

Reform  of  the  health  care  deliv- 
ery system  will  continue  to  be  a 
major  issue  for  us  into  the  next  dec- 
ade. Despite  the  best  intentions,  the 
first  new  system  we  put  into  place 
will  not  be  the  one  we  want  to  keep. 
This  will  be  an  incremental  process 
involving  reforms  of  reforms  of  re- 
forms. The  SMS  will  have  to  stay 
alert;  the  profession  will  have  to 
remain  flexible.  The  key  to  thriving 
in  any  evolutionary  system  is  adapt- 
ing to  the  changing  environment. 

Public  health  issues  will  take  on 
increasing  importance  as  society  as 
a whole  begins  to  examine  where  it 
incurs  its  health  care  costs.  Tobacco 
use,  alcohol  and  drug  abuse,  vio- 
lence at  home  and  in  the  streets, 
sexually  transmitted  disease,  occu- 
pational health— these  issues  and 
others  are  likely  to  become  larger 
parts  of  what  the  SMS. 

Ethnic  and  racial  diversity  within 
our  patient  population  and  our 


EVP  report:  The  view  from  here 
Problems  of  supply  and  demand 


SEVERAL  YEARS  AGO,  experts  from 
a variety  of  fields  tried  to  warn 
us  that  we  were  entering  an  era  of 
tough  decisions.  Our  resources  could 
not  keep  pace  with  the  increasing 
demands  we  made  on  them.  For  a 
while,  we  refused  to  listen.  Today, 
we  are  facing  the  consequences— on 
a number  of  fronts— for  that  refusal. 
The  crunch,  so  to  speak,  has  arrived. 


We  are  used  to  thinking  of  de- 
mand-and-resource  problems  in 
terms  of  fuels  and  minerals,  but  the 
same  problems  are  cropping  up  in 
other  areas.  Some  of  them,  are  obvi- 
ous and  painful:  food  and  water  in 
many  Third  World  nations,  employ- 
ment and  housing  in  our  own  na- 
tion. In  the  simplest  terms,  the  cur- 
rent debate  over  health  care  reform 


profession  is  an  issue  the  looms  closer 
to  us  than  we  realize,  and  we  are  as 
yet  ill  prepared  to  deal  with  it.  Ra- 
cial issues  are  not  easy  to  talk  about 
and  tend  to  make  us  all  uncomfort- 
able. We  look  around  the  room  to 
see  how  others  are  reacting  or  stare 
at  the  table  in  front  of  us  when  these 
issues  are  brought  up.  But,  as  with 
domestic  violence,  our  silence  is  the 
first  barrier  to  our  progress. 

It  is  obvious  that  more  blacks, 
native  Americans,  Hispanics  and 
other  people  of  color  need  to  be 
recruited  into  medically  related 
careers.  It  is  equally  obvious  that  the 
lack  of  role  models,  the  overwhelm- 
ing cost  of  education,  and  the  con- 
tinued existence  of  barriers  built  on 
prejudice  make  this  recruitment 
particularly  difficult.  Overcoming 
that  difficulty  in  our  clinics,  our 
hospitals,  and  our  profession  will 
require  our  conscious  and  contin- 
ued efforts  as  individual  physicians 
and  as  a medical  society. 

Finally,  1 want  to  thank  you  for 
the  opportunity  to  serve  as  your  SMS 
president  and  for  the  support  so 
many  of  you  have  provided  during 
the  past  year.  1 hope  1 have  lived  up 
to  your  expectations.  1 know  that  it 
has  been  one  of  the  greatest  honors 
of  my  professional  life.<* 


stems  primarily  from  problems  of 
supply  and  demand. 

Over  the  next  several  years,  per- 
haps even  decades,  we  will  be  search- 
ing for  solutions.  Accepting  that  our 
resources  are  finite  and  adapting  to 
that  acceptance  will  require  us  to 
make  changes.  Not  only  will  we  have 
to  alter  the  demands  we  make  on 
Continued  on  page  182 
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Continued  from  page  180 
our  resources,  we  will  have  to  alter 
the  way  our  system  responds  to  those 
demands  and  allocates  those  re- 
sources. 

We  here  in  Wisconsin  are  not 
immune  to  such  evolutionary 
spasms.  One  current  point  of 
"growth  pains"  for  us  is  our  de- 
p»endence  on  the  property  tax  to  fund 
local  governments  and  schools. 
Reforms  are  needed.  No  responsible 
person  would  advocate  less  than  full 
support  for  our  schools,  for  our  fu- 
ture depends  on  how  well  they  pre- 
pare our  students  for  tomorrow.  And 
the  services  of  our  local  governments 
are  part  of  the  quality  of  life  we  have 
come  to  take  for  granted.  But  we 
may  have  gone  to  the  property  tax 
well  once  too  often. 

We  must  face  that  this  resource, 
too,  has  its  limits;  the  water  in  the 
well  is  a finite  supply. 

One  of  the  problems  is  that  our 
thirst,  our  demand  on  this  well,  has 
been  too  great.  Over  the  last  10  years, 
the  spending  of  school  districts  and 
local  governments  has  risen  faster 


than  inflation,  faster  than  personal 
income  growth,  faster  than  prop- 
erty value  growth.  If  you  pump 
water  from  a well  faster  than  the 
ecosystem  can  replenish  the  supply, 
you  run  into  trouble. 

And  so  our  imprudent  demands 
on  the  property  tax  are  causing  us 
trouble:  small  businesses,  operating 
on  thin  margins,  are  being  pushed 
over  the  line;  family  farms  are  being 
endangered;  folks  on  fixed  incomes, 
particularly  the  elderly,  are  being 
forced  from  their  homes;  young 
couples  pursuing  the  American 
dream  are  finding  the  cost,  inflated 
by  taxes,  beyond  their  means;  and 
even  middle  income  families  are 
having  to  make  budgetary  trade- 
offs that  they  did  not  just  a few  years 
ago. 

Gov  Tommy  Thompson  has  pro- 
posed a property  tax  rate  freeze,  and 
it  is  probably  an  idea  worthy  of  close 
consideration.  Certainly,  we  cannot 
continue  as  we  have.  We  cannot  have 
it  all.  We  must  take  care  that  the  cure 
does  not  do  more  damage  than  the 
illness,  but  change  is  necessary. 


Soundings 

Who  is  the  victim? 


C.S.  MaCauley,  MD,  Marshfield 

Town  meetings  are  being  revived 
in  America,  and  it  would  seem 
to  be  a return  to  our  pleasant  past.  It 
is,  however,  neither  the  town  nor 
the  townsfolk  on  which  the  meeting 
will  focus.  Town  meetings  will  be  a 
forum  to  present  a political  plat- 
form regarding  health  care  in  Amer- 
ica. The  informed  presenters  will  be 
the  core  of  Health  and  Human  Serv- 
ices, and  the  audiovisual  will  center 
on  the  victims  of  our  health  care  sys- 
tem. 


A recent  news  release  from  Wash- 
ington announced  the  beginning  of 
these  health  care  forums  planned  by 
a presidential  task  force  headed  by 
Hillary  Rodham  Clinton  and  spon- 
sored by  the  Robert  Woods  Johnson 
Foundation.  The  task  force  is  asking 
a number  of  organizations  to  sug- 
gest possible  participants  for  the 
town  meetings,  including  "victims" 
who  can  relate  horror  stories  related 
to  their  health  care.  A health  issues 
expert  said  that  the  American  Asso- 


Thomas L.  Adams,  CAE 


I have  said  it  many  times  with 
regard  to  health  care— we  are  in  an 
era  of  very  hard  choices— and  the 
observation  is  apparently  true  for 
more  of  our  endeavors  than  we  real- 
ized. And,  as  with  health  care,  we 
may  have  to  reconsider  our  priori- 
ties and  then  rearrange  how  we  pay 
for  them.^ 


ciation  of  Retired  Persons  would  be 
helping  in  the  selection.  After  exam- 
ining the  article,  the  question  arose: 
Just  who  is  the  victim? 

A victim  is  defined  as  a sufferer 
from  a destructive,  injurious  or 
adverse  action  or  agency  or  a dupe, 
as  of  a swindler.  To  victimize  is  to 
dupe,  swindle,  or  cheat.  So  when 
the  town  meetings  proceed,  who  will 
be  the  victim(s)? 

Exactly  what  individuals  harmed 
Continued  on  page  184 
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pretty  impersonal.  You  can  lose  your  identity.  And  end  up  feeling 
like  part  of  the  herd. 

At  SMS  Insurance  Services,  we  treat  groups  and  their  members 
like  people.  As  individuals.  We  can  do  this  because  we  specialize 
in  serving  one  very  special  group  ...  the  7000-plus  State  Medical 
Society  physician-members,  their  families,  and  employees.  So  we 
can  focus  all  our  attention  on  you.  And  you  alone. 


SMS  Insurance  Services  offers  one  of  the  most  comprehensive 
group  insurance  programs  around.  Group  coverage  includes 
programs  for  liability,  health,  life,  dental,  disability,  property, 
and  even  retirement.  For  your  practice,  clinic,  or  hospital.  At 
extremely  competitive  group  rates. 

With  SMS  Insurance  Services  you  get  all  the  benefits  of  group 
participation  . . . without  feeling  like  you’re  part  of  the  herd. 
For  more  information  about  SMS  Insurance  Services  group 
insurance  programs,  contact: 


INSURANCE  SERVICES,  INC. 


Wisconsin  based  - physician  owned  - committed  to  serving  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison,  WI  53701  • (608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 


Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official  policy  of 
the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors'  and  do 
not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ  editorial  board,  editorial  associates  and  SMS 
elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors'  and  do  not 
necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  letters  is  open  to  the 
public,  but  letters  are  limited  to  500  words  and  subject  to  review  by  the  WMJ 
editorial  board.  Write  to:  Wisconsin  Medical  Journal,  PO  Box  1109,  Madison,  WI 
53701. ❖ 
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by  our  health  care  system  will  be 

paraded  before  our  eyes: 

• the  sickly  patient  with  a poor 
outcome; 

• the  elderly  person  who  wanted 
"everything  to  be  done  at  any 
cost"  and  now  has  residual  de- 
formities and  defects,  and  who 
blames  the  medical  system  for 
the  decision  that  he  or  she  made 
and  insisted  on; 

• the  family  who  has  lost  a family 
member  or  provides  care  for  a 
sickly  patient; 

• the  head  of  the  household  whose 
insurance  premiums  have  in- 
creased or  who  has  been  denied 
coverage  because  of  pre-existing 
conditions; 

• a person  who  has  lost  a job  and 
has  no  insurance; 

• the  inner-city  child  with  no  ac- 
cess to  care  because  of  poor 
mechanisms  to  provide  safety  to 
providers  in  the  ghettos; 

• the  inner  city  neighborhood  that 
is  left  with  neither  jobs  nor  health 
care  facilities  because  tax  incen- 
tives and  development  favor  the 
relocation  of  businesses  away 
from  the  urban  environment; 

• the  tobacco  and  alcohol  abuser 
who  feels  that  not  enough  infor- 


mation was  provided  to  warn  of 
the  hazards  of  his  or  her  habit; 

• the  healthy  individual  had  plas- 
tic surgery  for  personal  or  profes- 
sional reasons  and  is  now  un- 
happy with  a poor  short-  or  long- 
term outcome; 

• the  nurse  not  receiving  adequate 
financial  reimbursement  for  care 
provided; 

• the  physician  wrongly  sued  in 
the  hopes  of  an  out-of-court  set- 
tlement for  unjustified  medical 
cause; 

• the  hospitals  for  inadequate  pay- 
ment for  care  provided  and  re- 
sultant cost  shifting; 

• university  officials  who  are  un- 
able to  expand  training  and  re- 


search because  of  fund  cutbacks; 

• the  American  food  industry  be- 
cause of  the  increased  emphasis 
on  product  labelling  and  defini- 
tion of  fat  contents  of  food; 

• the  American  public,  which  is 
experiencing  a national  drain  on 
its  future? 

Just  who  exactly  will  be  the  vic- 
tim at  these  town  meetings? 

It  appears  that  it  is  time  for  change 
in  our  perceptions,  expectations, 
thought  processes,  and  national  and 
personal  goals.  This  change  will  not 
be  accomplished  at  town  meetings, 
but  the  meetings  will  probably  pro- 
vide good  entertainment— at  least  as 
good  as  the  travelling  or  TV  minis- 
ter show  healing  "victims"  on  faith.*> 


♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 
♦ ♦ 

♦ ♦ 

♦ 

♦ 

♦ 

♦ 

♦ 

♦ 
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$30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS 


If  you  are  a board-certified  physician  or  a candidate  for 
board  certification  in  one  of  the  following  specialties,  you 
may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army 
Reserve. 


Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You 
would  receive  a $10,000  bonus  for  each  year  you  serve  as 
an  Army  Reserve  physician — for  a maximum  of  three 
years. 


Anesthesiology 
General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon-Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


You  may  serve  near  your  home,  at  times  convenient  for 
you,  or  at  Army  medical  facilities  in  the  United  States  and 
abroad.  There  are  also  opportunities  to  attend 
conferences  and  participate  in  special  training  programs, 
such  as  the  Advanced  Trauma  Life  Support  Course. 


A test  program  is  being  conducted  which  offers  a bonus 
to  eligible  physicians  who  reside  in  certain  geographic 
areas  (Pennsylvania,  West  Virginia,  Ohio,  Michigan, 


To  learn  more  about  the  Army  Reserve  and  the  Bonus 
Test  Program,  call  one  of  our  experienced  Medical 
Personnel  Counselors: 


CALL  COLLECT  414-771-5438 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 
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The  next  time  you  face  a complex 

• . -I  -|  -|  1 PRN:  Physician  Resource  Network 

patient  problem . . . call  1-800-472-3660. 

More  than  600  physician  specialists  working  in  partnership  with  area  physicians. 

Medical  College  of  Wisconsin  Physicians  primarily  practice  at  the  acute  care  hospitals 
on  the  campus  of  the  Milwaukee  Regional  Medical  Center: 


Froedtert  Memorial  Lutheran  Hospital 
Milwaukee  County  Medical  Complex 
Children’s  Hospital  of  Wisconsin 


Letters 

Comments  on  Wisconsin  Care  from  around  the  country 


The  following  excerpts  are  from 
letters  that  have  been  received 
by  the  SMS  regarding  its  plan  for 
health  care  reform  in  Wisconsin.  We 
thought  the  readers  of  the  WMJ 
would  find  them  interesting. 

• ...{Wisconsin  Care)  is  a provocative 
and  thorough  proposal,  one  which 
reflects  what  must  have  been  a 
tremendous  amount  of  effort  on 
the  part  of  your  organization. 
Good  luck  with  your  reform  ef- 
forts... 

—Jerry  Slaughter 
Executive  Director 
Kansas  Medical  Society 

• ...1  have  shared  {Wisconsin  Care) 
with  our  legislative  staff  who,  1 
am  certain,  will  find  much  of  value 


as  they  review  it.  1 also  noted  Dr 
Viste's  leadership  in  the  project.... 

—Jan  Kolehmainen 
Executive  Director 
American  Academy  of 
Neurology 

• ...1  know  this  is  a very  significant 
document  which  you  all  have  la- 
bored mightily  to  achieve.  Con- 
gratulations on  your  thoughtful 
effort... 

—Raymond  Scalettar,  MD 
Chair,  AMA  Board  of  Trustees 

• ...After  reviewing  the  Wisconsin 
Care  proposal,  it  is  obvious  just 
how  hard  your  task  force  worked 
to  create  such  a comprehensive 
plan  in  7 short  months.  Congratu- 


lations on  your  success... 

—Alexander  Lemer 
Executive  Vice  President 
Illinois  State  Medical  Society 

• ...As  usual,  you  have  been  busy 
and  ahead  of  the  game... 

—Thomas  Nelson 
Executive  Director 
American  Academy  of 
Orthopaedic  Surgeons 

• ...I  read  {Wisconsin  Care)  with  great 
interest  and  congratulate  the  soci- 
ety for  taking  a leadership  role  in 
health  system  reform.  Keep  all  of 
medicine  informed  on  your  prog- 
ress... 

—Joseph  Painter,  MD 
AMA  President  Elects 


'Enjoy  tfie  e?(yuisite  taste  of 
cCassical  ItaCian  cuisine  right 
here  in  9^adison. . .at  Eeppino's 
^orahf  of  your  dining  occasions. 
Let  chef  and  ozmer  Eeppino  mahe 
yours  a night  to  rememher. 
Choose  from  the  e?(tensive  menu  of 
fresh  fish,  vecd,  chicken  and  pastas 
...  or  any  of  the  nightCy  specicds. 


''ybufCget  onCy  the  finest 
at  ^ey-pino  ’s  ” 

Open  nightCy  at  5pm 
5518  University  SLvenue  in  9dadison 
hetiveen  Whitney  Way  and 
OdiddCeton. 

CaCC  (608)  233-2200 for  reservations. 
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A 354-gram  infant:  48  month  follow-up 

James  Opitz,  MD;  Jean  Matsche,  RN;  Katie  Borens,  RN,  Madison 

Extreme  prematurity  (birth  weight  less  than  500  g)  with  intact  survival  is 
very  uncommon.  This  paper  describes  a preterm  infant  with  birth  weight 
of  354  g who  is  now  4 years  old  and  developmentally  normal.  Interven- 
tion and  management  decisions  in  such  a low  birth  weight  group  produce 
an  ethical  enigma. 

Survival  of  newborns  with  a birth  weight  less  than  400  g is  unusual. 
Decisions  regarding  intervention  and  care  for  extremely  low  birth  weight 
infants  impact  on  financial,  emotional,  and  medical  responsibilities  of 
family  members  and  health  care  professionals.  It  has  been  increasingly 
difficult  to  set  guidelines  or  policies  regarding  resuscitation  of  "micropre- 
mies" based  on  weight  and  gestational  age.’  Wis  Med  J.1993;92(4):187-188. 


Case  report 

Maternal  history.  A 23-year-old 
woman  with  a twin  gestation  devel- 
oped mild  intermittent  vaginal 
bleeding  and  was  referred  to  our 
perinatal  center.  Partial  placental 
separation  was  documented.  Gesta- 
tional age  was  confirmed  at  22  weeks 
by  ultrasound.  She  was  discharged 
after  becoming  asymptomatic.  She 
was  readmitted  2 weeks  later  after 
spontaneous  rupture  of  membranes 
with  associated  prolapsed  cord. 
Emergency  cesarean  section  was  per- 
formed. Twin  #1,  with  associated 
prolapsed  cord,  expired  shortly  af- 
ter delivery. 


From  the  department  of  pediatrics  at  the 
Marshfield  Clinic.  Reprint  requests  to: 
James  Opitz,  MD,  Department  of  Pedi- 
atrics, Marshfield  Clinic,  1000  N Oak 
Ave,  Marshfield,  WI 54449-5777.  Copy- 
right 1993  by  the  State  Medical  Society 
of  Wisconsin. 


Neonatal  history.  Twin  #2  was  an 
infant  girl  with  Apgar  scores  of  1 
and  4 at  1 and  5 minutes  respec- 
tively. Immediately  following  de- 
livery, she  was  intubated  with  a 2.5 
mm  endotracheal  tube  and  received 
ventilation  with  an  anesthesia  bag. 
She  was  then  transferred  to  the 
neonatal  intensive  care  unit.  Birth 
weight  was  354  g. 

A time-cycled  pressure  limited 
ventilator  was  used.  Umbilical,  ar- 
terial, and  venous  catheters  were 
placed.  Systolic  blood  pressure  was 
21  mmHg.  The  initial  hemoglobin 
was  10.8  g per  100  mL  of  blood.  Five 
milliliters  of  packed  red  blood  cells 
were  administered,  and  the  systolic 
blood  pressure  increased  to  30 
mmHg.  Initial  arterial  blood  gasses 
revealed  a pH  of  7.16,  PC02  of  59 
mmHg,  and  pa02  of  123  mmHg. 
Initial  chest  x-ray  was  consistent  with 
hyaline  membrane  disease. 

She  developed  a left  pneumotho- 
rax on  day  two,  requiring  chest  tube 
placement.  Despite  this  complica- 


tion, her  condition  stabilized  and 
she  weaned  rapidly  in  terms  of  pres- 
sure support  from  the  ventilator  and 
oxygen  requirement.  Moderate 
bronchopulmonary  dysplasia  was 
noted  requiring  diuretic  therapy. 

Extubation  was  performed  on  day 
77,  and  oxygen  was  discontinued  on 
day  111. 

After  fluid  and  electrolyte  stabili- 
zation, caloric  support  was  main- 
tained with  total  parenteral  nutri- 
tion via  a central  intravenous  cathe- 
ter. On  day  24,  oral  feedings  were 
instituted  with  a standard  prema- 
ture formula  and  advanced  as  toler- 
ated, while  parenteral  nutrition  was 
decreased. 

Other  associated  findings  during 
the  hospital  course  include  anemia, 
thrombocytopenia,  intracranial 
hemorrhage,  staphylococcal  hemo- 
lyticus  sepsis,  ventricular  septal  de- 
fect, retinopathy  of  prematurity— all 
of  which  completely  resolved. 

Growth  and  development  pro- 
ceeded satisfactorily.  At  birth,  her 
length  was  25.5  cm  and  head  cir- 
cumference was  19  cm.  By  day  six, 
her  weight  had  decreased  to  304  g. 
By  day  60,  her  weight  was  709  g, 
length  33  cm  and  head  circumfer- 
ence 24  cm.  At  discharge  on  day  133, 
her  weight  was  2,050  g,  length  42.5 
cm  and  head  circumference  32.8  cm. 

At  age  4 years,  she  has  demon- 
strated normal  neurodevelopmen- 
tal  progression. 
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Discussion 

Survival  of  infants  with  birth  weight 
less  than  400  g have  been  reported 
only  rarely  in  the  medical  literature. 
A 280  g infant  with  a gestational  age 
of  26  weeks  was  recently  reported.^ 
Developmental  delay  relative  to 
adjusted  age  in  this  infant  was  docu- 
mented at  15  months.  Ginsberg  and 
colleagues^  documented  a 380  g,  25.5 
week  gestation  infant  with  a normal 
developmental  outcome  when  as- 
sessed at  20  months.  A 397  g infant^ 
has  also  been  reported,  but  without 
neurodevelopmental  follow-up.  On 
review  of  the  literature,  the  present 
case  represents  the  second  smallest 


premature  reported  who  has  had  a 
normal  neurodevelopmental  out- 
come. 

Intervention  and  management  of 
the  extremely  low  birth  weight  in- 
fant remains  an  ethical  dilemma. 
Caregivers  must  approach  each  case 
individually  since  there  are  no  abso- 
lute guidelines.'*^ 
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The  benzodiazepine-addicted  patient  in  general  practice 

David  Alexanian,  MD;  Erika  Voss,  MD;  David  Schiedermayer,  MD,  Milwaukee 


Many  diseases  seen  in  primary 
care  practice  do  not  have  a 
clearly  established  etiology  and  of- 
ten cannot  be  permanently  cured. 
Examples  of  such  diseases  include 
anxiety  and  panic  disorders,  and  de- 
pression.* In  these  conditions,  most 
generalist  physicians  focus  on  sym|> 
tom  control  and  the  alleviation  of 
troublesome  symptoms.  After  treat- 
ment of  the  primary  disorder,  with 


From  the  Division  of  General  Internal 
Medicine  at  the  Medical  College  of  Wis- 
consin in  Milwaukee.  This  paper  is  a 
revised  version  of  a paper  presented  at 
the  Fifth  Annual  Update  in  Primary  Care, 
the  Lcmdmark  Resort,  in  Door  County, 
Wiscorrsin,  Oct9, 1992.  Address  reprint 
requests  to:  Dr  Alexanian,  Box  135,  Mil- 
waukee County  Medical  Complex,  8700 
W Wisconsin  Ave,  Milwaukee,  WI 53226. 
Copyright  1993  by  the  State  Medical 
Society  of  Wisconsin. 
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appropriate  referral  to  subspecial- 
ists when  necessary,  the  primary  care 
physician  often  bears  responsibility 
for  long-term  management  of  the 
anxiety,  discomfort,  and  pain  of 
chronic  illnesses.  Sometimes,  the 
management  involves  the  use  of  a 
benzodiazepine,  and  it  is  estimated 
that  approximately  3 million  Ameri- 
cans have  used  a benzodiazepine  on 
a daily  basis  for  at  least  12  months.^ 
Because  the  use  of  benzodiazepi- 
nes in  practice  is  widespread,  and 
because  primary  care  physicians  also 
commonly  need  to  withdraw  ben- 
zodiazepines from  patients,  it  is 
important  to  consider  prescribing 
and  discontinuing  benzodiazepine 
therapy.  In  this  article,  we  will  de- 
fine addiction,  describe  the  thera- 
peutic use  of  addictive  drugs  in  prac- 
tice, focusing  on  benzodiazepines, 
and  then  discuss  withdrawing  these 
medications  from  patients. 


Addiction 

It  is  important  to  realize  that  the 
term  addiction  includes  both  physio- 
logical and  psychological  depend- 
ence. Physiological  dependence  is 
present  when  an  objective  physio- 
logical withdrawal  (or  discontinu- 
ation) syndrome  occurs  after  termi- 
nation of  the  drug.  Physiological 
dependence  can  lead  to  psychologi- 
cal dependence  when  the  individ- 
ual craves  the  drug  to  prevent  with- 
drawal, or  the  two  may  exist  inde- 
pendently.^ 

Psychological  dependence  sim- 
ply means  that  the  patient  feels  the 
drug  is  needed  (ie,  the  drug  makes 
the  patient  feel  better).  Because  not 
all  psychological  dependence  is 
abusive  or  detrimental,  it  is  essen- 
tial that  physicians  distinguish  be- 
tween therapeutic  dependence  and 
non-therapeutic  dependence.  For 
example,  the  therapeutically  de- 
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benzodiazepines  soft  drugs  (eg,  cannabis) 

hard  drugs 

Fig. — Patients  who  take  drugs  for  "kicks"  are  often  vulnerable  to  addiction  to 
"protective  drugs."  (Adapted from  Ashton.) 


pendent  patient  is  taking  the  medi- 
cation according  to  his  or  her  physi- 
cian's directions,  whereas  the  non- 
therapeutically  dependent  patient 
is  attempting  to  obtain  more  of  the 
drug  and  taking  it  at  inappropriate 
times  according  to  his  own  sched- 
ule. In  addition,  the  quality  of  life  is 
improved  for  the  medically  depend- 
ent patient  (through  alleviation  of 
his  or  her  troublesome  symptoms) 
but  worsened  for  those  non-thera- 
peutically  dependent.^ 

Sociolegally,  drug  abuse  implies 
a set  of  behaviors  that  demonstrate 
an  individual's  negative  psychologi- 
cal dependence  on  a drug.  Such 
behaviors  include  stockpiling  large 
quantities  of  the  drug,  concern  about 
the  supply  of  the  drug,  using  the 
drug  alone,  changing  friends  to 
accommodate  one's  own  use  pat- 
tern, and  sometimes  even  denial  of 
use.  A simple  definition  of  drug 
abuse  is  compulsive  drug  use  with 
loss  of  control  and  continued  use  in 
spite  of  adverse  consequences."* 
Calm  people  dislike  benzodiaz- 
epines, and  in  normal  subjects  ben- 
zodiazepines worsen  performance 
under  low  stress.^  Patients  who  are 
therapeutically  dependent  on  ben- 
zodiazepines are  anxious  and  highly 
stressed,  which  are  common  condi- 
tions in  our  modem  society  and 
among  patients  in  a primary  care 
office  practice.  Benzodiazepines  are 
protective  dmgs,  preferred  by  those 
who  are  innately  sensitive  to  stress- 
ful stimuli.  In  animals  they  protect 
against  such  stimuli,  and  in  humans, 
those  who  are  socially  sensitive  are 
more  likely  to  become  addicted  to 
benzodiazepines  than  to  illicit  or 
hard  dmgs.  Thus,  in  the  medical 
setting,  patients  are  often  vulner- 
able to  addiction  with  "protective 
dmgs"  such  as  benzodiazepines 
(Figure,  adapted  from  Ashton).® 
Those  who  take  dmgs  for  "kicks" 
are  impulsive  sensation  seekers.^ 
The  pharmacological  etiology  for 
both  a poor  ability  to  cope  with  stress 
and  anxiety  might  be  low  activity  in 
limbic  system  pathways  using 


gamma-aminobutyric  acid  or  high 
activity  in  those  using  serotonin  or 
both.  These  biochemical  conditions 
are  counteracted  by  benzodiazepi- 
nes.®-^ 

Prescribing  benzodiazepines 
Benzodiazepines  are  used  for  many 
different  conditions,  including  sei- 
zure disorders  and  muscle  spasms. 
Because  of  their  high  ratio  of  anxiety 
relief  to  sedation,  primary  care  phy- 
sicians often  find  them  to  be  useful 
dmgs  in  the  treatment  of  anxiety 
and  panic  disorders.  Some  authors 
note  that  the  therapeutic  use  of  ben- 
zodiazepines rarely  leads  to  abuse. 
For  the  primary  care  physician,  the 
important  point  is  that  abuse,  and 
non-therapeutic  dependence,  by 
definition,  involve  poor  function- 
ing because  of  the  use  of  the  dmg.*° 
All  benzodiazepines  are  capable 
of  causing  physiological  and  psy- 
chological dependence.  Whether  the 
risk  of  dependence  is  different 
among  the  various  benzodiazepi- 
nes is  debatable.® 

Therefore,  for  the  primary  care 
physician,  prevention  of  benzodi- 
azepine abuse  is  essential  (since, 
among  other  reasons,  its  treatment 
can  be  quite  difficult).  Physicians 
can  reduce  the  risk  of  abuse  through 
careful  selection  of  patients,  includ- 
ing watching  for  patients  who  are 
dependent  on  other  substances. 


keeping  the  daily  dose  as  low  as 
possible,  stopping  therapy  as  soon 
as  possible,  and  using  an  intermit- 
tent dosing  schedule  with  dosage 
graded  to  the  level  of  stress.” 

The  table  (adapted  from  Rifkin, 
adapted  from  Dmg  Evaluations, 
AMA)  categorizes  benzodiazepines 
by  half  life  and  onset  of  action.  Short- 
acting medications  are  useful  for 
short-term  stress  (trips,  lectures,  etc) 
or  for  inducing  sleep,  but  if  the  pa- 
tient experiences  rapid  sedation,  a 
longer-acting  dmg  is  preferable. 

Although  physiological  depend- 
ence can  occur  even  with  therapeu- 
tic doses  of  benzodiazepines  in  a 
small  percentage  of  patients,  it  ap- 
pears that  increasing  the  dose  can 
increase  the  rate  at  which  it  occurs. 
In  addition,  discontinuation  syn- 
dromes appear  to  be  at  least  par- 
tially half-life  dependent.  When 
short  half-life  benzodiazepines  are 
abruptly  withdrawn,  a greater  risk 
of  discontinuation  syndromes  ex- 
ists. Therefore,  when  using  benzo- 
diazepines for  chronic  or  mainte- 
nance therapy,  it  is  preferable  to  use 
a longer  acting  agent  and  possibly 
intermittent  dosing  schedules. 

Recognizing  patients  who  are 
prone  to  become  benzodiazepine- 
dependent  is  an  important  skill  in 
primary  care  practice.  Such  patients 
may  have  increased  their  dosage  or 
called  weekend  coverage  for  an 
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Pharmacokinetic  data  on  commonly  used  benzodiazepines 

Drug 

Maximum 

absorption 

(hr) 

Most  significantly  Mean  (range) 

active  compotmds  of  elimination 

in  blood  half-life  hours 

Compounds  with  active  metabolites 
Chlordiazepoxide  0.5-4 
(Librium) 

Chlordiazepoxide 

Desmethylchlordiazepoxide 

9.9  (8-24) 
(24-96) 

Clorazepate 

dipotassium 

(Tranxene) 

1.2 

Desmethyidiazepam 

(50-100) 

Diazepam 

(Valium) 

1.5-2 

Diazepam 

Desmethyidiazepam 

(20-50) 

(50-100) 

Flurazepam 

(Dalmane) 

0.5-2 

Desalkyiflurazepam 

(74-160) 

Halazepam 

(Paxipam) 

1-3 

Halazepam 

Desmethyidiazepam 

14 

(50-100) 

Prazepam 

(Centrax) 

6 

Desmethyidiazepam 

(50-100) 

Compounds  with  weakly  active,  short-lived,  or  inactive  metabolites 

Alprazolam  1-2  Alprazolam 

(Xanax) 

12.1  (11.1-19) 

Clonazepam 

(Klonopen) 

1-2 

Clonazepam 

(18-50) 

Lorazepam 

(Ativan) 

2 

Lorazepam 

15  (8-25) 

Oxazepam 

(Serax) 

1-4 

Oxazepam 

(5-15) 

Quazepam 

(Dormalin) 

2 

Quazepam 

39 

Temazepam 

(Restoril) 

2-3 

Temazepam 

14.7  (8-38) 

Triazolam 

(Halcion) 

1.3 

Triazolam 

2.6  (1.7-5.2) 

Adapted  from  Drugs  used  for  anxiety  and  sleep  disorders.  In:  Drug 
evaluations.  6th  ed.  Chicago:  American  Medical  Association,  1986:92. 

increased  dose.  They  may  have  gen- 
eralized anxiety  symptoms  or  pho- 
bias, and  at  the  begirming  of  the 
history  there  is  frequently  a stress- 
ful life  event,  such  as  job-related 
stress,  birth  or  death  of  a child,  di- 
vorce, chronic  marital  conflict  with 
an  alcoholic  partner,  or  drug  abuse 
within  the  family 

While  the  intake  of  a prescribed 
dose  is  use,  not  abuse,  abuse  begins 
when  the  patient  takes  doses  in 
excess  of  the  physician's  recommen- 
dation. Often,  before  the  problem  is 
addressed  as  benzodiazepine  abuse, 
the  duration  of  abuse  may  be  as  long 
as  a decade.  In  most  cases  the  onset 
of  abuse  can  be  traced  back  to  a 
patient-initiated  maximization  of 
dosage  to  an  intake  of  30  mg  of 
diazepam  or  more  or  an  equivalent 
dose  of  another  benzodiazepine  de- 
rivative.’^ When  the  primary  care 
physician  recognizes  abuse,  he  or 
she  should  begin  withdrawing  the 
patient  from  the  benzodiazepine. 

Withdrawing  benzodiazepines 
Four  situations  exist  in  which  urg- 
ing a patient  to  stop  taking  benzodi- 
azipines  is  justified.  First,  the  pa- 
tient has  an  active  chemical  depend- 
ence, including  excessive  use  of  al- 
cohol or  any  use  of  illicit  drugs; 
second,  the  patient  no  longer  re- 
quires the  use  of  the  benzodiazep- 
ine; third,  the  patient  has  a poor 
therapeutic  response;  and  fourth,  the 
patient  exhibits  toxic  behavior,  in- 
cluding signs  of  sedation  and  other 
impairment.’^ 

Evidence  indicates  that  inpatient 
withdrawal  is  more  successful  than 
outpatient  withdrawal;  70%  of  those 
who  have  undergone  inpatient  pro- 
grams are  benzodiazepine-abstinent 
after  one  year  versus  25%  of  those  in 
outpatient  programs.”  When  pa- 
tients are  withdrawn  in  the  hospital, 
more  rapid  weaning  is  possible,  but 
rapid  withdrawal  should  not  be 
attempted  in  the  primary  care  out- 
patient setting.  This  is  especially  true 
for  benzodiazepines  with  short  half- 
lives,  because  of  a higher  incidence 


of  a discontinuation  syndrome. 
(Discontinuation  syndrome  consists 
primarily  of  autonomic  symptoms 
such  as  tachycardia,  diaphoresis,  and 
hypertension.)  Estimates  are  that 
10%  to  25%  of  patients  on  benzodi- 
azepines will  experience  a discon- 
tinuation syndrome,  although  con- 
siderable individual  variability  ex- 
ists in  the  rate  at  which  physical  de- 
pendence develops.^ 


Before  beginning  withdrawal,  the 
primary  care  physician  should  spend 
time  discussing  the  plan  with  the 
patient  and  carefully  reassess  the 
rationale  behind  using  a benzodiaz- 
epine in  a particular  patient.  If  the 
patient  will  continue  to  have  symp- 
toms of  a particular  illness  or  of 
anxiety  during  the  withdrawal  proc- 
ess, this  should  be  addressed.  If  the 
patient  has  a psychiatric  disorder. 
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the  plan  for  withdrawal  should  be 
coordinated  with  the  patient's  psy- 
chiatrist or  psychologist  and  a sup- 
port group. 

If  the  decision  is  made  to  attempt 
outpatient  withdrawal,  the  dose  of 
benzodiazepine  should  be  tapered 
gradually  over  6 to  8 weeks  or  longer 
if  withdrawal  symptoms  become 
severe.  Benzodiazepines  with  short 
half-lives  may  cause  more  problems 
upon  withdrawal  than  those  with 
long  half-lives,  and  therefore  should 
be  tapered  more  slowly.^'’  Substitut- 
ing a long-acting  for  a short-acting 
benzodiazepine  and  tapering  the 
dose  by  25  % each  week  may  be  help- 
ful. The  final  25%  should  be  tapered 
more  slowly.  Drugs  such  as  diaze- 
pam, with  a long  half-life,  may  al- 
low adaptive  changes  to  occur  in  the 
brain  when  the  drug  is  withdrawn.^^ 

Beta-blockers  may  help  block 
some  of  the  somatic  symptoms  as- 
sociated with  withdrawal,’"*  but  like 
phenobarbital,  this  medication  has 
too  many  side-effects  for  widespread 
use.  Clonidine  was  initially  thought 
to  be  helpful,  but  its  effectiveness 
was  not  demonstrated  in  a small 
clinical  trial. The  new  anti-anxiety 
drug  buspirone  has  not  been  shown 
to  be  better  than  placebo  in  control- 
ling withdrawal  symptoms.’^ 

During  the  withdrawal  process 
the  primary  care  physician  should 
see  the  patient  frequently  to  provide 
support.  With  slow  weaning  and 
such  encouragement,  some  patients 
will  be  successfully  withdrawn  from 
benzodiazepines.  For  some,  inpa- 
tient treatment  will  be  necessary, 
and  for  others,  the  inability  to  toler- 
ate symptoms  of  withdrawal  or  of 
the  underlying  disease  process  with- 
out benzodiazepines  may  require 
continued  treatment  with  a benzo- 
diazepine. Even  in  these  patients, 
however,  occasional  attempts 
should  be  made  to  diminish  the  dose. 

Conclusion 

Many  patients  in  primary  care  prac- 
tice require  occasional  treatment 
with  benzodiazepines,  and  several 


million  Americans  have  taken  a 
benzodiazepine  on  a daily  basis  for 
at  least  a year.Because  primary  care 
physicians  commonly  prescribe  and 
then  withdraw  benzodiazepines 
from  patients,  physicians  should 
understand  the  genesis  and  defini- 
tion of  addiction  and  abuse.  Addic- 
tion entails  both  physiological  and 
psychological  dependence.  Both 
forms  of  dependence  can  occur  in- 
dependently or  dependently  of  each 
other.  Psychological  dependence  is 
not  synonymous  with  abuse.  It 
simply  means  that  a patient  feels  a 
drug  is  needed,  and  therefore  pa- 
tients can  be  either  therapeutically 
dependent  (compliant)  or  non-th- 
erapeutically  dependent  (abuser). 

The  pharmacological  etiology  of 
addiction  might  reside  in  the  limbic 
system:  benzodiazepines  counteract 
the  low  activity  in  limbic  system 
pathways  using  gamma-aminobu- 
tyric acid  and  the  high  activity  in 
those  using  serotonin. 

The  therapeutic  use  of  benzodi- 
azepines rarely  leads  to  abuse;  a 
proportion  of  patients  do  not  show 
dependence  even  after  prolonged 
administration.  Primary  care  physi- 
cians can,  however,  reduce  the  risk 
of  dependence  by  careful  selection 
of  patients,  watching  for  patients 
who  are  dependent  on  other  sub- 
stances, keeping  the  daily  dose  as 
low  as  possible,  stopping  therapy  as 
soon  as  possible,  and  using  an  inter- 
mittent dosing  schedule  with  dos- 
age graded  to  the  level  of  stress. 

Inpatient  withdrawal  is  more 
successful  than  outpatient  with- 
drawal, and  more  rapid  weaning  is 
possible.  If  the  decision  is  made  to 
withdraw  the  drug  as  an  outpatient, 
the  dose  of  benzodiazepine  should 
be  tapered  off  gradually  over  6 to  8 
weeks  or  longer.  Substituting  a long- 
acting  benzodiazepine  may  be  help- 
ful. Benzodiazepines  with  short  half- 
lives  may  cause  more  problems  upon 
withdrawal  than  those  with  long 
half-lives.  Beta-blockers  may  help 
block  some  of  the  somatic  symp- 
toms associated  with  withdrawal. 


but  like  phenobarbital,  this  medica- 
tion has  too  many  side-effects  for 
widespread  outpatient  use. With 
slow  weaning  and  support  from  the 
primary  care  physician,  most  pa- 
tients can  be  successfully  withdrawn 
from  benzodiazepines  or  tapered 
down  to  a dose  acceptable  to  both 
patient  and  physician. 
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Hospital  Medical  Staff  Section 
21st  Assembly  Meeting 
Chicago  Marriott  Hotel 
June  10-14, 1993 


Reform  of  the  American  health  care  delivery  sys- 
tem is  the  issue  of  the  90s.  The  public  and  political 
debate  over  changing  our  health  care  delivery 
system  is  intense.  Significant  reform  legislation 
has  already  been  passed  in  several  states.  To  help 
you  lead  your  organization  in  a time  of  major 
change,  three  educational  programs  will  be  part  of 
this  HMSS  Assembly  Meeting. 

Negotiations  and  Conflict  Resolution 

Gain  new  skills  to  effectively  provide  leadership  in  negotiat- 
ing and  resolving  conflicts  that  arise  in  the  process  of  health 
care  delivery.  Learn  to  frame  negotiation  in  the  best 
interests  of  all  parties,  to  listen  actively,  to  use  positional 
bargaining  and  avoid  surprises. 

Review  and  Analysis  of  President  Clinton's  Health 
Care  Reform  Plan 

President  Clinton  is  expected  to  release  his  new  health  care 
reform  plan  in  May.  Participants  in  this  session  will  hear  a 
full  review  and  analysis  of  the  plan  from  leading  experts  in 
the  medical  field. 

Challenge  and  Change  in  the 
Managed  Care  Environment 

Develop  a comprehensive  understanding  of  the  current 
environment  in  health  care  highlighted  by  a discussion  of 
the  impact  of  President  Clinton's  plan  on  health  care 
delivery  system  reform.  Discover  steps  physicians  can  take 
to  deal  with  the  realities  of  managed  care. 

Don't  miss  this  opportunity  to  acquire  leadership 
skills  to  help  your  physician  community  succeed! 

For  more  information,  please  call 
312  4644754  or  4644761. 
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American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Socioeconomic 


First  of  a series 

An  overview  of  a study  on  the  financial  viability  of 
clinics  and  physician  practices  in  medically  under- 
served areas  of  Wisconsin 


Thomas  Ryan,  Anne  Bicha,  Lynn  Sherman,  William  Kucharski,  Madison 

A survey  of  21  physicians  and  clinic  managers  located  in  Health  Profes- 
sional Shortage  Areas  (HPSAs)  and  other  under-served  areas  in  Wiscon- 
sin found  that  to  combat  increasing  costs.  Medicare  and  Medicaid  dis- 
counts, charity  care  demands  and  physician  recruitment  difficulty, 
several  practices  rely  on  outside  sources  of  funding  to  remain  financially 
viable.  Also,  the  financial  viability  of  physician  practices  in  under-served 
areas  of  Wisconsin  is  threatened  more  by  the  reimbursement  rates  of 
Medicaid  and  Medicare  than  by  the  provision  of  charity  care.  Though  few 
are  limiting  the  number  of  Medicare  and  uninsured  patients  they  will 
treat,  many  have  begim  implementing  cost-containment  measures,  in- 
cluding more  strict  collection  policies.  There  are  also  indications  of  re- 
stricted access  for  Medicaid  patients  at  some  sites.  Wis  Med  /.  1993;92(4): 
193-197. 


The  current  climate  of  escalat- 
ing health  care  costs  is  par- 
ticularly threatening  to  clinics  and 
practices  that  exist  despite  a rela- 
tively thin  base  of  resources.  To 
receive  feedback  on  the  financial 
viability  of  clinics  and  practices  in 
selected  under-served  areas  in  Wis- 
consin, a survey  and  analysis  were 
conducted  during  the  fall  of  1992  by 
a group  of  University  of  Wisconsin 
students  enrolled  in  the  Graduate 
Programs  in  Health  Management. 
Under  the  supervision  of  the  SMS 
Committee  on  Health  Care  Finance 
and  Delivery,  the  study  sought  to 
gather  information  on  financial  via- 
bility as  it  is  manifested  by  physi- 


cian recruitment  difficulty,  the  ef- 
fects of  uncompensated  care,  (free 
care,  bad  debt  and  discounted  care) 
and  problems  regarding  Medicaid 
and  Medicare  reimbursement  poli- 
cies. The  information  collected  is 
open-ended  opinion  data. 

Methods 

A five-part  survey  of  a cross-section 
of  Wisconsin  practices,  ranging  from 
solo  rural  practitioners,  to  federally 
funded  community  health  centers 
(including  an  Indian  Reservation 
and  a central  city  Milwaukee  clinic) 
and  a large  multi-specialty  clinic, 
was  conducted.  The  response  rate 
was  70%  (21  of  30).  Twelve  were 


face-to-face  interviews;  nine  were 
mailed  out  and  returned. 

The  survey  was  designed  to  so- 
licit responses  from  both  managers 
and  physicians  to  five  questions  with 
multiple  parts.  The  first  question 
collected  information  on  the  clinics 
and  practices.  Because  the  ultimate 
aim  was  to  draw  parallels  and  indi- 
cate trends  among  the  sites,  the  first 
question  solicited  information  on 
variables  such  as  size,  physician  spe- 
cialty, payer  mix  and  resources 
available  to  define  the  limits  of  the 
comparisons. 

The  second  question  addressed 
the  availability  of  other  sources  of 
health  care  in  the  participants'  com- 
munities and  surrounding  commu- 
nities. The  intent  was  to  discern  what 
other  sources  of  treatment  are  avail- 
able in  the  vicinity  of  the  clinics  and 
practices  for  uninsured  and  under- 
insured patients. 

The  third  question  directly  ap- 
proached the  issues  of  charity  care, 
bad  debt,  and  collection  patterns. 
Precise  accounting  of  uncompen- 
sated care  quantifies  fiscal  shortfalls, 
which  may  determine  the  amount 
of  uncompensated  care  a site  is  able 
Continued  on  next  page 
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Continued  from  preceding  page 
to  provide.  This  gets  at  the  heart  of 
the  study  in  that  it  illustrates  the  dis- 
concerting connection  between  a 
site's  financial  restrictions  and  pa- 
tient access  to  care. 

The  fourth  question  was  created 
to  obtain  information  specific  to 
governmental  discounted  care  (ie, 
the  Medicare  and  Medicaid  pro- 
grams) as  it  relates  to  the  financial 
viability  of  each  site. 

The  fifth  question  concluded  the 
survey  with  a set  of  questions  re- 
garding personal  opinions  on  the 
provision  of  care  to  the  uninsured. 
Medicare  and  Medicaid  patients  and 
thoughts  on  how  to  improve  poli- 
cies that  address  issues  relating  to 
under-served  areas  and  uncompen- 
sated care. 

Results 

Effect  of  Medicaid  and  Medicare.  Be- 
cause Medicare  and  Medicaid  reim- 
bursement rates  are  typically  set 
lower  than  physician  charges,  part 
of  this  care  is  viewed  as  uncompen- 
sated by  physicians  and  clinic  man- 
agers. When  asked  directly,  "Which 
has  a greater  cost  impact  on  your 
practice/ clinic,  the  discount  on 
Medicaid  and  Medicare  or  the  pro- 
vision of  care  to  the  uninsured?" 
almost  every  clinic  responded  that 
the  less  than  full  charge  reimburse- 
ment rates  of  Medicare  and  Medi- 
caid have  a greater  cost  effect. 

Other  costs  mentioned  include: 
the  paperwork  involved  in  billing 
Medicare  and  Medicaid,  a backlog 
in  receiving  reimbursement,  diffi- 
culty in  keeping  up  with  changing 
regulations,  complying  with  fraud 
and  abuse  statutes,  interpreting  CPT 
terminology  and  lCD-9  forms,  and 
keeping  staff  properly  trained.  Many 
claimed  that  reimbursement  does 
not  even  cover  the  costs  of  over- 
head. 

Nearly  half  of  the  respondents 
stated  that  their  Medicaid  patient 
base  has  increased  in  the  past  sev- 
eral years.  Two  respondents  indi- 
cated a significant  rise;  one  with  a 


10%  increase,  and  another  with  a 
15%  increase  of  both  Medicaid  and 
non-paying  patients.  In  terms  of 
guidelines  for  accepting  Medicaid 
patients,  rural  clinics  are  inclined  to 
treat  Medicaid  patients  for  reasons 
of  social  responsibility  and  because 
access  to  other  providers  may  not  be 
an  alternative  due  to  location.  Some 
clinics  did  have  rules,  such  as  seeing 
Medicaid  patients  based  on  sched- 
uled availability,  limiting  the  num- 
ber seen  in  one  day,  seeing  Medi- 
caid patients  on  a case-by-case  ba- 
sis, or  limiting  care  to  those  who  live 
in-state  or  within  the  service  area  of 
the  clinic. 

Provision  of  care.  Ninety  percent  of 
respondents  stated  that  they  do  not 
limit  the  charity  care  they  provide  to 
the  community  for  purely  financial 
reasons.  Also,  19  of  the  21  respon- 
dents said  that  they  do  not  turn  away 
patients  for  needed  services  based 
on  insurance  status  or  inability  to 
pay,  and  most  sites  indicated  they 
are  willing  to  work  with  patients 
having  financial  difficulties  on  a 
case-by-case  basis. 

From  these  responses,  it  seems 
physicians  and  clinic  managers  in 
under-served  areas  believe  they  have 
a social  responsibility  to  care  for  the 
uninsured,  under-insured.  Medicare 
and  Medicaid  patients.  This  is  not, 
by  and  large,  contingent  on  finan- 
cial considerations.  However,  one 
should  be  cautious  in  drawing  de- 
finitive conclusions  on  the  provi- 
sions of  care  to  these  categories  of 
patient  because  the  survey  did  not 
allow  complete  protection  of  ano- 
nymity, and  it  was  not  possible  to 
verify  the  results.  It  can  also  be  as- 
sumed that  most  physicians  in 
under-served  areas  believe  that 
government  tax  revenue  should  be 
applied  to  providing  medical  care 
for  those  in  need.  In  other  words, 
there  is  consensus  that  the  responsi- 
bility should  be  shared. 

Collection  policies.  Bill  collection  has 
become  more  formalized  during  the 


past  5 years,  according  to  several 
clinic  managers.  Some  clinics  and 
practices  are  becoming  more  sophis- 
ticated and  creative  in  collecting  past 
due  accounts,  and  more  formalized 
in  their  enforcement,  which  are 
indications  that  there  is  less  leni- 
ency than  in  the  past. 

We  hypothesize  that  the  increas- 
ing problems  and  difficulties  asso- 
ciated with  more  delinquent  ac- 
counts are  causally  related  to  these 
more  structured  collection  and  en- 
forcement systems.  We  can  only 
speculate  on  the  effect  these  more 
formal  collection  policies  may  have 
on  access  to  needed  care  for  those 
uninsured  and  under-insured  pa- 
tients who  cannot  afford  to  pay. 

Recruitment  and  reimbursement. 
Almost  all  respondents  agreed  that 
attracting  physicians  to  rural  sites  is 
more  difficult  than  recruiting  for 
clinics  or  practices  located  in  subur- 
ban or  urban  areas.  There  are  nu- 
merous reasons  for  recruitment  dif- 
ficulty, including  lower  salaries  of 
rural  physicians  compared  to  their 
suburban  and  urban  counterparts, 
lifestyle  factors  (including  difficul- 
ties of  spouses  in  finding  adequate 
employment),  and  a lack  of  commu- 
nity and  area  hospital  support  for 
physician  practices  in  some  rural 
areas.  In  only  a few  instances  were 
the  benefits  of  the  rural  setting,  the 
added  10%  Medicare  and  Medicaid 
reimbursement  for  HPSAs,  and 
manager  ability  to  recruit  cited  as 
aids  in  recruitment. 

External  sources  of  funding  for 
monetary  compensation  (eg.,  fed- 
eral, state,  local,  financial  support) 
seem  to  mitigate  recruitment  diffi- 
culty. Similarly,  affiliation  with  large 
multi-specialty  entities  or  system 
health  care  providers  seems  to  alle- 
viate financial  pressures  and  en- 
hance recruitment  potential. 

Some  sites  have  sought  affiliation 
with  these  large,  multi-specialty 
entities  or  systems,  because  of  their 
competitive  advantage  and  the 
Continued  on  page  196 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


^ tit  Plj  6^0  l>J 


Jerome  E.  Kronsnoble,  William  E.  Herte 
850  Elm  Grove  Road,  Elm  Grove,  WI  53122,  (414)  784-3780,  (800)  437-4326 
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benefits  of  economies  of  scale 
reached  in  pooling  resources  and 
enrolling  a high  volume  of  patients. 
Apparently,  this  liberates  those  fi- 
nancially struggling  rural  sites  from 
offering  compensation  linked  solely 
with  the  amount  billed.  This  affili- 
ation is  an  emerging  trend,  not  with- 
out its  critics.  Further  research  on 
the  advantages  and  limitations  of 
this  relationship  is  recommended. 

Participant  suggestions  for  policy 
directions.  The  physicians  and  clinic 
managers  were  asked  what  new 
policies  they  believe  would  success- 
fully address  the  needs  of  the  unin- 
sured, under-insured.  Medicare  and 
Medicaid  patients,  and  how  to  im- 
prove current  policies  that  address 
issues  relating  to  under-served  ar- 
eas and  uncompensated  care.  Sev- 
eral believe  under-served  regions 
require  unique  policy  solutions  that 
address  the  special  needs  of  these 
areas.  Responses  covered  several 
different  areas,  such  as  recruitment, 
insurance,  tort  reform,  education  and 
Medicare  and  Medicaid. 

Recruitment 

Several  ideas  were  offered  for  at- 
tracting health  professionals  to  ar- 
eas with  high  populations  of  Medi- 
care or  Medicaid  patients: 

• Increase  monetary  comp>ensation 
to  young  physicians  with  large 
medical  school  loans. 

• The  federal  government  should 
offer  incentives  to  encourage  rural 
area  practice. 

• Greater  commitment  to  the  Area 
Health  Education  Centers  pro- 
gram, a state-federal  initiative 
designed  to  increase  residencies 
performed  in  tmder-served  areas. 

• The  National  Health  Service 
Corps  would  be  a good  model  to 
emulate  on  the  state  level. 

Insurance 

Ideas  for  responding  to  problems  of 
the  uninsured  and  under-insured 
were  also  offered: 


• Five  respondents  said  they  be- 
lieve some  sort  of  "universal 
health  care"  system  is  desirable. 

• Four  respondents  suggested  more 
limited  forms  of  health  care  in- 
surance reform,  with  two  saying 
insurance  should  be  made  more 
affordable  for  those  with  chronic 
illnesses  through  the  formation 
of  creative  risk  pool  arrange- 
ments. 

• T wo  respondents,  a manager  and 
a physician,  would  support  a 
single  payer  system. 

• One  of  these  advocates  would 
also  support  mandated  employer 
coverage,  and  tax  incentives  for 
small  employers  and  low-income 
individuals. 

• Two  of  these  five  would  like  to 
see  the  Community  Health  Cen- 
ters model  adopted,  at  least  in 
under-served  ares  (if  not  univer- 
sally), because  of  its  cost  efficiency 
and  ability  to  provide  greater 
access  to  primary  care. 

Tort  reform 

Ideas  offered  for  reforming  the  tort 

system  include: 

• Two  people  mentioned  that  mal- 
practice premiums  or  awards 
should  be  limited. 

• The  same  two  also  responded  that 
quality  assurance  organizations 
like  the  Wisconsin  Peer  Review 
Organization,  should  either  be 
reformed  or  abolished  because 
they  encourage  defensive  medi- 
cine and  ultimately,  higher  costs. 

Education 

Thoughts  on  the  role  of  education 

include: 

• Three  people  singled  out  medical 
schools  as  primary  settings  to  pro- 
mote medical  practice  in  under- 
served regions. 

• A manager  explained  that  some 
students  receive  medical  train- 
ing in  under-served  areas,  but  do 
not  return  to  these  locales  when 
they  graduate.  Medical  schools, 
he  continued,  are  biased  toward 
suburban  medicine  in  that  they 


have  no  ability  to  recognize  the 
problems  or  "treat  with  equity 
inner  city  residents." 

• One  person  mentioned  offering 
school  loan  forgiveness  programs 
through  a guaranteed  base  salary 
offer  to  physicians  starting  prac- 
tices in  under-served  areas. 

• One  physician  said  that  family 
practice  must  be  treated  with 
more  reverence,  and  students 
should  be  encouraged  to  enter 
primary  care  practice.  Medical 
schools  should  not  continue  to 
encourage  specialization. 

• Another  stated  that  the  public 
health  model  should  be  promoted 
because  it  encourages  patient  in- 
volvement through  a preventive 
care  emphasis. 

• One  respondent  stated  that  con- 
sumers must  alter  their  expecta- 
tions of  the  health  care  system  so 
that  there  isn't  an  expectation  to 
"have  access  now  without  pay- 
ing for  it." 

Conclusion 

The  survey  was  designed  to  explore 
choices  being  made  and  dilemmas 
faced  by  physicians  and  adminis- 
trators in  dealing  with  the  trade-off 
between  a practice's  financial  con- 
siderations and  patient  access  to  care 
in  underserved  areas.  This  is  be- 
coming a more  topical  issue  because 
in  the  current  climate  of  medical 
care  cost  escalation,  one  would  as- 
sume the  pressures  of  increasing 
costs  create  greater  difficulties  in 
meeting  uncompensated  care  de- 
mands. 

This  article  reviewed  our  find- 
ings and  respondent  suggestions  for 
policy  directions.  It  is  the  first  in  a 
series  of  articles  that  explore  the 
dilemmas  and  choices  of  physicians 
and  administrators  who  control  this 
trade-off  in  underserved  areas.  The 
second  article  isolates  physician 
recruitment  difficulties  and  collec- 
tion patterns.  The  third  article  dis- 
cusses Medicare  and  Medicaid  is- 
sues, and  the  final  article  presents 
recommendations  for  the  State 
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Wisconsin  physicians  sue 
Minnesota  over  provider  tax 


Three  Wisconsin  physicians  are 
plaintiffs  in  a lav^suit  challeng- 
ing the  provider  tax  assessed  under 
the  comprehensive  health  reform 
law  passed  by  Minnesota  lawmak- 
ers in  1992.  MinnesotaCare,  formerly 
HealthRight,  contains  an  increase  in 
cigarette  tax  and  a provider  tax  of 
2%  for  hospitals  (assessed  as  of  Janu- 
ary 1993)  and  other  health  care  pro- 
viders (to  be  assessed  beginning  Jan 
1, 1994). 

Although  many  have  argued  that 
the  tax  on  physicians  practicing  in 
states  bordering  Minnesota  is  "un- 
constitutional," the  commissioner  of 
the  Minnesota  Department  of  Reve- 


nue has  indicated  that  the  state  in- 
tends "to  enforce  the  tax  as  it  was 
enacted  by  the  Minnesota  Legisla- 
ture." 

In  the  lawsuit  filed  March  12  in 
St.  Paul,  nine  physician  plaintiffs 
are  challenging  portions  of  Minne- 
sotaCare which  call  for  taxation  of 
physicians  in  the  four  states  border- 
ing Minnesota.  Specifically,  the 
complaint  challenges  the  following: 
the  presumption  that  a physician 
who  treats  20  or  more  Minnesotans 
is  "soliciting"  business  in  Minne- 
sota; the  application  of  the  tax  to  a 
physician  who  "regularly  solicits 
business  from  potential  customers 
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in  Minnesota";  the  application  of 
the  tax  to  a physician  who  "regu- 
larly performs  services  outside 
Minnesota  the  benefit  of  which  are 
consumed  in  Minnesota";  and  the 
presumption  that  a physician  who 
"owns  or  leases  tangible  personal  or 
real  property  physically  located  in 
Minnesota"  is  transacting  business 
in  the  state. 

The  Wisconsin  plaintiffs  include 
a general  practice  physician  practic- 
ing medicine  in  Hayward,  a general 
surgeon  practicing  in  Sturgeon  Bay 
and  an  otolaryngologist  practicing 
in  Eau  Claire. 
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New  AIDS  definition  increases 
reported  cases;  physicians  asked  to 
review  records 


The  lawsuit  has  been  brought  by 
the  individual  physicians,  however, 
the  SMS  and  the  state  medical  socie- 
ties in  the  three  other  border  states 
agree  with  the  plaintiffs'  position. 
The  case  has  been  described  as  a 
classic  challenge  to  taxation  with- 
out representation. 

The  provider  tax  also  presents 
other  problems  for  Wisconsin  phy- 
sicians and  traveling  Minnesota  resi- 
dents. Under  the  Minnesota  Health 
Right  Act,  a Wisconsin  physician 
who  treated  five  paying  Minnesota 
patients  might  not  have  to  pay  the 
tax.  But  a Wisconsin  physician  who 
treated  four  paying  Minnesota  pa- 
tients and  one  Minnesota  patient 
who  was  on  medical  assistance 
would  be  liable  for  the  tax.  In  es- 
sence, Minnesota  is  penalizing  the 
second  physician  for  treating  the 
poverty-level  patient.  (Watch 
Medigram  for  updates  on  this  case.)^ 


Because  of  a new  definition  for 
AIDS,  the  number  of  Wiscon- 
sin cases  reported  in  January  in- 
creased by  276,  according  to  the 
Department  of  Health  and  Social 
Services.  The  average  monthly  in- 
crease ranges  from  25  to  35  cases. 
The  new  definition  includes  HIV- 
infected  individuals  who  have  been 
diagnosed  with  invasive  cervical 
cancer,  pulmonary  tuberculosis  or 
recurrent  pneumonia  (more  than  one 
episode  within  12  months),  or  have 
a low  white  blood  cell  count  of  less 
than  200  per  cubic  millimeter.  The 
January  report  brought  the  total 
number  of  reported  cases  in  Wis- 


consin to  1,667  since  1982.  Reported 
deaths  in  Wisconsin  (since  1982) 
totaled  893  in  January,  compared  to 
a total  of  671  deaths  one  year  ago. 

To  comply  with  AIDS  case  re- 
porting requirements,  health  care 
providers  should  review  the  records 
of  HIV  antibody  positive  patients. 
Patients  who  have  not  been  reported 
as  AIDS  cases  should  be  reported  if: 
the  patient  meets  the  revised  case 
definition  (complete  DOH  form 
4264)  or  the  patient  does  not  meet 
the  revised  AIDS  case  definition  but 
is  HIV  antibody  positive  and  has 
not  been  reported  (DOH  form 
4338).^ 


Public  health 

Child  and  adolescent  cigarette  smoking  and 
consumption 

Nancy  E.  Chudy,  MPH;  Richard  Yoast,  PhD;  Patrick  L.  Remington,  MD,  MPH,  Madison 


At  least  75%  of  cigarette  smok- 
ers become  addicted  to 
nicotine  products  before  the  age  of 
17.’  Accordingly,  public  health  ef- 
forts to  reduce  the  health  and  eco- 
nomic burden  from  tobacco  use  must 
include  initiatives  to  prevent  youth 
from  starting  to  smoke.  One  initia- 
tive in  this  area  involves  efforts  to 
limit  youth  access  to  cigarettes 
through  laws  banning  the  sale  of 
tobacco  products  to  those  younger 
than  18  years  of  age. 

Despite  the  presence  of  these  laws, 
most  children  and  adolescents  who 
smoke  buy  their  own  cigarettes.^  The 


CEXI  estimates  that  teenagers  bought 
947  million  packs  of  cigarettes  in 
1990.^  The  ease  with  which  minors 
are  able  to  purchase  cigarettes  in 
Wisconsin  has  been  demonstrated 
in  this  journal  and  elsewhere.''  In 
this  report,  we  estimate  the  extent  of 
tobacco  use  and  sales  to  children  in 
Wisconsin. 

Methods 

To  estimate  the  number  of  child  and 
adolescent  smokers  in  Wisconsin 
and  their  cigarette  consumption,  we 
used  several  data  sources.  To  deter- 
mine the  number  of  youth  smokers. 


we  used  1991  data  from  the  Wiscon- 
sin Study,  a joint  survey  by  the 
Department  of  Public  Instruction 
and  the  Department  of  Health  and 
Social  Services,  developed  and 
administered  by  the  Search  Insti- 
tute of  Minneapolis,  Minnesota.^ 
Nearly  6,000  public  school  students 
in  grades  6, 8, 10,  and  12,  represent- 
ing 118  schools,  participated  in  a 
survey  of  alcohol,  and  other  drug 
use.  The  survey  was  administered 
statewide,  and  used  stratified  ran- 
dom samples  of  students. 

Estimates  for  percentages  of 
smokers  were  determined  from  the 
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Estimates  of  cigarette  consumption  by  youth  in  Wisconsin,  1991. 


Average 

Packs  per 

Percent 

Number  of 

Number  of 

Year 

Age 

Population* 

Smokers'* 

Smokers 

Cigs/Day* 

Consumption' 

11 

71,808 

9% 

6,463 

5 

589,749 

12 

70,432 

14% 

9,860 

6 

1,079,670 

13 

68,193 

19% 

12,957 

6 

1,418,792 

14 

66,383 

25% 

16,596 

7 

2,120,139 

15 

67,395 

30% 

20,219 

8 

2,951,974 

16 

65,123 

32% 

20,839 

8 

3,042,494 

17 

65,844 

34% 

22,387 

8 

3,268,502 

TOTAL 

109,321 

14,471,320 

*1990  Census  population. 

^Defined  as  anyone  who  smoked  in  the  last  30  days. 

^Values  for  ages  11, 13, 15,  and  17  were  based  on  the  Wisconsin  Study.  Values 
for  ages  12, 14,  and  16  were  interpolated.  (Reference  5) 

^Column  4 x Column  5 x 365  days  divided  by  20  cigarettes/ pack. 


Wisconsin  Study  data  for  those  aged 
11, 13, 15,  and  17.  Estimates  for  the 
other  age  groups  were  extrapolated. 
We  then  applied  the  percentage  of 
smokers  to  the  1990  Census  popula- 
tion for  each  age  group  to  derive  an 
estimate  of  the  munber  of  smokers. 

The  Wisconsin  Study  contained 
several  cigarette  consumption  ques- 
tions. We  estimated  the  average 
number  of  cigarettes  smoked  from 
the  students'  responses  to  the  ques- 
tions using  the  following  measures. 
The  heaviest  smokers  smoked  15 
cigarettes  per  day,  lighter  smokers 
smoked  five  cigarettes,  and  experi- 
menters smoked  one  cigarette  per 
day.  Using  estimates  of  the  number 
of  smokers  and  the  average  number 
of  cigarettes  smoked  per  day,  we 
calculated  the  number  of  packs 
smoked  per  year. 

Results 

The  table  shows  the  estimates  of 
cigarette  consumption  by  youth  in 
Wisconsin  during  1991.  Smoking 
rates  increased  from  9%  of  11 -year- 
olds  to  34%  of  17-year-olds.  We  esti- 
mate that  there  are  approximately 
109,000  Wisconsin  children  and 
adolescents  under  the  legal  age  for 
purchasing  cigarettes  who  are  regu- 
lar smokers.  From  our  estimates, 
they  use  14.4  million  packs  of  ciga- 
rettes per  year.  These  packs  repre- 
sent 3.1%  of  the  469,100,(X)0  packs 
sold  in  the  state. 


The  public  health  column  is  not  reviewed 
by  the  WMJ  Editorial  Board.  Chudy  is  an 
epidemiologist  in  the  Chronic  Disease 
Prevention  and  Health  Promotion  Sec- 
tion of  the  Bureau  of  Public  Health,  Wis- 
consin Division  of  Health.  Yoast  is  the 
director  of  Project  ASSIST,  Wisconsin 
Division  of  Health.  Dr  Remington  is  the 
chief  medical  officer  for  chronic  disease. 
Reprint  requests  to:  Patrick  L.  Reming- 
ton, MD,  MPH,  Wisconsin  Division  of 
Health,  1414  East  Washington  Avenue, 
Madison,  WI  53704.  Copyright  1993  by 
the  State  Medical  Society  of  Wisconsin. 


Discussion 

The  results  from  our  study  are  simi- 
lar to  those  from  national  studies. 
According  to  DiFranza,  youth  ciga- 
rette consumption  in  Wisconsin  is 
approximately  19  million  packs  per 
year.^ 

Sales  to  minors  are  not  an  insig- 
nificant business  and,  with  a conser- 
vative average  of  $2  per  pack  price, 
would  amount  to  $29  million  in  gross 
sales  to  minors  annually  in  Wiscon- 
sin. No  data  exist  regarding  the 
number  of  packs  of  cigarette  sold  to 
minors,  but  compliance  checks  of 
stores  have  indicated  that  buying 
cigarettes  in  Wisconsin  is  easy  for 
teenagers.  Many  other  children  and 
adolescents  obtain  cigarettes  from 
older  siblings  or  friends,  smoke  their 
parents'  cigarettes,  or  buy  from 
vending  machines. 

Teenagers  are  most  successful  in 
purchasing  cigarettes  at  small  con- 
venience stores,  gas  stations,  and 
pharmacies.  Nationally,  it  is  esti- 
mated that  3%  of  tobacco  industry 
profits  ($221  million  in  1988)  are 
derived  from  cigarette  sales  to  chil- 
dren and  adolescents.  Marlboro, 
Camel,  and  Newport  are  the  brands 
most  often  purchased  by  teenagers.^ 

Any  consumer  product  or  serv- 


ice follows  an  axiom:  Is  the  product 
accessible,  affordable,  available,  and 
attractive?  For  Wisconsin's  youth, 
cigarettes  fit  the  bill  in  all  ways. 
Over  the  counter  cigarette  sales,  free 
distribution,  vending  machine  sales, 
price,  as  well  as  advertising  and 
promotions  affect  youth.  Youthful 
cigarette  smoking  initiation  exem- 
plifies a substantial  public  health 
dilemma:  smoking  leads  to  long  term 
nicotine  addiction,  disability  and 
death  from  tobacco-related  diseases. 

Voluntary  compliance  by  mer- 
chants has  demonstrably  failed.  A 
recent  US  Office  of  the  Inspector 
General  review  of  youth  access  law 
enforcement  studies  and  efforts 
found  that  of  the  47  states  banning 
sales  to  minors  under  age  18,  only 
two  (Vermont  and  Florida)  enforce 
their  laws  statewide  and  "70  to  80% 
of  merchants  sell  cigarettes  to  mi- 
nors."* 

Efforts  to  enforce  the  law  though 
the  criminal  justice  system  are  met 
with  a common  response  that  the 
police  and  courts  focus  on  other 
important  activities.  Proposed  alter- 
natives would  be  the  licensing  of 
cigarette  vendors,  much  like  the  way 
alcoholic  beverage  merchants  are 
Continued  on  next  page 
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Continued  from  preceding  page 
licensed;  and  assessments  on  ciga- 
rette company  profits  derived  from 
sales  to  minors.  Licensing  motivates 
retailers  to  monitor  themselves  in 
sales,  rather  than  face  license  sus- 
p>ension.  Most  merchants  would  not 
want  to  lose  profits  from  legal  ciga- 
rette sales  to  adults.  Surveys  would 
determine  the  cigarette  consump- 
tion by  minors  determining  the  as- 
sessments. 

A common,  legal  tobacco  promo- 
tion which  provides  children  direct 
access  to  cigarettes  is  free  sampling. 
Free  samples  of  cigarettes  are  handed 
out  at  festivals,  fairs,  and  on  well 
traveled  pedestrian  routes.  Although 
the  industry  publicizes  a voluntary 
code  which  prohibits  distributing 
cigarettes  to  those  under  21  years 
old,  there  is  evidence  of  wide-spread 
violation  of  the  code.  Tobacco  in- 
dustry programs  which  ostensibly 
reduce  youth  consumption  (eg, 
"Tobacco:  Helping  Youth  Say  No," 
and  "It's  the  Law")  have  been  criti- 
cized by  researchers  for  having  not 
decreasing  sales  and  for  increasing 
youth  consumption.^-'® 

Conclusions 

To  change  this  situation  of  wide- 
spread illegal  tobacco  sales  to  one  of 
providing  a healthy  environment  for 


children  requires  several  measures: 

• Increased  emphasis  upon  effec- 
tive licensing  of  tobacco  sales, 
with  greater  financial  penalties 
for  noncompliance,  similar  to  the 
way  in  which  alcohol  sales  are 
dealt  with,  would  emphasize  mer- 
chant accountability  and  provide 
adequate  enforcement  tools. 

• Enforcement  and  strengthening 
of  state  laws  and  local  ordinances, 
now  required  by  the  Synar 
Amendment  to  the  federal  Alco- 
hol, Other  Drugs  and  Mental 
Health  Block  Grant  funding  pro- 
gram, would  strongly  encourage 
retailers  to  not  sell  to  youth.  Key 
elements  here  include  identifica- 
tion of  enforcement  authority, 
regular  compliance  checks,  and 
penalties  sufficient  to  discourage 
non-compliance. 

• The  banning  of  distribution  of 
free  samples  would  restrict  di- 
rect distribution  to  minors  and 
prevent  on  the  street  promotion 
of  cigarettes  to  them. 

Prevention  of  smoking  initiation 

represents  the  strongest  front  to 
reduce  the  risks  of  tobacco-related 
diseases  and  death.  Physicians  can 
assist  in  community  coalitions  or 
other  activities  to  reduce  the  promo- 
tion of  tobacco  products  to  their 
patients.  This  can  be  the  practice  of 


Compliance  checks  or  mer- 
chant surveys  have  been  cited 
as  a method  to  document  the 
problem  of  illegal  cigarette 
sales  to  minors  at  the  commu- 
nity level.  A guide  for  con- 
ducting compliance  checks  is 
included  in  this  edition  of 
theWM/  (see  page  202).  The 
guide  follows  a step-by-step 
protocol  to  conducting  com- 
pliance checks  to  document 
cigarette  sales  to  minors.  The 
guide  is  authored  by  Mark 
Huber,  a policy  research  spe- 
cialist with  Project  ASSIST, 
Milwaukee. 


preventive  medicine  at  one  of  its 
most  basic  and  effective  levels.  Such 
activities  can  lend  legitimacy  and 
emphasis  to  the  need  to  encourage 
all  smokers  to  quit  and  to  protect 
non-smokers  from  environmental 
tobacco  smoke. 
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Youth  access  to  tobacco  products: 
protocol  for  conducting  compliance  checks 


Mark  M.  Huber,  BS,  Milwaukee 

COMPUANCE  CHECKS,  commonly 
known  as  "stings,"  are  a 
proven  method  of  drawing  public 
attention  to  the  lack  of  compliance 
and  enforcement  of  laws  banning 
the  sale  of  tobacco  to  minors.  Actu- 
ally, compliance  checks  and  stings 
are  somewhat  different.  Compli- 
ance checks  are  controlled  activities 
where  underage  youth,  accompa- 
nied by  adults,  attempt  to  purchase 
cigarettes  or  other  tobacco  products 
from  retailers  or  vending  machines. 
The  objective  is  to  improve  future 
compliance  and  enforcement  by 
documenting  the  problem  of  youth 
access  to  tobacco.  Stings  are  under- 
cover buying  operations  conducted 
in  cooperation  with  local  law  en- 
forcement officials  with  the  primary 
intent  of  issuing  official  warnings, 
civil  prosecution,  and  forfeitures  or 
license  revocations.  This  report  out- 
lines a protocol  for  conducting 
compliance  checks. 

Background 

It  is  illegal  for  a vender  to  sell  or  give 
cigarettes  or  other  tobacco  products 
to  minors  (under  age  18)  in  Wiscon- 
sin (Wis  Stat  134.66).  Likewise,  it  is 
illegal  for  a minor  to  possess  or  at- 
tempt to  purchase  cigarettes  or  other 
tobacco  products  (Wis  Stat  48.983). 
These  state  laws  are  detailed  in 
"Wisconsin  State  Laws  Regulating 
Tobacco  Products,"  soon  available 


Huber  is  a public  health  educator  work- 
ing on  tobacco  control  policy  issues  with 
Project  ASSIST,  Wisconsin  Division  of 
Health,  Milwaukee,  (414)  227-3982. 
Reprint  requests  to:  Patrick  L.  Reming- 
ton, MD,  Wisconsin  Division  of  Health, 
1400  E Washington  Ave,  Madison,  W1 
53704.  Copyright  1993  by  the  State 
Medical  Society  of  Wisconsin. 


from  the  Wisconsin  Division  of 
Health,  ASSIST  Project,  1414  E 
Washington  Ave,  Room  240,  Madi- 
son, WI  53703-3044;  (608)  266-8154. 

Use  of  cigarettes  and  other  to- 
bacco products  by  youth  is  wide- 
spread despite  these  laws.  In  1990, 
33%  of  Wisconsin  students  in  grades 
9 through  12  reported  use  of  ciga- 
rettes within  a 30-day  period  pre- 
ceding the  survey.  Ten  percent  re- 
ported use  of  smokeless  tobacco 
products.’ 

The  problem  is  one  of  enforce- 
ment, rather  than  one  of  awareness 
of  the  law.  In  a national  survey 
(including  Wisconsin)  91  % of  retail- 
ers, 86%  of  adults,  75%  of  students 
and  96%  of  law  enforcement  offi- 
cials were  aware  of  youth  access 
laws.^  The  survey  concluded  that 
children  can  easily  buy  cigarettes 
because  of  apathy  in  enforcing  the 
youth  access  laws.  Low  priority  by 
police  and  lack  of  a designated  en- 
forcer were  seen  as  obstacles  to  en- 
forcement. Voluntary  enforcement 
programs  initiated  by  the  tobacco 
industry  have  been  found  to  have 
no  effect  on  illegal  sales. 

Research  indicates  that  regular 
compliance  checks  or  stings  can  be 
effective  in  reducing  youth  access 
and,  in  some  cases,  smoking.  For 
example,  in  Woodridge,  111,  police 
conduct  regular  stings  and  issue  civil 
violations  to  retailers.  The  result  was 
a decrease  in  tobacco  sales  to  minors 
from  70%  to  5%,  and  a reported  50% 
decrease  in  regular  use  of  cigarettes 
by  minors.^ 

In  Wisconsin,  two  compliance 
check  studies  have  demonstrated 
that  youth  can  easily  buy  cigarettes 
here,  too.  A 16-year-old  boy  recruited 
by  Doctors  and  Lawyers  for  a Drug- 
Free  Youth  succeeded  in  purchas- 
ing cigarettes  at  76%  of  Milwaukee 


and  56%  of  Madison  stores  in  Janu- 
ary 1992.'*  Two  13-year-old  girls 
recruited  by  the  Brown  Coimty 
Tobacco-Free  Coalition  succeeded 
in  purchasing  cigarettes  at  48%  of 
Green  Bay  stores  in  October  1992.  A 
second  team  composed  of  two  boys, 
ages  15  and  16,  were  able  to  obtain 
cigarettes  in  all  16  attempts.® 

The  Synar  amendment  to  the 
Federal  Alcohol,  Drug  Abuse  and 
Mental  Health  Reorganization  Act 
(S.  1306,  Section  1926),  which  takes 
effect  Oct  1,  1993,  will  require  that 
states  demonstrate  enforcement  of 
youth  access  laws.  Enforcement  pro- 
visions must  include  annual,  ran- 
dom compliance  checks. 

Recommended  protocol 
The  following  protocol  for  prepar- 
ing and  conducting  an  undercover 
buying  operation  in  your  commu- 
nity is  adapted  from  "Tobacco-Free 
Youth  Project— User's  Guide  for  a 
Program  to  Reduce  the  Illegal  Sale 
of  Tobacco  to  Minors."® 

Three  phases  are  involved  in 
conducting  compliance  checks: 
preparations,  making  purchases,and 
community  education. 

Preparations 

Several  steps  need  to  be  taken  be- 
fore going  out  into  the  field; 

1.  Identify  tobacco  outlets 

2.  Prepare  materials 

3.  Recruit  minors 

4.  Recruit  adult  escorts 

5.  Train  participants 

6.  Consider  legal  factors 

7.  Consider  ethical  factors 

8.  Prepare  a budget 

Depending  on  the  size  of  the  study 

and  available  resources,  the  prepara- 
tory steps  will  take  from  1 to  3 
months  to  complete. 
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Identify  tobacco  outlets 
Typical  places  to  find  tobacco  being 
sold  over  the  counter  or  in  vending 
machines  include  grocery,  conven- 
ience and  liquor  stores,  pharmacies, 
gas  stations,  bowling  alleys,  hotels 
and  restaurants.  The  number  of  lo- 
cations to  select  will  depend  on 
project  resources. 

In  communities  with  a small 
number  of  stores,  an  ideal  strategy 
would  be  to  target  all  stores. 

In  larger  communities  or  cities, 
funding  and  time  restraints  will  not 
usually  allow  tcirgeting  of  all  stores. 
A relatively  small  random  sample 
can  be  successfully  used  to  draw 
media  attention  to  the  problem, 
without  attempting  to  be  statisti- 
cally valid.  Of  course,  the  more  loca- 
tions that  can  be  included  in  the 
study,  the  more  store  and  vending 
machine  owners  who  will  be  directly 
educated  about  local  commitment 
to  enforcement  of  youth  access  laws. 

The  following  tasks  need  to  be 
completed: 

• Define  the  geographic  boundary 
of  the  study. 

• Make  or  obtain  a list  of  all  outlets. 
T o facilitate  the  collection  of  data, 
it  is  important  to  make  sure  that 
names  and  addresses  of  outlets 
are  as  up  to  date  and  accurate  as 
possible.  Wis  Stat  134.65  requires 
that  retailers  be  locally  licensed 
for  tobacco  sales.  A list  of  licensed 
retailers  may  be  available  from 
the  city,  village  or  town  clerk's 
office.  If  not,  information  may  be 
obtained  from  local  telephone 
directories  and  commercial  direc- 
tories (the  chamber  of  commerce 
or  local  libraries  can  lead  you  to 
these  resources). 

• Determine  the  number  of  loca- 
tions to  be  in  the  study.  There  are 
many  methods  of  sampling.  A 
simple  procedure  is  to  select  a 
random  sample  by  assigning  a 
number  to  each  outlet,  writing 
out  each  number  on  a slip  of  paper, 
and  drawing  numbers  from  a hat 
until  the  desired  sample  size  has 
been  reached. 


• Plot  the  outlets  in  the  sample  on 
maps  to  facilitate  visits  by  minors 
and  adult  escorts.  It  may  be  use- 
ful to  group  stores  into  geographic 
zones  (defined  by  major  streets 
or  shopping  centers)  so  that  mi- 
nors and  their  adult  escorts  could 
be  assigned  to  specific  commu- 
nity zones. 

Prepare  materials 
In  addition  to  a simple  form  for 
recording  data,  an  information  sheet 
is  recommended  for  use  in  recruit- 
ment of  adult  and  teenage  volun- 
teers and  to  show  the  teenagers' 
parents.  This  should  spell  out  the 
goals  of  the  project  and  the  protocol 
for  attempting  tobacco  purchases. 


and  include  a parental  consent  form. 
Recruit  minors 

Recruiting  enough  conscientious 
young  people  is  obviously  critical  to 
the  success  of  the  project.  With  more 
students  involved,  teams  of  two  can 
be  sent  out,  which  most  minors 
prefer.  A general  rule  of  thumb  is  to 
recruit  one  pair  of  minors  for  each  20 
to  30  outlets  targeted. 

Recruiting  minors  involves  the 
following  tasks: 

• Minors  can  often  be  recruited 
through  local  tobacco-free  coali- 
tions, alcohol  and  drug  abuse 
alliances,  voluntary  health  organi- 
zations, and  local  public  health 
Continued  on  next  page 
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agencies.  Other  sources  of  young 
people  are  family,  friends,  ba- 
bysitters, colleagues  at  work, 
youth  groups,  scouts,  and  school 
guidance  counselors.  Wisconsin 
tobacco  access  laws  define  mi- 
nors as  anyone  under  the  age  of 
18.  For  an  initial  study  it  is  recom- 
mended to  recruit  minors  who 
are  at  least  two  years  under  the 
legal  age.  Also,  select  minors  who 
look  their  age.  This  will  prevent 
people  from  claiming  that  the 
ability  of  minors  to  buy  tobacco 
was  due  to  the  closeness  of  their 
age  or  appearance  to  the  legal 
age.  A common  age  range  to  tar- 
get is  14  to  16.  Follow-up  studies 
conducted  after  compliance  has 
been  increased  may  want  to  use 
17-year-olds. 

• Give  informal  presentations  to  the 
teens'  parents.  Explain  the  proj- 
ect and  the  educational  benefits 
for  student  participation.  Alter- 
natively, phone  calls  or  letters  to 
parents  can  be  an  effective  method 
to  recruit  student  volunteers.  Ob- 
viously, once  parent  approval  is 
obtained  you  will  need  to  talk 
with  students  about  their  interest 
in  participating. 

• Make  sure  the  students  have  a 
realistic  understanding  of  the  time 
commitment  (which  could  in- 
volve parts  of  two  or  three  Satur- 
days, plus  time  for  press  confer- 
ences, etc). 

• Some  projects  offer  incentives, 
such  as  free  lunches,  T-shirts,  pos- 
sible appearances  at  press  con- 
ferences or  even  a salary.  Gener- 
ally, it  is  not  difficult  to  recruit 
minors  and  the  chance  to  make 
a major  contribution  to  the  health 
of  the  community  is  usually  in- 
centive enough. 

• Sign  up  potential  volunteers  and 
give  them  information  kits  to 
take  home,  with  informed  con- 
sent forms  to  be  signed  by 
parents. 

• Arrange  for  volunteers  to  come 
to  a brief  training  session  (see  be- 


low). 

• If  possible,  arrange  for  a local 
judge  or  law  enforcement  official 
to  witness  that  the  minors  selected 
look  under  age.  This  adds  con- 
siderable credibility  to  the  study. 

Recruit  adult  escorts 
From  a liability  perspective,  the 
minors'  parents  will  ideally  help 
drive  and  supervise  the  young 
people.  If  this  is  not  possible,  recruit 
other  adults  from  voluntary  health 
organizations  and  service  clubs. 
Criteria  for  adult  participants  in- 
clude good  driving  records  and  the 
inclusion  of  enough  women  to  pro- 
vide female  drivers  for  the  female 
students,  to  prevent  any  concern 
about  abuse. 

The  Brown  County  compliance 
check  included  a skilled  adult  vide- 
ographer  on  the  team  to  capture  teen 
pairs  emerging  from  stores  with  the 
purchased  cigarettes  held  up  as 
evidence.  The  resulting  video  was  a 
strong  message  to  the  community  of 
the  extent  of  the  problem.  Editing 
was  donated  by  a local  video  pro- 
ducer. Check  with  local  hospital 
marketing  departments  or  technical 
schools  for  video  production  capa- 
bility. 

Train  participants 
Hold  a brief  training  session  shortly 
before  going  out  to  stores.  Any  cen- 
trally located  room  that  can  seat  the 
entire  group  of  adult  and  minor 
participants  will  do.  Ideally,  this 
location  will  also  serve  as  the  central 
meeting  place  to  assemble  before 
shopping  expeditions,  and  to  drop 
off  cigarettes  and  data  afterward. 

Complete  the  task  of  coordinat- 
ing schedules  of  student  teams  with 
adult  drivers  before  this  meeting. 
At  the  training  sessions: 

• Answer  any  questions. 

• Make  sure  the  students  under- 
stand the  protocol  for  visiting 
stores. 

• Explain  the  form  for  recording 
data. 

• Prepare  the  students  for  the  ques- 


tions they  might  expect  from 
stores. 

• Collect  parental  permission  forms 
allowing  student  participation. 

Consider  legal  factors 
Wisconsin  law  bans  possession  of 
tobacco  products  by  minors.  This 
makes  it  necessary  to  seek  immu- 
nity from  prosecution  for  the  mi- 
nors participating  in  the  compliance 
check.  In  the  Brown  County  study, 
the  local  police  chief  was  contacted 
to  obtain  legal  protection  for  the  teens 
in  the  unlikely  event  of  an  arrest  for 
possession  or  attempted  purchase 
of  cigarettes.  Most  chiefs  are  willing 
to  grant  an  exemption  since  the 
projects  are  directed  toward  improv- 
ing the  health  of  young  people  in  the 
community.  An  alternative  is  to  seek 
immunity  from  the  district  attor- 
ney's office. 

In  some  studies,  the  possession 
concern  is  addressed  by  having  a 
minor  attempt  to  make  the  purchase, 
and  then  if  offered  a sale,  turn  it 
down  by  stating  he  or  she  doesn't 
have  enough  money.  This  strategy 
does  not  protect  the  minor  from 
possible  prosecution  in  Wisconsin, 
as  it  is  unlawful  for  a minor  to  even 
attempt  to  purchase  cigarettes  un- 
der s.  48.983. 

Ethical  considerations 
Joseph  DiFranza,  MD,  a nationally 
recognized  advocate  of  compliance 
checks  has  offered  the  following 
comments  regarding  ethical  con- 
cerns:^ 

Q:  Do  these  studies  endanger  or 
corrupt  minors? 

A:  Employing  a minor  to  shop  for 
cigarettes  while  accompanied  by 
a law  enforcement  official  is  cer- 
tainly far  less  hazardous  than 
many  other  jobs  children  are 
given  such  as  shoveling  snow, 
operating  a lawn  mower,  or  deep 
fat  frying.  There  do  not  seem  to 
be  any  special  ethical  problems 
here. 


204 


Wisconsin  Medical  Journal  • April  1993 


Q:  Is  asking  children  to  participate 
in  compliance  testing  teaching 
children  dishonesty? 

A:  This  concern  arises  even  when 
children  are  told  to  be  com- 
pletely honest  in  all  of  their  re- 
sponses to  merchants.  Some 
have  expressed  moral  objection 
to  the  entire  concept  of  compli- 
ance testing.  But  none  have  been 
able  to  identify  an  ethical  prin- 
cipal that  is  being  violated,  and 
certainly  none  that  would  out- 
weigh the  problems  resulting 
from  a failure  to  enforce  the  law 
effectively. 

Budget 

The  budget  necessary  to  conduct 
compliance  checks  depends  on  the' 
sample  size,  types  of  incentives  of- 
fered to  participants,  and  extent  of 
reimbursement  for  expenses.  The 
largest  expense  is  usually  for  pur- 


chase of  cigarettes,  unless  salaries 
are  being  provided.  Participants  will 
need  to  be  informed  whether  funds 
are  available  for  gas  and  food. 

Cash  is  needed  for  each  team,  in 
small  bills,  for  cigarettes  and  ex- 
penses. Many  banks  require  advance 
notice  for  large  orders  of  $1  bills.  The 
price  of  cigarettes  is  different  in  each 
community— determine  what  it  is  in 
your  community  so  you  know  how 
much  money  to  provide. 

Protocol  for  visiting  stores 
Teen  buyers  should  dress  and  wear 
make-up  as  is  appropriate  for  their 
age.  Their  appearance  should  not 
differ  from  that  when  their  age  was 
attested  by  the  local  judge  or  police 
officer.  Their  conduct  during  the 
compliance  check  should  also  be  age 
appropriate. 

Pairs  of  minors  are  driven  by 
adults  to  pre-selected  stores.  Five  to 
eight  establishments  an  hour  is  a 


reasonable  goal  for  most  urban 
communities.  While  the  adults  re- 
main out  of  view  of  the  store  mer- 
chant, the  minors  enter  the  store  to 
attempt  to  purchase  tobacco.  Some 
studies  chose  to  have  an  adult  enter 
the  premises  in  advance  of  the  mi- 
nors and  observe  the  attempted 
transaction.®  In  this  case,  care  must 
be  taken  that  there  is  no  perceived 
tie  between  the  adult  and  minors  as 
an  implied  consent  may  be  claimed . 

Minors  should  be  instructed  how 
to  respond  if  the  merchant  asks  their 
age  or  who  the  cigarettes  are  for. 
The  minors  should  also  determine 
whether  (as  Wisconsin  state  law  re- 
quires) there  is  a visible  warning 
sign  posted  at  the  point  of  sale  (or 
attached  to  a vending  machine)  stat- 
ing that  the  sale  of  tobacco  products 
to  minors  is  unlawful.  Only  one 
purchase  should  be  attempted  at 
each  store. 

Continued  on  next  page 
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After  the  attempted  purchase,  the 
minors  should  leave  the  store  (with 
the  package  of  cigarettes  if  success- 
ful) and  return  to  the  car  to  be  de- 
briefed. Cigarettes  should  be  col- 
lected and  recorded  by  the  adult 
and  the  data  form  completed.  Vari- 
ables to  be  measured  should  include: 

• Whether  a sale  was  made  (yes/ 
no) 

• Whether  the  minor  was  asked  his 
or  her  age  (yes/ no) 

• Age  and  sex  of  minor(s) 

• Approximate  age  and  sex  of 
merchant 

• Whether  a warning  sign  was 
posted  (yes/ no) 

• Whether  the  merchant  asked  the 
minor  who  the  cigarettes  were 
for  (yes/ no) 

• Type  of  sale  (vending  machine  or 
over-the-counter) 

• If  a vending  machine,  was  the 
vending  machine  located: 

a.  In  direct  view  of  an  employee 
of  the  site  (yes/  no) 

b.  In  a site  accessible  during  non- 
store hours  (yes/ no) 

• Type  of  location  (convenience 
store,  restaurant,  etc) 

• Date  and  time  of  day 

• Comments  made  by  employees 
or  patrons  about  the  age  of  the 
buyer  or  any  other  relevant  as- 
pect of  the  purchase. 

If  a videotape  is  being  made  of 
the  compliance  check,  care  must  be 
given  to  insure  that  the  videogra- 
pher  is  not  spotted  by  employees  or 
patrons  of  the  store  as  this  will  skew 
the  results. 

Safety 

Ask  the  adult  escort  to  keep  an  eye 
on  the  minors  as  they  attempt  to 
purchase  tobacco.  Be  ready  to  inter- 
vene in  the  event  that  a problem 
arises.  Adults  and  teens  should  be 
instructed  to  leave  a situation  or 
environment  that  they  find  uncom- 
fortable. Minors  may  express  con- 
cern about  going  into  neighborhoods 
with  which  they  are  unfamiliar  or 
which  have  high  crime  rates.  Again, 


attempt  to  send  youth  only  to  areas 
with  which  they  are  comfortable. 
Make  all  visits  during  the  day,  after 
school  hours,  or  on  weekends  when 
youth  are  normally  present. 

Community  education 
Community  education  is  an  essen- 
tial component  to  any  effort  to  re- 
duce the  illegal  sale  of  cigarettes 
and  other  tobacco  products  to  mi- 
nors. The  goal  is  not  to  attack  mer- 
chants, but  to  gain  their  cooperation 
and  compliance  with  state  law. 

Merchant  education 
Merchant  education  is  an  important 
first  step  in  using  the  data  obtained 
during  the  compliance  check.  Ef- 
forts to  achieve  voluntary  compli- 
ance through  merchant  education 
before  considering  a more  aggres- 
sive, punitive  approach  are  essen- 
tial to  earning  the  cooperation  of 
vendors  to  reduce  illegal  sales  to  mi- 
nors. Equally  important  is  the  fact 
that  it  allows  merchants  to  change 
their  business  practices  without  the 
immediate  threat  of  punishment. 

Managers  of  all  sites  included  in 
the  sample  should  be  contacted  di- 
rectly (in  person  or  by  letter)  and 
informed  of  the  survey  results.  Be 
certain  to  reinforce  any  sites  which 
complied  with  the  law.  For  those 
who  did  not,  attempt  to  present  an 
image  of  working  alongside  instead 
of  against  them  in  a community  ef- 
fort to  curtail  youth  access  to  to- 
bacco. Offer  to  provide  them  details 
about  how  they  can  come  into  com- 
pliance with  the  law.  Ask  for  their 
ideas  about  making  it  easier  for  re- 
tailers to  comply.  Let  them  know 
how  the  survey  results  will  be  used 
(eg,  no  specific  sites  will  be  released 
unless  they  allow  minors  to  pur- 
chase cigarettes  at  a future  follow- 
up compliance  check). 

Managers  of  all  sites  not  included 
in  the  survey  should  be  sent  a letter 
outlining  the  results  and  enlisting 
their  participation  in  the  commu- 
nity effort.  Let  them  know  they  may 
be  included  in  the  next  compliance 


check  (to  be  held  at  some  unspeci- 
fied future  date),  and  that  you  hope 
they  will  help  improve  the  results  at 
that  time.  Again,  ask  for  their  input. 

The  news  media 

Media  attention  can  provide  critical 
reinforcement  of  merchant  educa- 
tion, while  also  furthering  public 
awareness  and  educating  various 
community  groups  about  the  prob- 
lem of  youth  access. 

Depending  on  the  media  in  the 
community,  either  prepare  a news 
release  and  contact  the  media  per- 
sonally, or  conduct  a press  confer- 
ence announcing  the  results.  In 
addition  to  gaining  community  and 
media  attention,  the  news  release  or 
press  conference  can  be  designed  to: 

• Legitimize  the  campaign  by  high- 
lighting the  broad  base  of  com- 
munity support  for  the  project. 

• Reward  the  minors  for  their  par- 
ticipation. 

• Motivate  coalition  members  to 
continue  their  involvement  in  the 
project. 

Some  studies  elect  to  keep  the 
results  out  of  the  hands  of  the  mer- 
chants until  just  prior  to  the  media 
contact.  This  tactic  is  taken  to  pre- 
vent merchants  from  "scooping"  the 
study's  findings  by  announcing  a 
program  of  their  own  or  diverting 
the  issues  planned  for  the  media 
coverage. 

The  media  are  often  especially 
interested  in  hearing  the  minors  talk 
about  their  experiences  in  purchas- 
ing tobacco.  As  television  is  a visual 
medium,  plan  on  providing  plenty 
for  the  cameras  to  focus  in  on,  such 
as  including  a punchbowl  filled  with 
the  packages  of  cigarettes  sold  to  the 
minors,  T-shirts  worn  by  the  minors 
which  have  the  project  name  and 
logo  on  them,  and  anti-smoking 
posters  mounted  on  the  walls. 

To  further  legitimize  the  cam- 
paign and  to  show  a broad  base  of 
support,  ask  local  and  state  digni- 
taries to  make  short  presentations  in 
support  of  your  project.  For  example, 
a member  of  the  county  board  of 
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supervisors  or  city  council  may 
present  the  project  with  a resolution 
of  commendation,  state  legislators 
may  speak  of  their  support  of  the 
project,  and  representatives  from 
local  organizations  may  pledge  their 
time,  money,  and  support. 

Post-test 

Although  optional,  a follow-up  sur- 
vey can  help  to  keep  community 
attention  focused  on  the  problem  of 
youth  access  to  tobacco.  Most  post- 
tests are  conducted  at  3,  6 or  12 
months  following  the  initial  survey. 
The  protocol  should  be  identical  to 
the  earlier  study. 

Some  studies  elect  to  release  the 
names,  locations,  and  compliance 
results  of  sites  included  in  the  post- 
test. The  rationale  is  that  they  were 
given  fair  warning  and  failed  to 
cooperate  voluntarily  and  that 
stricter  means  were  necessary  to  gain 
compliance. 

Alternative  measures 
If  efforts  to  conduct  an  undercover 
buying  operation  fail  because  of  the 
strong  objections  of  local  law  en- 
forcement officials,  there  are  alter- 
native data  collection  methods; 

Teen  surveys.  Questionnaires  or  per- 
sonal interviews  with  teenagers, 
conducted  at  schools  or  clubs,  which 
will  provide  information  on  the 
perceived  availability  of  tobacco,  as 
well  as  their  experiences  with  at- 
tempted purchases. 

Adult  surveys.  Surveys  by  phone  or 
in  person  to  assess  the  attitudes  and 


beliefs  about  illegal  sales;  these  sur- 
veys can  also  give  you  valuable  in- 
formation about  a person's  opinion 
on  enforcement  or  topics  you  may 
propose  in  ordinances. 

Store  obsenmtions.  The  surveillance 
of  tobacco  merchants  and  vending 
machines  to  record  exchanges  be- 
tween youngsters  and  merchants. 

Citizen  complaints.  If  an  adult  wit- 
nesses the  purchase  of  tobacco  by  a 
known  minor  and  provides  that  in- 
formation to  the  local  police  depart- 
ment, they  may  issue  a citation  based 
on  the  citizen  complaint. 

Conclusion 

Enacting  laws  which  limit  youth 
access  to  tobacco  is  an  important 
first  step  in  reducing  the  number  of 
children  who  smoke  cigarettes.  Citi- 
zens, health  care  providers,  and 
community  leaders  can  work  to- 
gether to  improve  the  enforcement 
of  these  important  laws. 
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Physicians'  attitudes  toward  nursing  home 
practice  in  Milwaukee 


Richard  S.  Kane,  MD,  Milwaukee 

IN  OUR  COUNTRY,  personal  physi- 
cians generally  do  not  follow 
their  patients  once  they  move  to  a 
nursing  home  (NH).  The  majority  of 
physician  care  is  provided  by  doc- 
tors selected  by  NH  administrators.’ 
Some  physicians  will  follow  NH  resi- 
dents only  if  the  patients  are  brought 
to  their  offices. 

Information  on  physicians'  atti- 
tudes toward  nursing  home  prac- 
tice is  scarce.  There  have  been  sev- 
eral surveys  which  look  at  why 
physicians  did  not  make  nursing 
home  visits.  A 1978  national  survey 
cited  low  reimbursement,  excessive 
administrative  requirements,  and 
depressing  patient  mix  as  reasons  a 
majority  of  primary  care  physicians 
would  not  go  to  nursing  homes. ^ A 
1986  Michigan  survey  cited  too  few 
NH  residents  in  the  practice,  exces- 
sive paperwork,  payment  delays, 
low  reimbursement,  and  inconven- 
ient location.^  Lastly,  reasons  for  non- 
participation cited  in  a 1987  Minne- 
sota survey  were  too  few  patients, 
inconvenience,  excessive  paper- 
work, and  low  reimbursement.^ 
There  is  a scarcity  of  literature 
pertaining  to  the  attitudes  of  attend- 
ing physicians  who  actually  prac- 
tice in  NHs.  A recent  survey  of  NH 
medical  directors,  released  by  the 
American  Medical  Directors  Asso- 
ciation, suggests  that  there  is  a prob- 
lem; 51%  of  the  respondants  said 
they  had  seen  at  least  a 10%  de- 
crease in  the  number  of  attending 
physicians  in  NH,  while  another  21% 
said  they  had  seen  at  least  a 20% 
decrease  or  more.  Cited  as  barriers 
to  attracting  and  maintaining  phy- 
sicians in  NHs  were  inadequate  com- 
pensation (78%),  excessive  paper- 
work (74%),  the  regulatory  environ- 
ment (62%),  and  delays  in 
compensation  (56%).^ 


In  the  current  study,  a survey 
was  sent  to  all  primary  care  physi- 
cian members  of  the  Medical  Soci- 
ety of  Milwaukee  County.  Physi- 
cians were  asked  if  they  intended  to 
change  their  NH  practice  and  why. 
Reasons  for  avoiding  NH  practice, 
if  any,  were  sought  from  those  doc- 
tors not  attending  in  NHs.  Of  those 
responding,  almost  50%  of  NH  at- 
tending physicians  planned  to  de- 
crease their  NH  involvement.  Poor 
reimbursement,  too  many  telephone 
calls,  too  much  paperwork,  and  loss 
of  physician  authority  were  cited  as 
reasons. 

Methods 

Milwaukee  County  has  70  licensed 
long  term  care  facilities,  with  10,427 
beds,  serving  a county  population 
of  961,841.  As  of  Jan  1, 1991, 10,273 
of  these  beds  were  staffed  and  9,575 
were  occupied  (source:  Wisconsin 
Division  of  Health  Statistics).  As  of 
April  1992,  the  Medical  Society  of 
Milwaukee  County  lists  869  paid 


members  in  the  primary  care  areas 
of  internal  medicine,  general  prac- 
tice, family  practice,  and  general  sur- 
gery. Surveys  were  mailed  to  each 
of  these  members. 

The  survey  consisted  of  seven 
questions  identifying  training,  year 
of  graduation.  Medicare  assignment, 
and  size  of  NH  practice,  if  any. 
Members  were  asked  if  they  in- 
tended to  alter  the  size  of  their  NH 
practice  and  why.  A list  of  reasons 
was  offered  in  a check-off  format. 
Space  for  additional  comments  was 
provided. 

To  obtain  a more  precise  measure 
of  the  percent  of  NH  attending 
physician  responders,  all  NHs  in 
Milwaukee  County  were  contacted. 
A list  of  all  the  NH  attending  physi- 
cians in  each  facility  was  requested. 
All  of  the  facilities  complied,  and  a 
complete  list  of  491  physicians  was 
compiled.  Some  of  these  physicians 
see  their  nursing  home  patients  in 
their  offices,  rather  than  visiting  the 
facilities. 


Table  1.— Physicians  attending  and  not  attending  nursing  homes,  by  intent. 


Internists 

Family 

Practice 

General 

Practice 

Total 

Total  responding 

152 

85 

27 

264 

Yes,  nursing  home 

J6  (57%) 

57  (67%) 

17(63%) 

160  (61  %1 

primary  attending 

152 

85 

27 

264 

No,  not  a nursing  home 

^(43%) 

28  (33%) 

10  (37%) 

104  (39%) 

attending 

152 

85 

27 

264 

No,  intentionally 

(62%) 

66 

18  (64%) 
28 

9 (90%) 

10 

^ (65%) 
104 

No,  unintentionally 

25  (38%) 
66 

10(36%) 

28 

1(10%) 

10 

16  (35%) 
104 
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Table  2 

Decision  to  change  practice  size  by  current  practice  size 

and  training. 

Size  of  NH  Practice 

No  decision 

Decision 

Decision 

(#  of  patients) 

to  change 

to  increase 

to  decrease 

Total 

1-10 

Int 

17 

1 

16 

34 

FP 

14 

0 

11 

25 

Gen 

1 

0 

4 

5 

Total 

32 

1 

31 

64  (40%) 

11-25 

Int 

5 

2 

13 

20 

FP 

5 

2 

4 

11 

Gen 

3 

1 

1 

5 

Total 

13 

5 

18 

36  (22%) 

26-50 

Int 

11 

2 

6 

19 

FP 

2 

0 

7 

9 

Gen 

2 

0 

0 

2 

Total 

15 

2 

13 

30  (19%) 

51-100 

Int 

2 

1 

1 

4 

FP 

2 

1 

6 

9 

Gen 

1 

2 

0 

3 

Total 

5 

4 

7 

16  (10%) 

>100 

Int 

1 

3 

5 

9 

FP 

0 

1 

2 

3 

Gen 

1 

0 

1 

2 

Total 

2 

4 

8 

14  (9%) 

Total 

Int 

36 

9 

41 

86 

FP 

23 

4 

30 

57 

Gen 

8 

3 

6 

17 

Total 

67  (42%) 

16  (10%) 

71  (48%) 

160 

Results 

Of  the  869  mailed  questionnaires, 
297  (34%)  were  returned  completed 
after  a single  mailing.  Of  these,  33 
indicated  they  were  non-primary 
care  surgeons  and  were  excluded. 
Of  the  remaining  264, 160  indicated 
that  they  were  NH  attending  physi- 
cians, while  104  did  not  attend  NH 
residents.  Only  247  of  the  869  mailed 
questionnaires  were  sent  to  physi- 
cians on  the  compiled  list  of  491  Mil- 
waukee County  NH  attending  phy- 
sicians. The  160  responses  from  these 
247  NH  attending  physicians  repre- 
sent a response  rate  of  65%. 

Table  1 shows  the  breakdown  by 
training  of  the  264  primary  care 
physicians:  152  internists,  85  family 
practitioners,  and  27  general  practi- 
tioners. Of  the  264,  61%  said  they 
were  NH  attending  physicians.  Of 
the  104  non-NH  attending  physi- 
cians, 65%  said  they  intentionally 
avoided  NH  practice. 

Of  the  160  NH  attending  physi- 
cians, 10%  reported  their  intention 
to  increase  the  size  of  their  NH  prac- 
tice, 48%  reported  their  intention  to 
decrease  the  size,  and  42%  reported 
no  intent  to  change.  Table  2 breaks 
down  the  responders  by  size  of  NH 
practice,  training,  and  intent  to 
change  NH  practice  size.  Neither 
existing  NH  practice  size  nor  train- 
ing appears  to  have  an  influence  on 
the  intent  to  change  the  practice  size. 

Table  3 sorts  the  responders  by 
decade  of  graduation  from  medical 
school.  Of  the  160  NH  attending 
physicians,  157  gave  their  year  of 
graduation.  The  data  demonstrates 
a trend  that  the  older  the  physician, 
the  less  likely  he  or  she  is  to  make  a 
decision  to  decrease  the  size  of  their 
NH  practice. 

The  77  physicians  intent  on  de- 
creasing their  NH  practice  were 
asked  what  reasons  influenced  their 
decisions.  Nine  reasons  were  offered 
in  a check-off  format.  If  any  one 
reason  was  primarily  responsible, 
they  were  to  mark  two  checks.  Table 
4 shows  the  responses.  Only  38% 
gave  primary  reasons.  Of  these,  45% 


cited  poor  reimbursement,  and  38% 
cited  too  many  telephone  calls.  When 
looking  at  the  cumulative  reasons 
for  decreasing  NH  practice,  poor  re- 
imbursement and  too  many  tele- 
phone calls  each  were  cited  by  81  % 
responders.  The  volume  of  paper- 
work influenced  the  decision  of  71%, 
and  44%  felt  there  were  too  many 
restrictions  on  their  authority  to 
practice  as  they  wished.  A small 
number,  27 %,  were  too  busy  in  other 
aspects  of  their  practice  and  appar- 
ently felt  their  NH  practice  was  more 
expendable. 

Sixty-eight  primary  care  physi- 
cians stated  they  intentionally 
avoided  NH  practice  and  gave  much 
the  same  reasons:  70%  cited  poor 
reimbursement;  70%  too  many  tele- 


phone calls;  63%  too  much  paper- 
work; and  28%  too  busy  in  other 
aspect  of  practice.  Only  18%  of  these 
cited  lack  of  authority  as  reason  for 
avoiding  NH  practice. 

Only  10%  of  the  responding  NH 
attending  physicians  consciously 
decided  to  increase  their  NH  prac- 
tice. Five  reasons 

were  offered  in  a check-off  format 
(Table  5).  Nine  responded  with  pri- 
mary reasons:  3 cited  no  one  else 
available;  2 needed  the  patients;  2 
felt  duty-bound  to  care  for  this 
group;  1 enjoyed  NH  practice;  and  1 
listed  other.  Cumulative  responses 
of  these  16  physicians  showed  50% 
felt  duty-bound  to  see  NH  patients, 
44%  enjoyed  this  practice,  38%  found 
Continued  on  next  page 
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Table  3.— Intent  to  change  size  of  nursing  home  practice  by  year  of  gradu- 
ation 


All  NHAP 

Total 

No  decision 
to  change 

Decision 
to  increase 

Decision  to 
decrease 

1931-40 

3 

1 (33%) 

1 (33%) 

1 (33%) 

1941-50 

6 

3 (50%) 

1 (17%) 

2 (33%) 

1951-60 

37 

18  (49%) 

4(11%) 

15  (40%) 

1961-70 

28 

13  (46%) 

1 ( 4%) 

14  (50%) 

1971-80 

34 

10  (29%) 

3(  9%) 

21  (62%) 

1981-90 

49 

21  (43%) 

6 (12%) 

22  (45%) 

Total 

157 

67  (42%) 

16  (10%) 

77(48%) 

Table  4.— Reasons  for  decreasing  or 

avoiding  nursing  home  practice. 

Reasons 

No  NH 
intentionally 
or  decision  to 
decrease 
(145) 

Prime  Cumulative 

No  NH 
patients 
intentionally 
(68) 

Prime  Cumulative 

Decision  to 

decrease 

(77) 

Prime  Cumulative 

Reimbursement 

23 

110 

10 

48 

13 

62 

Paper  work 

1 

98 

0 

43 

1 

55 

Phone  calls 

18 

110 

7 

48 

11 

62 

Fear  of  liability 

0 

19 

0 

10 

0 

9 

No  authority 

1 

46 

0 

12 

1 

34 

Conflict  with 
Administrator 

0 

13 

0 

6 

0 

7 

Conflict  with 
Medical 
Director 

0 

7 

0 

2 

0 

5 

Discomfort 
with  death 

1 

2 

1 

1 

0 

1 

Too  busy 

3 

40 

2 

19 

1 

21 

Other 

13 

37 

11 

19 

2 

18 

Continued  from  preceding  page 
no  other  physicians  available,  and 
31  % needed  the  patients. 

Of  the  256  responding  primary 
care  physicians,  68%  always  ac- 
cepted Medicare  assignment,  27% 
accepted  it  some  of  the  time,  and  5% 
never  accepted  Medicare  assign- 
ment. 

Only  92  of  the  256  physicians 
submitted  voluntary  comments. 
Fifty  made  negative  comments  about 
telephone  call,  paperwork,  regula- 
tions, and  lack  of  authority:  39  criti- 
cized reimbursement  levels;  18  made 
neutral  factual  statements  about 
their  practice;  9 stated  they  enjoyed 
NH  practice  despite  the  negative 
influences;  while  only  one  expressed 
dislike  of  dealing  with  elderly  NH 
patients. 

Discussion 

The  response  rate  of  NH  attending 
physicians  in  this  survey  is  65%, 
compared  to  a 22%  response  rate 
from  non-NH  physicians.  The  dif- 
ferences in  response  rates,  along  with 
the  negative  views  expressed  by  NH 
physicians  in  their  comments,  sug- 
gest a strong  emotional  reaction  to 
the  survey  topic. 

In  the  late  1980s,  decreases  in 
reimbursement,  from  both  federal 
and  state  governments,  have  oc- 
curred. Wisconsin  changed  the 
Medicaid  rules  so  that  the  20%  Medi- 
care coinsurance  was  no  longer 
covered  for  many  procedure  codes, 
including  NH  visits.  This  resulted 
in  an  annual  decrease  in  reimburse- 
ment for  these  codes  of  about  15% 
(not  fully  20%,  because  deductibles 
were  still  covered).  More  recently. 
Medicare  instituted  the  RBRVS 
payment  system,  which  resulted  in 
even  more  significant  decreases  for 
many  NH  visits.^ 

Prior  to  these  cuts,  reimbursement 
for  NH  visits  was  already  among 
the  lowest  of  all  procedures.  The 
76%  who  cited  poor  reimbursement 
as  a reason  to  decrease  or  avoid  NH 
practice  is  evidence  of  the  wide- 
spread unhappiness  with  the  rates. 


While  RBRVS  was  designed  to  be 
budget  neutral  for  the  government, 
the  government  felt  it  could  decrease 
physician  payments.  Physicians 
were  expected  simply  to  see  more 
patients  to  maintain  their  incomes. 
If  physicians  feel  their  services  are 
inadequately  rewarded,  they  may 
seek  easier  ways  to  get  satisfactory 
reimbursement,  such  as  "practice 
mills,"  or  by  ceasing  to  provide  the 
poorly  rewarded  service,  if  possible, 
as  implied  by  the  responses  to  this 
survey.  Only  a small  number  indi- 


cated they  needed  the  patients.  One 
can  reasonably  guess  that,  when  they 
do  get  busier,  their  NH  practice  will 
be  cut  first. 

Telephone  calls  and  paperwork 
are  the  other  most  frequent  causes 
cited  after  poor  reimbursement,  76% 
and  68%  respectively.  From  the 
many  comments,  excessive  tele- 
phone calls  are  highly  disturbing. 
Nursing  staff  often  call  physicians 
to  notify  them  of  any  resident  condi- 
tion change  or  incident,  even  trivial 
ones,  for  either  regulatory  or  risk 
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Table  5.~Reasons  for  increasing  nursing  home  practice. 

Physicians  increasing  NH 
practice  (16) 

Prime 

Cumulative 

Reimbursement 

0 

1 

Enjoy  NH  practice 

1 

7 

Feel  duty  bound 

2 

8 

No  one  else  available 

3 

6 

Need  the  patients 

2 

5 

Other 

1 

1 

management  reasons. 

Excessive  paperwork  has  two 
separate  aspects:  billing  and  regula- 
tory requirements.  Frequent  Medi- 
care and  Medicaid  rejections  com- 
poxmd  the  frustrations  of  insurance 
billing  for  relatively  small  reim- 
bursement. 

Regulatory  requirements  add  to 
the  bulk  of  paperwork.  Physicians 
are  responsible  for  signing  their 
orders  and  writing  progress  notes,  a 
task  too  many  do  poorly.  They  must, 
however,  also  review  and  sign 
monthly  therapy  progress  reports. 
Doctors  are  technically  held  respon- 
sible for  the  total  plan  of  care,  a 
multi-paged,  interdisciplinary  docu- 
ment for  each  patient.  In  addition, 
each  of  the  many  telephone  calls  can 
generate  multiple  telephone  orders, 
which  need  to  be  signed.  For  physi- 
cians with  large  NH  practices,  all 
this  paperwork  can  involve  literally 
hundreds  of  pages  per  month  of 
nonreimbursed  effort. 

Of  physicians  decreasing  their 
NH  practice,  44%  cited  lack  of  au- 
thority. This  is  a reflection  of  the 


increasing  regulatory  environment 
of  NHs.  Regulations  stem  from  a 
process  that  involves  a wide  range 
of  nonclinical  considerations,  such 
as  budgets,  political  influence,  preju- 
dice, myths,  publicity,  and  votes. 
OBRA  '87  and  other  recent  legisla- 
tion were  enacted  to  compel  physi- 
cians providing  NH  care  to  be  more 
comprehensive  in  that  care.  These 
laws  defined  specific  responsibili- 
ties for  NH  attending  physicians. 
While  their  real  mandate  for  most 
physicians  is  an  improvement  in 
their  documentation,  they  are  per- 
ceived, rightly  or  wrongly,  by  many 
physicians  as  encroachments  on  their 
authority  to  practice  the  way  they 
feel  is  proper.  This  is  because  nurs- 
ing staff,  to  avoid  receiving  viola- 
tions from  regulatory  agencies,  will 
confront  physicians  if  proper  docu- 
mentation for  certain  problems  is 
lacking. 

Conclusion 

Physicians  generally  consider  nurs- 
ing home  practice  a low  priority 
compared  to  other  aspects  of  their 


practices.  Factors  leading  to  a nega- 
tive view  in  the  minds  of  Milwau- 
kee County  physicians  are  similar  to 
those  expressed  in  surveys  in  other 
areas.  These  include  low  reimburse- 
ment, frequent  office  interruptions, 
excessive  paperwork,  and  a sense  of 
loss  of  authority.  The  problem  of 
quality  physician  involvement  must 
be  viewed  from  new  perspectives. 
An  increase  in  reimbursement  is  only 
part  of  the  solution.  Laws  and  regu- 
lations which  increase  physicians' 
time  commitments  without  reim- 
bursement and  which  are  perceived 
as  intrusions  to  the  physicians  au- 
thority appear  only  to  be  driving 
doctors  away  from  nursing  homes. 
Creative  solutions  addressing  the 
negative  factors  identified  in  this 
survey  are  needed  to  promote  en- 
thusiastic and  quality  medical  care 
for  nursing  home  residents. 
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“Nah, 

I’ve  smoked 
for  / 
30  years. 
It’s  too  late!’ 


“I’ve  tried  a 
million  time, 
but  I just 


cant. 


“What  difference  does 
it  make?  I’m  already 
52  years  old” 


“It’s  one  of  the 
few  pleasures 
I have  left!’ 


“I’ve  got. 
other  things 
to  worry  about!’ 


quit 


n^Yt 


“I’ll  quit 
next  year.” 


The  damagi 
is  done” 


They  know  why  they  can’t. 
Now  tell  them  how  they  can. 


Too  many  older  smokers  are  still  making  excuses  instead  of  making  a detennination  to 
c|uit.  And  while  most  of  them  know  about  the  more  common  long  term  ellects  of  smoking, 
far  too  few  of  them  know  the  facts  about  the  immediate  health  benefits  of  quitting. 

As  a doctor,  you  can  play  a unique  role  in  getting  your  older  patients  who  smoke  to  quit  for 
good.  Take  a little  extra  time  and  educate  your 
patients  about  the  immediate  benefits  of  quitting. 

Like  a decreased  nsk  of  heart  attacks  and 
strokes.  Improved  circulation.  And  most  of  all, 
the  years  they  can  add  to  their  lives. 

So  listen  to  their  reasons  for  not  quitting, 
then  go  ahead  and  give  them  the  tacts. 


For  a free  copy  of  "Clinical  Opporluniliesfor  Smoking  Inlervcntion: 
A Guide  for  the  Busy  Physician!’  complete  the  form  below. 

I” Mail  to; 

The  National  Heart,  Lung,  and  Blood  Institute 
Information  Center 

4733  Bethesda  Avenue, Suite  530,  Bethesda,  MD  20814 
(301)951-3260 


Name. 


Let  them  know: 
it’s  never  too  late  to  quit 


Spmuhy, 

Address- 


US.  Department  of  Health  & Human  Services 
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Phyisician  briefs 


The  * indicates  a member  of  the  SMS. 

Elizabeth  Davis,  MD*,  Daniel 
Holliman,  MD*,  Robert  Rosen, 
MD*,  and  Terrance  Scheid,  MD*, 
have  joined  Newtowne  Medical 
Group  in  Milwaukee.  Dr  Davis,  an 
internist,  completed  her  residency 
at  the  Medical  College  of  Wisconsin. 
Dr  Holliman  served  his  internship 
and  residency  at  Fitzsimmons  Army 


Medical  Center  in  Denver.  He  is  also 
an  internist.  Dr  Rosen  served  a 
combined  residency  in  internal 
medicine  and  pediatrics  at  Bayside 
Medical  Center.  He  is  board  certi- 
fied in  pediatrics.  Dr  Scheid  is  board 
certified  and  a fellow  of  the  Ameri- 
can College  of  Obstetrics  and  Gyne- 
cology. 

Gholi  Darien,  MD*,  has  been  named 


co-medical  director  of  CNR  Health, 
Inc,  in  Milwaukee.  Dr  Darien  join 
Allan  Luck,  MD*,  in  directing  case 
management  activities  at  CNR 
Health.  The  physicians  will  oversee 
a panel  of  17  medical  consultants, 
eight  nurses,  and  the  providing  di- 
rector for  CNR's  quality  assessment 
program.  Dr  Darien,  an  internist, 
currently  serves  as  an  associate  clini- 
Continued  on  next  page 
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WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  Health  Professions 
Toll  Free 
1-800-423-USAF 


Wisconsin  Medical  Journal  • April  1993 


213 


Continued  from  preceding  page 
cal  professor  of  medicine  at  the 
Medical  College  of  Wisconsin.  Dr 
Luck  is  a psychiatrist. 

James  Esswein,  MD*,  has  been 
named  chair  of  the  Wisconsin  MEB. 
Dr  Esswein  was  first  appointed  to 
the  board  by  Gov  Tommy  Thompson 
in  1989.  Dr  Esswein  practices  medi- 
cine at  Midelf ort  Clinic  Ltd. 

Mary  Giorlando,  MD*,  a family 
practice  physician,  has  joined 
Midelfort  Clinic-Barron.  Dr 
Giorlando,  who  is  board  certified  in 
family  practice,  received  her  medi- 
cal degree  from  the  Autonomous 
University  of  Guadalajara,  Mexico. 
She  was  chief  resident  while  com- 
pleting her  medical  residency  at 
Southside  Hospital  in  Bay  Shore, 
NY.  She  has  also  served  as  a clinical 
instructor  in  the  Department  of 


Eamily  Medicine  at  the  State  Uni- 
versity of  New  York  at  Stony  Brook. 
Dr  Giorlando  is  completing  work 
on  a masters  degree  in  family  coun- 
seling at  UW-Stout. 

Thomas  Harding,  MD,  has  been 
named  the  recipient  of  the  Ameri- 
can Psychiatric  Association's  third 
annual  Nancy  C.A.  Roeske,  MD, 
Certificate  for  Excellence  in  Medical 
Education.  Dr  Harding  is  an  assis- 
tant clinical  professor  of  psychiatry 
and  mental  health  sciences  at  the 
Medical  College  of  Wisconsin,  and 
director  of  psychiatric  crises  serv- 
ices at  the  Milwaukee  County  Men- 
tal Health  Complex. 

J.  Timothy  Harrington  Jr,  MD,  and 
Jane  Zelenski,  DO*,  have  joined 
the  medical  staff  at  Fort  Atkinson 
Memorial  Hospital.  Dr  Harrington 
received  his  medical  degree  from 


the  University  of  Wisconsin.  He 
completed  an  internal  medicine 
residency  at  Massachusetts  General 
Hospital  in  Boston  and  Parkland  Me- 
morial Hospital  in  Dallas.  His  fel- 
lowship in  rheumatology  was  com- 
pleted at  the  University  of  Texas 
Southwestern  Medical  School.  He 
practices  at  Physicians  Plus  in 
Madison  and  serves  as  a clinical 
professor  for  the  UW  Medical  School. 
Dr  Zelenski  received  her  medical 
degree  from  Oklahoma  State  Uni- 
versity's College  of  Osteopathic 
Medicine  in  Tulsa.  She  completed 
her  residency  at  Botsford  General 
Hospital  in  Farmington  Hills,  Mich, 
and  a rheumatology  fellowship  at 
the  Cleveland  Clinic  Foundation  in 
Ohio.  She  is  board  certified  in  inter- 
nal medicine  and  rheumatology  and 
also  practices  with  Physicians  Plus. 

Mark  C.  Moore,  MD*,  of  Madison, 


Family  Uludicinc 


A Premier 
Group  Practice. 

A Quality  of  Life 
Second  To  None. 

At  Marshfield  Clinic,  a 400-physician  multi-specialty 
practice,  you’ll  experience  an  ideal  balance  between 
professional  and  clinical  excellence  and  superior  quality 
of  life.  As  a physician  with  Marshfield  Clinic  in 
Minocqua  or  Rice  Lake,  Wisconsin,  you  will  find  a 
friendly,  relaxed  but  industrious  community  focused  on 
family.  Plus,  you’ll  enjoy  the  best  that  mother  nature  has 
to  offer  year  ‘round,  while  practicing  with  one  of  the 
most  respected,  and  highly  recognized  group  practices  in 
the  nation. 

If  this  perfect  combination  appeals  to  you,  please 
contact  David  Draves  at  1-800-782-8581,  ext.  7-5376. 

MARSHFIELD  CLINIC 

1000  North  Oak  Avenue 
Marshfield,  WI  54449 

EOE/AAM/F/H/V 


“Silent  Auction  Benefit** 

Medical  Artifacts  and  Collectibles 

Wednesday,  April  14th  — 6:00  - 9:00  pm 
Iowa  Room  — Radisson  Hotel 

Thursday,  April  15  th  — 9:00  am-  11:00  am 
Zielke  Room  B — La  Crosse  Center 

Refreshments  will  be  sponsored  by 
Physicians  Insurance  Company  of  Wisconsin. 

Final  bids  must  be  received  by  Thursday  at  1 1:00  am. 
Items  must  be  picked  up  by  Thursday  noon. 

All  proceeds  will  benefit  the 
Fort  Crawford  Medical  Museum. 
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has  been  certified  as  a specialist  in 
occupational  medicine  by  the  Ameri- 
can Board  of  Preventive  Medicine. 
Dr  Moore  joined  Dean  Medical 
Center  in  Jime  1992. 

Robbin  Papendick,  DO*,  has  been 
named  occupational  medicine  phy- 
sician for  General  Motors  in 
Janesville.  Dr  Papendick  earned  her 
medical  degree  from  the  University 
of  Osteopathic  Medicine  and  Health 
Sciences  in  Des  Moines,  Iowa.  She 
served  her  residency  at  Northwest- 
ern General  Hospital  in  Milwaukee, 
practiced  emergency  medicine  at 
Watertown  Memorial  Hospital,  and 
most  recently,  practiced  occupa- 
tional medicine  in  Wichita,  Kan. 

Sushrut  Patel,  MD*,  a physician  at 
Beloit  Memorial  Hospital,  recently 
was  board  certified  in  pulmonol- 
ogy. Dr  Patel  earned  his  board  certi- 
fication in  internal  medicine  in  1989. 
He  is  a graduate  of  Baroda  Medical 
College  in  Baroda,  India.  He  com- 
pleted his  internship  and  residency 
at  the  Ravenswood  Hospital  Medi- 
cal Center  in  Chicago.  Dr  Patel 
completed  a fellowship  in  pulmo- 
nary and  critical  care  medicine  at 
the  Medical  College  of  Wisconsin. 

Mercedes  Schaafsma,  DO,  has  been 
recruited  to  join  the  medical  staff  at 
Berlin  Memorial  Hospital.  Dr 
Schaafsma,  a family  physician, 
earned  her  medical  degree  from  the 
Texa  College  of  Osteopathic  Medi- 
cine. Dr  Schaafsma  is  now  complet- 
ing a 3-year  residency  in  family 
medicine  at  Baylor  College  of  Medi- 
cine in  Houston. 

Marcia  Wirt,  MD,  and  Franklin  H. 
Blackmer,  MD,  have  joined  the 
Marshfield  Clinic.  Dr  Wirt,  a pedia- 
trician, will  be  working  at  the 
Marshfield  Clinic-Chippewa  Cen- 


ter. Dr  Wirt  earned  her  medical 
degree  from  Rush  Medical  College 
in  Chicago.  She  served  her  residency 
in  pediatrics  and  completed  a fel- 
lowship in  pediatric  rheumatology 
at  Children's  Hospital  in  Los  Ange- 
les. Dr  Blackmer,  a radiologist, 
earned  his  medical  degree  from  the 
University  of  Colorado  School  of 
Medicine.  He  served  a residency  in 
general  radiology  at  Boston  City 
Hospital  in  Massachusetts  and 
completed  a fellowship  in  angiogra- 
phy at  University  Hospital  in  Bos- 
ton. Dr  Blackmer  will  practice  medi- 
cine at  the  Marshfield  Clinic-Ladys- 


mith  Center. 

William  E.  Yanke,  MD*,  an  inter- 
nist at  Marshfield  Clinic-Park  Falls 
Center,  has  been  elected  to  fellow- 
ship in  the  American  College  of 
Physicians.  Dr  Yanke  earned  his 
medical  degree  from  the  Medical 
College  of  Wisconsin  and  completed 
an  internal  medicine  residency  at 
the  University  of  Minnesota  Affili- 
ated Hospitals  in  Minneapolis.  He 
began  practicing  medicine  in  Park 
Falls  in  1984.  He  is  board  certified  in 
geriatrics  and  internal  medicine. ❖ 
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County  society  news 


Brown.  The  Brown  County  Medical 
Society  met  in  Green  Bay  March  11, 
1993,  at  the  Holiday  Inn  Executive 
Center.  The  speaker  was  Roger  Von 
Heimburg,  MD,  who  spoke  on  Wis- 
consin Care.  New  members  accepted 
include  Robert  Mead,  MD,  Thomas 
Marshall,  MD,  and  Thomas  Smith, 
MD. 

Dane.  The  Dane  County  Medical 
Society  accepted  Sharon  Gordon, 
MD,  and  Kent  Hartung,  MD,  as  new 
members. 

Door-Kewaunee.  Charles  M.  Kuhn, 
MD,  has  been  accepted  as  a member 
of  the  Door-Kewaunee  County 
Medical  Society. 

Douglas.  The  Douglas  County 


Medical  Society  has  accepted 
Stephen  Peterson,  MD,  into  mem- 
bership. 

Grant.  Robert  James  Smith,  MD,  was 
accepted  into  membership  in  the 
Grant  County  Medical  Society  at  its 
meeting  Feb  23, 1992. 

Kenosha.  The  following  physicians 
were  approved  for  membership  in 
the  Kenosha  County  Medical  Soci- 
ety: James  J.  Kambol,  MD;  Jeanette 
C.  Kinsey,  MD;  Joel  P.  Carroll,  MD; 
Michael  J.  Nelson,  MD;  and  Karl  B. 
Scheldt,  MD. 

Milwaukee.  The  following  physi- 
cians were  accepted  to  membership 
in  the  Milwaukee  County  Medical 
Society:  Carrie  E.  Angus,  MD;  Paul 


M.  Arnold,  MD;  Timothy  R.  Coo- 
per, MD;  Richard  J.  Fitzpatrick,  DO; 
Bradley  A.  Johnson,  MD;  Bruce  B. 
Kadz,  MD;  Sumner  T.  McAllister, 
MD;  June  C.  Moldvan,  MD;  Marc  A. 
Olsen,  MD;  Mark  D.  Plumb,  MD; 
Ma  Remedios  Quejado-Baylon,  MD; 
Albert  B.  Ross,  Jr.,  MD;  Randall  R. 
Rowlett,  MD;  Terrance  M.  Scheid, 
MD;  Mark  S.  Skier,  MD;  William  G. 
Smith,  DO;  Gulay  A.  Uygur,  MD; 
Barbara  D.  Wilson,  MD;  and  Jeffrey 
R.  Zigun,  MD. 

Oneida-Vilas.  New  members  ac- 
cepted into  the  Oneida-Vilas  County 
Medical  Society  include:  Tomasz 
Goral,  MD;  John  G.  Nemcek,  MD; 
Nancy  J.  Wilson,  MD;  and  Joseph  C. 
Yeung,  MD. 


AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDKAL  SCHOOL 


The  U.S.  Anny  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  med' 
ical  or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibih 
ity,  pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 


CALL  COLLECT  708-54T341 1 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE! 
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Outagamie.  The  Outagamie  County 
Medical  Society  accepted  the  fol- 
lowing physicians  as  new  members: 
JoAnne  M.  Budi,  MD;  David  M. 
Ebben,  MD;  and  Westcot  G.  Krieger, 
MD. 

Racine.  New  members  accepted  into 
the  Racine  County  Medical  Society 
include:  Timothy  E.  Gundlach,  MD; 
and  Thomas  F.  Foley,  MD. 

Sheboygan.  New  members  accepted 
into  the  Sheboygan  County  Medical 


Obituaries 

Sheldon  R.  Braun,  MD,  died  Jan  13, 
1993,  in  Columbia,  Mo.  He  was  bom 
April  11, 1943,  in  Cleveland.  He  did 
his  medical  residency  and  pulmo- 
nary fellowship  at  the  University  of 
Wisconsin-Madison  and  was  an  as- 
sociate professor  at  the  pulmonary 
section  in  the  Department  of  Medi- 
cine at  the  University.  Dr  Braun  is 
survived  by  his  wife,  Katy  Braun; 
his  mother,  Rosaline  Stem  Braun;  a 
daughter,  Sheara  J.  Braun  of  Colum- 
bia; and  a son,  Joshua  S.  Braun  of 
Columbia. 

Doolittle,  John  W.,  MD,  died  Feb  8, 
1993,  in  Madison.  He  was  bom  Jan 
10, 1913,  in  Lancaster.  He  received 
his  BA  and  MD  degrees  from  the 
University  of  Wisconsin,  and  served 
his  internship  at  Missouri  General 
Hospital  in  Kansas  City.  He  served 
as  a resident  in  opthamology  at  the 
University  of  Chicago  Clinics.  Fol- 
lowing 3 years  in  the  Army,  Dr 
Doolittle  practiced  opthamology  in 
Chicago  and  Portland,  Ore.  He  came 
to  Wisconsin  in  1949  and  established 
his  private  practice  in  Madison.  He 
retired  from  private  practice  in  1979, 
but  continued  as  a consultant  for  the 


Society  include  Shirley  Y.  Godiwalla, 
MD;  H.  Marshall  Matthews,  MD; 
and  Sheila  W.  Sorkin,  MD. 

Trempealeau-Jackson-Buffalo. 
William  V.  Roberts,  MD  has  been 
accepted  into  the  Trempealeau- 
Jackson-Buffalo  County  Medical 
Society. 

Waixkesha.  Abe  F.  Goldbaum,  MD 
was  accepted  as  a new  member  of 
the  Waukesha  County  Medical 
Society.^ 


School  for  the  Visually  Handicapped 
in  Janesville.  Dr  Doolittle  was 
awarded  a citation  from  Gov  An- 
thony Earl  in  May  1983.  He  is  sur- 
vived by  his  sister,  Helen  E.  Doolittle, 
of  Madison,  and  many  cousins. 

Drozewski,  Max  F.,  MD,  died  Feb 
1 9, 1 993,  in  Milwaukee.  He  was  born 
on  June  5,  1909,  in  Milwaukee  and 
graduated  from  Marquette  Univer- 
sity. He  served  his  internship  at  St 
Joseph's  Hospital  and  his  residency 
at  St  Luke's  Hospital,  both  in  Mil- 
waukee. He  practiced  medicine  in 
Milwaukee  for  50  years  and  retired 
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in  1983.  Dr  Drozewski  was  a mem- 
ber of  the  SMS,  AMA,  and  the  Mil- 
waukee County  Medical  Society. 
Survivors  include  his  daughter, 
Patricia,  and  his  son,  Michael,  of 
Crest  Hill,  111. 

Johnson,  Francis  C.,  MD,  died  Feb 
11, 1993,  in  Wausau.  He  graduated 
from  Harvard  University  in  1936 
and  Medical  College  of  Virginia  in 
1940.  He  served  his  internship  at 
Wisconsin  General  in  Madison,  and 
joined  Dr  J.M.  Freeman  in  practice 
in  Wausau  in  1942.  He  enlisted  as  a 
Continued  on  next  page 


Tributes  to  loved  ones  can  help  others 
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Wisconsin  Medical  Journal  • April  1993 


217 


Continued  from  preceding  page 
lieutenant  flight  surgeon  in  1943, 
served  in  the  South  Pacific  on  the 
island  of  Saipan,  and  was  discharged 
as  a major.  He  returned  to  Wausau, 
again  joining  Dr  Freeman.  In  1952, 
he  returned  to  Wisconsin  General 
and  completed  his  residency  in 
obstetrics  and  gynecology.  When  he 
returned  to  Wausau,  he  joined  the 
Freeman  Medical  Group,  which  later 
became  Wausau  Clinic  in  1962.  This 
group  founded  the  current  Wausau 
Medical  Center.  Dr  Johnson  retired 
from  practice  in  1983.  He  was  hon- 
ored in  1990  by  the  SMS  and  the 
Medical  College  of  Virginia  for  50 
years  of  medical  service.  He  was  a 
member  of  the  Marathon  County 
Medical  Society,  SMS,  and  AMA. 
Dr  Johnson  is  survived  by  his  wife, 
Jeanette;  his  daughter,  Judith  Har- 
mon, of  Roanoke,  Va;  two  sons,  Jef- 
frey Johnson,  of  Los  Angeles,  and 
Douglas  Johnson,  of  Phoenix;  one 
brother;  two  sisters;  and  four  grand- 
children. 

Pecarski,  Miodrag,  MD,  died  Feb  7, 


1993,  in  Cocoa  Beach,  Fla.  He  was 
bom  April  20,  1924,  in  Serbia.  He 
graduated  from  the  Lfniversity  of 
Belgrad  and  served  his  internship 
and  residency  at  the  General  Hospi- 
tal in  Vranje.  He  was  head  of  the 
surgical  department  at  the  General 
Hospital  in  Kumanovo  and  the 
General  Hospital  in  Djakovica.  Dr 
Pecarski  came  to  the  United  States 
in  1965  and  practiced  medicine  in 
Dousman  from  until  1985.  He  is 
survived  by  his  wife,  Ljubinka;  a 
daughter.  Dr  Jasna  Pecarski,  of  New 
York;  a sister;  two  nephews;  and 
three  grandchildren. 

Schaeffer,  Bernard  S.,  MD,  died  Dec 
21, 1992,  in  Milwaukee.  He  was  born 
on  Feb  4,  1914,  in  Milwaukee.  He 
graduated  from  Marquette  Univer- 
sity and  served  his  internship  at 
Milwaukee  County  Hospital.  He 
served  his  residency  at  Veterans 
Hospital  in  Hines,  111.  Dr  Schaeffer 
was  a member  of  the  SMS,  Milwau- 
kee County  Medical  Society,  Mil- 
waukee Neuro-psychiatric  Society, 
American  Academy  of  Neurology 


and  the  American  Psychiatric  Asso- 
ciation. He  is  survived  by  his  wife, 
Eunice,  and  two  children. 

Schmidt,  Daniel  K.,  MD,  died  Feb 
18, 1993,  in  Scottsdale,  Ariz.  He  was 
bom  Dec  1, 1921,  in  Milwaukee.  He 
served  as  a navigator  in  the  US  Army 
from  1943  to  1945.  He  graduated 
from  Marquette  University  School 
of  Medicine  in  1951  and  served  his 
internship  at  St  Joseph's  Hospital  in 
Milwaukee.  Dr  Schmidt  had  a fam- 
ily practice  in  Milwaukee  from  1952 
until  1975.  He  then  became  the  as- 
sistant medical  director  for  North- 
western Mutual  Life  Insurance 
Company  and,  later,  the  associate 
director  of  underwriting.  He  retired 
in  1986  and  moved  to  Arizona.  Dr 
Schmidt  was  a member  of  the  AMA, 
SMS,  Milwaukee  County  Medical 
Society,  American  Academy  of 
Family  Practice.  In  addition,  he  was 
president  and  chair  of  the  Board  of 
SMS,  Inc.  Dr  Schmidt  is  survived  by 
his  wife,  Virginia;  two  sons;  and  one 
daughter. ❖ 


CAUTION:  CHILDREN  NOT  AT  PUIY 

Once,  children  spent  their  time  running  and  playing.  Today,  they’re  more  likely  to  be  found 
in  front  of  the  IV.  Encourage  children  to  be  more  active.  Fighting  heart  disease  may  be  as 
simple  as  child's  play.  To  learn  more,  contact  your  nearest  American  Heart  Association. 
You  can  help  prevent  heart  disease  and  stroke.  We  can  tell  you  how. 
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Classified  ads 


WISCONSIN:  Excellent  opportunity 
for  emergency  physician  to  join  stable, 
well-established,  8-  member,  fee-for- 
service  group  staffing  560  bed  tertiary- 
care  Medical  College  of  Wisconsin  Af- 
filiate teaching  hospital.  35,000  ED  visits 
annually.  Excellent  specialty  backup. 
Exceptional  compensation  and  benefit 
package.  Will  consider  non-emergency 
medicine  trained  physicians  board  certi- 
fied in  other  primary  care  specialty  to 
provide  double  coverage.  Send  CV  to 
David  Moss,  MD,  FACEP,  Professional 
Emergency  Care  Ltd.,  5000  West  Cham- 
bers St.,  Milwaukee,  WI  53210,  or  call 
414/447-2171.  4/TFN,93 

FAMILY  PRACTITIONER.  Two  phy- 
sician, one  physician  assistant  clinic  with 
staff  of  70  recruiting  family  practitioner 
who  desires  long-term  residence  in  beau- 
tiful north  central  Wisconsin.  Board 
certification  and  previous  experience  pre- 
ferred. 100  bed  hospital  twelve  miles 
with  convenient  coverage  arrangements. 
Excellent  salary,  benefits  including:  life, 
medical,  dental  insurance  for  family; 
generous  holiday  and  annual  leave  ar- 
rangements; malpractice  coverage;  edu- 
cation benefits;  etc.  Fine  opportunity  for 
physician  who  prefers  interdisciplinary, 
practice  setting  stressing  prevention. 
Send  resume  to  Glen  Safford,  Peter  Chris- 
tensen Health  Center,  450  Old  Abe  Road, 
Lac  du  Flambeau,  WI  54538,  or  call  (715) 
588-3371.  EOE.  4/93 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


MINNEAPOLIS  - BC/BE  Family  Prac- 
tice Physicians  needed  to  join  the  Family 
Practice  Department  of  a 371 -physician 
multi-specialty  clinic  in  desirable  Twin 
Cities  area.  Main  center  and  branch 
office  practices  available.  Salary  and 
benefits  are  highly  competitive.  For 
additional  information  contact  Patrick 
Moylan  at  (612)  927-3286  or  send  CV 
and  letters  of  inquire  to  Physician  Re- 
cruitment, Park  Nicollet  Medical  Cen- 
ter, 5000  West  39th  Street,  Minneapolis, 
MN  55416.  4-5/93 

FAMILY  PRACTICE,  INTERNAL 
MEDICINE,  OB-GYN  AND  GENERAL 
SURGERY  PRACTICE  OPPORTUNI- 
TIES. Rural  Lake  Country  Community 
is  seeking  the  above  practitioners  to  join 
an  active  12  physician  multispecialty 
group.  Quality,  comfortable  living  envi- 
ronment, multiple  recreational  activities. 
Fine  educational  opportunities  and  cul- 
tural activities  abound.  Opportunity  in- 
cludes relaxed  call,  liberal  salary  and 
exceptional  benefits.  Send  curriculum 
vitae  or  inquires  to:  Lake  Region  Clinic, 
PC,  Attn:  Joel  Rotvold,  PO  Box  1100, 
Devils  Lake,  ND  58301,  or  call  collect  at 
(701)  662-2157  for  further  information. 

4/93 

FELLOWSHIP;  GERIATRIC  MEDI- 
CINE. The  Medical  College  of  Wiscon- 
sin seeks  to  recruit  individuals  board 
eligible  in  internal  medicine,  family 
medicine,  neurology,  physician  medi- 
cine, psychiatry,  or  obstetrics/ gynecol- 
ogy for  a two-year  ACGME  Accredited 
fellowship  in  geriatric  medicine.  For 
information,  contact:  Edmund  Duthie, 
MD,  Chief,  Geriatrics/ Gerontology,  9200 
W.  Wisconsin  Ave.,  Milwaukee,  WI  53226 
(414)  259-2000.  Equal  opportunity  af- 
firmative action  employer  M/F/D. 

4/93 

Southwestern  Wisconsin  50  physician 
multi-specialty  group  practice  seeks  BC/ 
BE  physicians  in  the  following  disci- 
plines: Internal  Medicine,  Cardiology, 
Family  Practice,  OB/GYN,  Otorhinolar- 
yngology and  Pulmonology.  No  buy-in 
costs.  Call  schedules  you  can  live  with. 
Guaranteed  income  plus  productivity. 
Generous  benefit  package  including  5 
week  vacation/ CME,  $3,500  CME  al- 
lowance. New  facility  scheduled  for 


completion  in  1993.  Call  or  send  C.  V.  to: 
Lee  Fivenson,  Physician  Staffing  Spe- 
ciaUst  at:  THE  MONROE  CLINIC,  1515 
TenthSt.,  Monroe,  WI  53566.  1-800-373- 
2564.  2,4,6,8,9,10/93 

EMERGENCY  MEDICINE-WISCON- 
SIN:  Full-time  staff  positions  are  avail- 
able at  client  hospitals  in  Wisconsin— 
Portage  and  Watertown.  Newer  emer- 
gency departments  with  a wide  range  of 
specialties  represented.  Progressive 
hospitals  with  excellent  nursing  staff  sup- 
port. Annual  ED  volume  at  Portage  is 
9,000;  8,000  at  Watertown.  Metropolitan 
areas  are  only  45  minutes  from  either 
community.  Spectrum  offers  flexible 
scheduling  and  reimbursement  of  the 
Wisconsin  Compensation  Fund.  For 
complete  details  on  available  opportu- 
nities in  Wisconsin,  contact  Mallarry 
Dierkes,  Spectrum  Emergency  Care,  P.O. 
Box  419052,  St.  Louis,  MO  63141;  1-800- 
325-3982,  ext.  1029.  3-5/93 

URGENT  CARE,  MINNEAPOLIS:  BC/ 
BE  Family  Practitioner  or  other  specialty 
with  Emergency  Room  experience 
sought  for  the  Urgent  Care  Department 
of  a 365  physician  multi-specialty  clinic 
in  desirable  Twin  Cities  area.  Regular 
work  week  expectation  without  night 
call  or  hospital  obligation.  Salary  and 
benefits  are  highly  competitive.  For 
additional  information  contact  Patrick 
Moylan  at  (612)927-3286  or  send  CV  and 
letters  of  inquire  to  Physician  Recruit- 
ment, Park  Nicollet  Medical  Center,  5000 
West  39th  Street,  Minneapolis,  MN  55416. 

3-4/93 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
URGENT  CARE 
OB/GYN 

Single  and  multi-specialty,  and  solo 
opportunities  available. 

Wisconsin  Nebraska 
Kansas  Illinois 

Texas  Ohio 

For  additional  information  please  contact: 

Strelcheck  & Associates,  Inc. 

10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 
1-800-243-4353 
Metro  Milwaukee  241-9500. 
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NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 
cine, Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 
recreational.  Northern  Michigan,  fam- 
ily-oriented community.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  John  Schon,  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49601.  800-236-3240.  3-4/93 


INSURANCE  MEDICINE 
SE  Wisconsin 


Assistant  Medical  Director 

* Career  opportunih’  for  a BC'd 
primary  care  physician  in 
Insurance  Medicine. 

* Corporate  HQ  medical  staff. 

* No  call  coverage. 

* Competitive  salarv^enefits. 

CONTACT;  \\'ade  Christo/Tel 

Fox  Hill  Associates 
250  Regency  Court 
Waukesha,  WI  53186 
ORCAIX:  1-800-338-7107 


MEDICAL 

ASSOCIATES 

NORTH 

A Medical  Sendee  Corporation 


Emergency  Room  Coverage 
Ashland,  Wisconsin,  Medical  As- 
scxriates  North,  a progressive  20- 
physician  multi-specialty  group, 
is  currently  seeking  a family  prac- 
tice physician  to  work  shifts  in  the 
hospital's  emergency  room.  An 
extremely  competitive  hourly 
wage  plus  full  benefits  package. 
Outstanding  quality  of  life  on  the 
shore  of  Lake  Superior.  Excep- 
tional school  system,  recreational 
offerings,  and  much  more.  Con- 
tact Michael  C.  Metcalf,  Adminis- 
trator, Medical  Associates  North, 
1625  Maple  Lane,  Ashland,  WI 
54806.  (715)  682-6247  collect. 

4-6/93 


OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Urgent  Care, 
Emergency  Medicine,  Internal  Medicine, 
OB/GYN,  Rheumatology,  and  Otolar- 
yngology. Mercy  Medical  Center  has  an 
active  medical  staff  of  130  physicians  in 
all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  p>eople, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area  of 
350,000  people).  University  of  12,000 
students.  Competitive  financial  pack- 
ages. Contact  Christopher  Kashnig; 
Mercy  Medical  Center;  631  Hazel  Street; 
Oshkosh,  WI  54902.  call  414-236-2430. 
Fax  414-231-5677.  3-5/93 

FAMILY  PRACTICE  - 8 doctor  multi- 
specialty clinic  in  Central  Wisconsin 
needs  another  Family  Practitioner. 
Outstanding  financial  package  and 
benefits  - contact  Russ  Roskens,  Medford 
Clinic,  101 N.  Gibson,  Medford,  WI  54451. 
1-800-766-7765.  3-4/93 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
work  week.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

3-4/93 


GENERAL  SURGERY  - 8 doctor  multi- 
specialty clinic  in  Central  Wisconsin 
needs  another  General  Surgeon.  Out- 
standing financial  package  and  benefits 
- contact  Russ  Roskens,  Medford  Clinic, 
101  N.  Gibson,  Medford,  WI  54451.  1- 
800-766-7765.  3-4/93 

OPENING-FAMILY  PRACTICE:  Lo- 
cation: one  hour  from  Twin  Cities.  Call: 
one  in  seven.  Group  size:  six  physicians. 
Salary:  $100,000.  Signing  bonus:  $25,000. 
Loan  forgiveness:  $50,000/ five  years. 
Lake  living:  choice  of  two  adjacent  to 
our  community.  Contact:  call  collect 
612-796-6220  (8  a.m.  to  10  p.m.)  Also 
available  openings  in  General  Surgery, 
Orthopedic  Surgery,  and  OB/GYN 
within  one  hour  of  the  Twin  Cities. 
Excellent  compensation  packages  avail- 
able with  bonuses  and  loan  forgiveness 
programs.  3-4/ 93 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opportunities  in  family  practice,  inter- 
nal medicine  and  ob/gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 


l»l»S  for  l'Sl»-‘ 
Practices Seekiii); Physicians 
Pliysicians  Seekin};  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  5.3008-0791 

1-800-747-0606  (4 14)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-specialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  winning  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8480,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703.  2-12/93 
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semi-rural  settings.  Teaching  opportu- 
nities with  North/University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 
cess to  Mirmeapolis/St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  If  you're  BC/ BE,  send  your  CV 
or  call  in  confidence:  Mark  Billmayer, 
North  Memorial  Medical  Center,  3300 
Oakdale  Ave.  North,  Robbinsdale,  MN 
55422.  (800)255-6353,  ext.  1336.  3-8/93 

PEDIATRICIAN,  B.C.,  OR  PEDI ATRI- 
CIAN-INTENSIVIST  to  join  general 
Pediatrician  and  Neonatologist-Pedia- 
trician  in  N.W.  Indiana.  Superior  schools 
and  cormnunity,  many  recreational 
opportunities,  50  miles  from  Chicago. 
Six  weeks  per  year  PGE  & vacation.  Early 
full  partnership.  Send  CV  and  cover 
letter  to  Doctors  Covey  and  Marquez, 
South  Ridge  Pediatric  Center,  P.C.,  Suite 


WISCONSIN:  Growing  South- 
ern-Wisconsin,  47-physician, 
multi-specialty  group  is  seeking 
an  internist,  ob-gyn,  ortho  surgeon, 
and  rheumatologist.  Guaranteed 
salary  with  incentive  plus  full 
benefit  package.  Excellent  family 
environment  in  college  commu- 
nity of  50,000+.  Send  C.V.  to  J.  F. 
Ruethling,  Administrator,  Beloit 
Clinic,  SC,  1905  Huebbe  Parkway, 
Beloit,  WI 53511,  or  call  (608)  364- 
2200.  2-4/93 


3,  2101  Comeford  Rd.,  Valparaiso,  Indi- 
ana, 46383.  3-5/93 

MEDICAL  PRACTICE:  New  Berlin 

Physician  is  looking  to  sell  his  family 
practice  clinic.  Great  location,  good  staff, 
good  patient  mix  in  upper  class  neigh- 
borhood. The  practice  includes  good- 
will, patient  records,  supplies  and  etc. 
Contact:  Barton-Collins,  Ltd.,  9401  W. 
Beloit  Rd.,  Suite  #312,  Milwaukee,  WI 
53227.  (414)541-6099.  3-5/93 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 
internal  medicine,  urology,  oncology. 
Competitive  salary,  excellent  fringe 
benefits.  Address  inquiries  and  CV  to: 
Medical  Associates  Administrator,  PO 
Box  427,  Menomonee  Falls,  WI  53052- 
0427.  3-8/93 


Wisconsin — Michigan 


Dermatology  Oncology 

Gastroenterology  Neurosurgery 

Orthopedics — Hand  Orthopedics 

Occupational  Medicine  Urology 

Single  and  multi-specialty  opportunities. 
Locations  in  cities  on  or  near  a lake. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1-800-243-4353  or  414-241-9500. 


Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon.Wl  53092 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

11-12/92-1-4/93 


OB/GYN  - SE  Wisconsin 
Inland  Lake  Recreation  Area 


Join  3 ABOG  certified  OB/ 
GYNs  in  a busy  fee-for-service 
group  practice.  Established 
patient  base  due  to  retirement. 
Hospital  offers  LDR  suites  and 
lasersurgery.  1 year  to  partner. 

CONTACT:  Wade  Christoff e! 

Fox  Hill  Associates 
250  Regency  Court 
Waukesha,  WI  53186 
OR  CALL: 1-800-338-7107 
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PEDIATRICS-ORTHOPEDIC  SUR- 
GERY-FAMILY PRACTICE-INTER- 
NAL MEDICINE-UPPER  MIDWEST. 
B/  E or  B/  C physicians  for  partnership 
in  lakes  and  trees  community.  Shared 
call,  fully  equipped  and  staffed  office, 
very  competitive  guaranteed  salary,  and 
comprehensive  benefit  package.  Also 
numerous  LOCUM  TENENS  positions 
available.  For  information  on  opportu- 
nities in  the  UPPER  MIDWEST,  send 
C.V.  to:  Mary  Jo  Cordes,  President, 

MDsearch,  P.O.  Box  21507,  St.  Paul,  MN 
55121;  or  call  1-800484-9645,  ext.  7291, 
(612)454-7291,  or  FAX  (612)454-7277. 

2-7/93 

Family  Practice  opportunities  in  Wis- 
consin, Illinois,  New  York,  Ohio,  Iowa, 
Michigan  and  Arizona,  urban,  subur- 
ban, rural,  solo,  single  specialty  and 
multispecialty  groups.  All  offer  attrac- 
tive compensation  packages,  with  com- 


INTERNAL  MEDICINE 
MINNESOTA 

Progressive  primary  care  based 
multispecialty  group  seeking  BE/ 
BC  internist  to  expand  existing  3 
person  department.  We  are  look- 
ing for  someone  interested  in  in- 
patient as  well  as  out-patient 
medicine.  Subspeciality  interest 
would  be  an  advantage. 

Located  just  20  minutes  north  of 
downtown  Minneapolis,  the  area 
offers  suburban  living  with  easy 
access  to  an  unlimited  array  of 
family,  cultural,  education  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including:  paid  vacation 
and  CME;  all  insurances  paid  and 
partnership  potential  after  one 
year.  Please  respond  with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Com.prehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

34/93 
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petitive  salaries,  benefits,  income  guar- 
antees. For  more  detailed  information 
about  each  of  these  practice  opportuni- 
ties, contact  Carol  Radke  at  800-%9-7715, 
or  fax  CV  to  414-226-4131.  All  inquiries 
will  be  kept  strictly  confidential. 

2-5/93 

The  Wausau  Medical  Center  is  seeking 
Board  Certified-Eligible  individuals  in 
the  following  specialties:  Dermatology, 
Family  Medicine,  Gastroenterology,  Ob- 
stetrics/Gynecology, Orthopedics,  Pe- 
diatrics, Occupational  Medicine  and 
Urology.  Large  multi-specialty  group 
located  in  central  Wisconsin.  Competi- 
tive salary  (incentive  after  first  year). 
Comprehensive  benefit  package  includ- 
ing malpractice  insurance,  flexible  bene- 
fit plan  and  profit  sharing.  Modem  fa- 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  55  cents  per  word,  with  a 
minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address 
communi-cations  to:  Wisconsin 

Medical  Journal,  Box  1109,  Madison, 
W1  53701;  or  phone  608-257-6781;  or 
toU-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  American 
Medical  Association. 


cility  located  directly  across  the  street 
from  250-bed  acute  care  facility.  The  area 
is  ideal  for  outdoor  enthusiasts  (includ- 
ing large  downhill  ski  area)  with  out- 
standing cultural  activities  year  round. 
Write  or  call  collect  David  K.  Aughen- 
baugh,  MD,  Medical  Director,  Wausau 
Medical  Center,  2727  Plaza  Drive,  Wau- 
sau, Wisconsin  54401,  telephone  (715) 
847-3235.  2/93;tfn 

Madison,  Wisconsin.  Positions  avail- 
able; Family  Practice  with  OB;  Family 
Practice  for  Acute  Care  Clinic,  and  Inter- 
nal Medicine.  Excellent  salary,  benefits, 
lifestyle.  Contact  Professional  Staff 
Coordinator,  Group  Health  Cooperative, 
One  South  Park  Street,  Madison,  WI 
53715;  ph  608-251-4156.  GHC  is  an  equal 
opportunity/affirmative  action  em- 
ployer. 1-4/93 

Wisconsin.  Family  practitioner  needed 
by  a growing  practice  of  a four  physician 
group  in  a friendly  rural  community  in 
northeast  Wisconsin  near  Green  Bay. 
This  is  an  excellent  opportunity  to  join 
an  established  organization.  Highly 
competitive  salary  with  benefits.  Please 
contact;  Artwich  Clinic,  Oconto  Falls, 
WI  54154.  1-5/93 

Wisconsin.  120  physician  multi-specialty 
clinic  in  the  Fox  River  Valley  of 
northeastern  Wisconsin  desires  two  BC/ 


Stale  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS  - 1993-1994 

The  1993  meeting  will  be  in  La  Crosse. 
All  other  meetings  will  be  held  in 
Milwaukee  at  the  Milwaukee 
Exposition  and  Con-vention  Center 
and  Arena  (MECCA)  and  the  new 
Hyatt  Regency  as  the  headquarters 
hotel,  unless  otherwise  indicated. 

1993  - April  14-17:  La  Crosse 

Convention  Center,  Radisson 

1994  - April  13-16:  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free  in 
Wisconsin:  1-800-362-9080. 


BE  pediatricians  to  join  department  of  15 
BC/BE  pediatricians.  Excellent 
compensation  and  benefit  package, 
leading  to  shareholder  status  after  two 
years.  The  community  offers  a superb 
recreational,  cultural,  and  family 
environment  in  which  to  practice.  For 
information  please  call  or  write:  Howard 
Kidd,  MD,  La  Salle  Clinic,  411  Lincoln 
St,  Neenah,  WI  54956;  ph  414-727-4276. 

3tfn/91 

Family  practice  physician  needed  by 
progressive  and  growing  group  practice 
in  west  central  Wisconsin.  City  of  60,000. 
Ninety  miles  from  Minneapolis/ St  Paul. 
Primarily  prepaid  practice  with  large 
component  FFS.  Highly  competitive 
salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  Stuart  Lancer, 
MD,  MBA,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552.  4-6/93 

Family  practitioner-internal  medicine- 
OB/GYN  to  join  progressive  13-physician 
group  practice.  Rural  college  town  30 
milesfromSt.  Paul,  MN.  New  clinic  and 
new  hospital.  Contact  Robert  B.  Johnson, 
MD,  River  Falls,  WI  54022  (715)  425- 
6701.  c9tfn/91 

Milwaukee  suburb.  Established  and 
growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opportunity.  Positions 
available  in  internal  medicine,  family 
practice,  and  pediatrics.  Please  send  CV 
to  Administrator,  Park  Crest  Medical 
Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  3tfn/91 


Adoption 


ADOPTION  by  professional 
couple  (educator-wife  works  from 
home).  If  you  have  a patient  who 
is  expecting,  and  wishes  to  find  a 
loving  home  for  her  healthy  new- 
born, ask  her  to  contact  Jackie  and 
Larry  (800)  697-1895.  Legal/ Con- 
fidential. Expenses  paid.  4/93 
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For  Sale 


Abbott  Vision  Analyzer  (2  yrs.  old)  with 
Proclaim  quality  control  software,  op- 
erator's manuals,  check  packs,  extra  air 
filters,  printer  paper,  2 Vision  Lyte  Po- 
tassium starter  kits,  and  variety  of  test 
packs;  asking  $4,000  (originally 
$10,000+);  call  Sally  at  414-545-7245. 

4/93 

Medical  Meetings-Continuing 
Medical  Education 


PHYSICIANS  AND  THEIR  FAMILIES 
WORKSHOP.  July  25-30,  1993.  Loca- 
tion: Grande  Butte  Hotel,  Crested  Butte, 
CO.  Credit:  24  hours  (ACCME);  24.5 
(AAFP).  Contact:  The  Menninger  Clinic, 
Topeka,  KS,  800-288-7377.  4/93 

2ND  ANNUAL  CLINICAL  NEUROL- 
OGY AND  BEHAVIORAL  SCIENCES 


Primary  Care  Update 
on  Gastroenterology 
June  11  & 12, 1993 

Course  Directors: 

Dr.  J.  Geenen  & Dr.  M.  Wasiullah 

The  course  will  be  held  at  the  Hyatt 
Hotel  in  Milwaukee  on  June  11  & 
Jime  12.  This  one  and  a half  day 
accredited  course  is  designed  to 
update  the  physician  on  Gastro- 
enterology management  of  a vari- 
ety of  diagnoses  - dyspepsia, 
GERD,  diarrhea,  G1  bleeding, 
hepatitis,  colon  polyps,  irritable 
bowel  syndrome,  inflammatory 
bowel  disease.  Special  lectures  will 
be  given  on  NSAID's,  Pediatric  G1 
and  endoscopic  ultrasound. 

In  addition,  there  will  be  video 
workshops  on  flexible  sigmoido- 
scopy, and  infrared  treatment  of 
hemorrhoids. 

Included  in  the  course  registra- 
tion is  daily  continental  breakfasts, 
lunch  (with  guest  speaker)  on  Fri- 
day, and  CME  certificate.  Price: 
$50/ physician;  $25/resident/in- 
tem. 

For  further  information  call  414- 
636-81 00,  ext.  266.  2-5/93 
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Medical  Meetings-Continuing 
Medical  Education 


SYMPOSIUM:  FOCUS  ON  STROKE, 
May  21-23,  1993,  Landmark  Inn  Resort 
and  Conference  Center,  Egg  Harbor, 
Wisconsin.  Contact:  Marshfield  Clinic, 
Office  of  Medical  Education,  1 000  North 
Oak  Avenue,  Marshfield,  WI  54449.  1- 
800-782-8581,  ext.  5207. 

AMA 

Jime  10-14, 1993:  AMA  Hospital  Medi- 
cal Staff  Section  (AMA-HMSS)  Twenty 
First  Assembly  Meeting,  Chicago. 

June  13-17,  1993:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

Jime  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 
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The  Gift  of  Life 


At  St.  Jude  Children's 
Research  Hospital  every 
second  counts.  The 
children  here  are 
fighting  for  their  lives. 

Since  St.  Jude  Hospital 
opened  in  1962,  it  has 
forged  new  treatments 
for  childhood  cancer 
and  has  helped  save  the 
lives  of  thousands  of 
children  around  the 
world.  But  the  battle  has 
just  begun. 

You  can  join  the  fight. 
Call  1-800-877-5833. 


ST.JlTXi  CHILDREXS 
RFSE.\HC:H  HOSPITM. 


MHiim  1hn$nts  founder 
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Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence 
and  victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the 
prevention  of  family  violence. 

V iolence  imiong  fiuiiily  members  hits  reached  staggering  proportions.  Kveryyear  more  tlian 
2 million  ciises  of  child  abuse  ;uid  neglect  are  reported,  betw  een  2 iuid  4 million  w omen  are 
battered  by  their  spouses,  iuid  between  TOO, ()()()  iuid  1 . 1 million  of  the  elderly  population  are 
ahused. 

Ilie  .Vmericiui  Mediciil  .Association  1i;ls  fonned  a Sational  Coalition  of  Physicians  Against 
Family  Violence.  Through  the  Coalition  the  Ameiicim  Medical  .Association  hopes  to  involve 
you  in  activities  that  address  issues  of  child  abuse,  .sexiuil  -.issiuilt,  domestic  violence  iuid 
elder  abuse  because  you  have  the  uni(|ue  abilitv  to  identih  the  svmptoms,  first-h;uid.  By 
joining  the  Sational  Coalition  you  will  be  showing  your  concern  about  the  effects  of  huiiily 
violence  iuid  victimization,  iUid  will  become  a committed  advocate  within  your  communitv 
for  the  prevention  of  fiunily  violence. 

nirough  the  Coalition  you  will: 

• be  infomied  about  locid  contacts  ;md  referr.ds 

• become  aware  of  load  ;md  regiomd  |•esources 

• be  provided  with  infonnation  regarding  model  educatioiud  prognuns 

• become  aware  of  trc'-atment  guidelines  ;uid  protocols. 

• have  access  to  newsletters,  public  education  mateiiids  ;uul  other  inihlications 

• receive  iui  otfici;d  membeI^hi|)  card  ;uul  fnuneable  |)oster  iderting  your  patients  of  your 
interest  in  ;uid  concent  for  this  problem. 

Ilie  only  cost  to  you  is  your  comniitinent  to  helj)  curb  this  problem.  Simply  complete  the 
membership  application  fonn  below  ;uid  nuul  to  the  Department  of  Mentd  lladth,  .Vmerictui 
Medicid  Association,  S 1 S .\.  State  Street,  Chicago,  II,  (lOblO. 


Yes, 


include  m\  name  in  the  Coatilion  's  memhershi|i 


Name 

Address  

City/Stale/Zip  Tele|ilione  # 

Speei;dt\ 


\ii\iliarv  Member  O tes  Q No  Other 

Area  of  interest  within  Family  V iolenee:  □ (iliild  Abuse  □ Sexual  Assault  □ Domestic  V iolence 

□ HIder  Abuse  Q Other 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  .America 


Reference:  1.  Jones  PH.  et  al.  Once-daily  pravastatin  m patients  with  pnmary  hyperchotesterotemia:  a ckee- 
response  study.  C/^  Card/cV.  1991,14.146-151. 


PRAVACHOL*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensrtivtty  to  any  component  of  this  medication. 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  fiction  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  iipid-lowenng  drugs  dunng 
pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  pnmary  hypercholesterolemia.  Cho- 
lesterol and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development  (including 
synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol  synthesis 
and  possibly  the  synthesis  of  other  biologically  active  substances  denved  from  cholesterol,  they  may  cause  fetal 
harm  when  administered  to  pregnant  women.  Therefore.  HMG-CoA  reductase  inhibitors  are  contraindicated 
dunng  pregnancy  and  in  nursing  mothers.  Pravastatin  should  be  administered  to  women  of  childbearing 
age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the  potential 
hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discontinued  and  the 
patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  Enzymes:  HMG-(^  reductase  inhibitors,  like  some  other  lipid-lowering  therapies,  have  been  assoaated 
with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT.  AST)  values  to  more  than 
3 times  the  upper  limit  of  norma)  occurring  on  2 or  nxve  (not  necessanly  sequentiaf)  occasions  have  been  reported 
in  1.3%  of  patients  treated  with  pravastatin  m the  U.S.  over  an  average  period  of  18  months.  These  abnormalities 
were  not  assoaated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In  those  patients  m 
whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued  from  therapy,  the 
transaminase  levels  usually  fell  slowty  to  pretreatmeni  lev^.  These  biochemical  findings  are  usually  asymptomatic 
although  worldwide  experience  indicates  that  anorexia,  weakness,  and/or  abdominal  pain  may  also  be  present  in 
rare  patients. 

As  with  other  lipid-lowering  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin. 
Serum  aminotransferases,  including  ALT  (SGPT).  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  dunng  the  remainder  of  the  first  year,  and  penodically  thereafter  (e  g., 
at  about  six-month  intervals).  Speaal  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels.  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  rrKxe 
frequent  intervals.  If  increases  m AST  and  ALT  equal  or  exceed  three  limes  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase  elevations  following  discontinua- 
tion of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  liver  disease  or  unexplained  transaminase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
(X)NTRAINDICATlONS).  Caution  should  be  exerased  when  pravastatin  is  administered  to  patients  with  a history  of 
liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMA(!X)L(DGY:  Pharmacokinetics/Metabolism).  Such 
patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and  titrated  to 
the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re* 
ported  with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunction  with  increases  in  creatine  phosphokinase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  drf^se  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness, particularly  rf  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing  to 
the  development  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major  sur- 
gery; trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  dunng  treatment  with  lovastatin  is  increased  if  therapy  with  either  cycicsponne.  gem- 
fibrozil, erythromyan.  or  niacin  is  administered  concurrently.  There  is  no  expenence  with  the  use  of  pravastatin 
together  with  cyclosponne.  Myopathy  has  not  been  observed  in  clinical  tnals  involving  small  numbers  of  patients 
v/ho  were  treated  with  pravastatin  together  with  niaan.  One  tnal  of  limited  size  involving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevatKX^  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  m the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  was  not  reported  m this  Inal  (see  PRECAUTIONS: 
Drug  Interactions).  One  patient  deioloped  myopathy  when  clofibrate  was  added  to  a prevKXisly  welt  tolerated 
regimen  of  pravastatin,  the  myopathy  resotved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued.  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined  use 
of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin, 

Honxjzygous  Familial  hiypercholesterolemia.  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors. 

Renal  Insufficiency.  A single  20  mg  oral  dose  of  pravastatin  viras  administered  to  24  patients  with  varying  degrees 
of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacokinetics  of 
pravastatin  or  its  3a-hydroxy  isomenc  metabolite  (SQ  31 ,906).  A small  increase  was  seen  in  mean  AUC  values  and 
half-life  (tV2)  for  the  inactive  enzymatic  nng  hydroxylation  metabolite  (SQ  31 .945).  Given  this  small  sample  size,  the 
dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who  are  receiving 
pravastatin  should  be  closely  monitored. 

Information  for  Patients:  F^tients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or 
weakness,  particularly  if  accompanied  by  malaise  or  fever. 

Drug  Interactions;  Immunosuppressive  Drugs.  Gemfibrozil.  Niaan  (Nicotine  Aod).  Erythromyan  See  WARN- 
INGS Skeletal  Muscle. 

Antipynne:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin, Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  vinth  other  drugs  (e  g.,  phenytoin.  qumidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur. 

Chotestyramine/Colestipol:  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  m the 
mean  AUC  of  pravastatin  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after  choles- 
tyramine or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  In  bio- 
availability  or  therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION:  Concomitant  Therapy.) 

Vi/ariam:  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  virarfarin  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered.  Pravastatin  did  not 
alter  the  plasma  prolein-bindmg  of  warfann,  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfann  but 
did  not  produce  any  changes  m its  anticoagulant  action  (i.e.,  no  increase  was  seen  m mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  lime  has  been 
reported  with  another  drug  in  this  class.  Patients  receiving  warfann-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed. 

Ometidine:  The  AUCo_i2hr  ^or  pravastatin  when  given  with  ametidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  ametidine  compared  to  when  administered  with  antaad 

IDigoxr)  In  a crossover  tnal  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for 
9 days,  the  bioavailability  parameters  of  digoxm  were  not  affected.  The  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31.906  and  SQ  31.945  was  not  altered. 

Gemfibrozil:  In  a crossover  study  in  20  healthy  male  volunteers  given  corcomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  m unnary  excretion  and  protein  binding  of  pravastatin.  In  addition, 
there  was  a significant  increase  in  AUC.  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31,9(36.  Combination 
therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studies  with  aspinn,  antaads  [1  hour  prior  to  PRAVACHOL  (pravastatin  sodium)),  ametidine. 
nicotmc  aad,  or  probucol.  no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL 
was  administered. 

Other  Drugs:  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was  added 
to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calaum  channel  blockers,  bela-bkxkers, 
or  nitrogfyeerin. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  arculating 
cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results  of 
clinical  tnals  vmth  pravastatin  in  males  and  post-menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chononic  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin.  Howes«r,  the  percentage  of  patients  showing  a >50%  nse  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  m these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients.  The  effects,  if  any.  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre-menopausal  females  are  unknown. 
Patients  treated  vinth  pravastatin  who  display  clinical  evidence  of  endoenne  dysfunction  should  be  evaluated 
appropriately.  Caution  should  also  be  exerciski  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e  g.,  ketoconazole.  spironolactone,  am- 
etidine) that  may  dimmish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity;  CNS  vascular  lesions,  charactenzed  by  perivascular  hemorrhage  and  edema  and  mononuclear  cell 


infiltration  of  penvascuiar  spaces,  were  seen  m dogs  treated  with  pravastatm  at  a dose  of  25  mg/kg/day.  a dose 
that  produced  a piasrr^  drug  level  about  50  txnes  higher  than  the  mean  drug  level  m humar\s  taka^  40  rr>g/day 
Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  m this  dass. 

A chemically  similar  drug  m this  class  produced  optc  nerve  degeneration  (Wallenan  degeneration  of  re?-- 
nogenicuiate  fibers)  m ciinicalfy  normal  dogs  m a dose-dependent  fashion  starting  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  ievets  about  30  times  higher  than  the  mean  drug  level  m humar^s  takir>g  the  highest 
recommended  dose  (as  measured  bv  total  enzyme  inhibitory  activity).  This  same  drug  also  produced  ves- 
tibulocochlear Wallenan-like  degenera^Kxt  and  retinal  ganglion  kll  chromatofysis  m dogs  treated  for  14  weeks  at 
180  mg/kg/day,  a dose  which  resulted  m a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  m rats  fed  pravasiatm  at  doses  of 
10. 30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  caronomas  m males  at  the 
highest  dose  (p<0.0U  Although  rats  were  given  up  to  125  limes  the  human  dose  (HO)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  limes  higher  than  those  measured  '''  humans  given  40  mg 
pravastatin  as  measured  by  AUC. 

The  oral  administration  of  10.  30.  or  100  mg/kg  (produang  plasma  drug  levels  approximatefy  0.5  to  5.0  times 
human  drug  levels  al  40  mg)  of  pravastatin  to  mice  for  22  nrxyiths  resulted  in  a statistically  significant  increase  m 
the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared  to 
controls  (p<0.05).  Tl^  inadence  was  not  dose-reialed  and  male  mice  were  not  affected. 

A chemically  similar  drug  m this  class  was  administered  to  mice  for  72  weeks  at  25. 100.  and  4(30  mg/kg  body 
weight,  which  resulted  m mean  serum  drug  levels  approximately  3. 15.  and  33  times  higher  than  the  mean  human 
serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose.  Uver  caranomas  were  sigruftcantty 
increased  m high-dose  females  and  mid-  arxd  high-dose  males,  with  a maximum  inaderx:*  of  90  percent  m mates 
The  inodertce  of  adenomas  of  the  irver  was  significantly  increased  m mid-  arxJ  high-dose  females.  Drug  treatment 
also  significantly  increased  the  incidence  of  li/ig  adenomas  m mid-  and  high-dose  mates  and  females  Adenomas 
of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  1^-dose  mce  than  m controb 

No  eklence  of  mutageniaty  was  obserWd  m vitro,  with  or  without  ral-lrver  metabokc  activation,  m the  foiiowng 
studies:  microbial  mutagen  tests,  using  mutant  strair^s  of  Sa/monef/a  typhimunum  or  Eschenctna  coh.  a forward 
mutation  assay  m L5i  78Y  TK  + / - mouse  lymphoma  cells,  a chromosomal  aberration  lest  m hamster  ce*s.  and  a 
gene  conversion  assay  using  Saccharomyces  cerevistae.  In  addition,  there  was  no  eviderx^  of  mulagetvoty  m 
either  a dominant  lethal  lest  m mice  or  a micronudeus  test  in  mice. 

In  a study  m rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  fertility 
or  general  reproductive  performance.  However,  m a study  with  another  HMG-CoA  reductase  inhibitor,  there  was 
decreased  fertility  m m^e  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  in  a subsequent  fertility  study  when  this  same  dose  -vas  administered  for  11  weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  arxi  loss  of  spermalogenic  epithelium)  was  observed 
Although  not  seen  with  pravastatin,  two  similar  drugs  m this  class  caused  drug-related  testicular  atrophy,  de- 
creased spermatogenesis,  spermatocyte  degeneration,  and  giant  cell  formation  in  dogs.  The  clincal  significkce 
of  these  findings  is  unclear 

Pregnancy:  Pregnancy  Category  X:  See  (XlNTRAlNDICATIONS. 

Safety  in  pregnant  women  has  not  been  established,  ^avastatm  was  not  teratogene  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meler2).  However,  m studies  with  another  HMG-CioA  reductase 
inhibitor,  skeletal  malformations  were  observed  m rats  and  mice.  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-beanng  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and  have 
been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  taking  PRAvk3K)L,  it  should  be 
discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus. 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAlNDiCATIOIS). 

Pediatric  Use:  Safety  and  effectiveness  m individuals  less  than  18  years  old  have  not  been  established.  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS  General  i 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  toteraied.  adverse  reactions  have  usually  been  mild  and  transient.  In  4-month  long 
placebo-controlled  tnals.  1.7%  of  pravastatin-treated  patients  and  1.2%  of  placebo-treated  patients  were  discon- 
tinued from  treatment  because  of  adverse  expenences  attnbuted  to  study  drug  iheraj^y.  this  difference  was  not 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-speofic  gastrointestinal  complaints.  Dunng  clinical  trials  the  overall 
inadence  of  adverse  events  m the  elderly  was  not  different  from  the  inadenk  observed  in  younger  patients. 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  m more  than  2%  of 
pravastatin-treated  patients  m the  placebo-controlled  tnals  are  identified  in  the  table  below,  also  shown  are  the 
percentages  of  patients  m whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug. 


All  Events  % 

Events  Attnbuted  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 4ii) 

Pravastatin 

(N=900) 

Placebo 
(N  = 411) 

Cardiovascular 

Cardiac  Chest  F^m 

4,0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

1.1 

1.3 

0.9 

Gastrointestinal 

Nausea/Vbmiting 

7.3 

7.1 

29 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

/Nominal  F^in 

5.4 

6.9 

2.0 

3.9 

Constipation 

40 

7.1 

2-4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

34 

Heartburn 

2.9 

1-9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  Ram 

3.7 

1.9 

0.3 

0.2 

Influenza 

2 4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  Pam 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizziness 

3.3 

3.2 

1.0 

0.5 

Renal/(jenitounnary 

Unnary  /yDnormahty 

24 

2.9 

0.7 

12 

Respiratory 

Comrrx)n  Cold 

7.0 

6.3 

0.0 

0.0 

Rhinitis 

4.0 

4,1 

0.1 

0.0 

Cough 

2.6 

1,7 

0.1 

0.0 

'Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  m this  class: 

Skefefa/  myopathy,  rhabdomyofysis. 

Neurological:  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  tremor,  vertigo,  merrxxy  loss,  paresthesia,  penphera)  neurojsathy.  peripheral  nerve  palsy. 

Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarefy  which  has  inciu^ 
one  or  more  of  the  following  features:  anaph^axts.  angiokjema,  lupus  erythematous-iike  sykfrome.  polymyalgia 
rheumatica.  vasculitis,  purpura,  thromboi^openia,  leukopenia,  hemolytic  anemia,  positive  ANA,  ESR  increase, 
arthntis.  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  fluking,  malaise,  dyspnea,  toxc  epidermal 
necrolysis,  erythema  muttiforme.  including  Stevens-Johnson  syrxjrome. 

Gastrointestinal:  pancreatitis,  hepatitis,  including  chronic  active  hejDatitis.  cholestatic  jaurxlice,  fatty  change  m 
liver,  and.  rarely,  arrhosis.  fijiminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting. 

Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eosrxjphdia  has  been  reported  Eosinophi  cants  usually  returned  to  normal  despite  contri- 
ued  therat^.  Ariemia.  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reductase  nhtxtors. 
Concomrtant  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic acid,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibrozil  to 
therapy  with  lovastatin  or  pravastatin  is  not  assoaated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatin  or  pravastatin  alone.  No  adverse  reactions  unique  to  the  combination  or  in  addition  to 
those  previously  reported  fa  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyolysis  (with  or  without 
acute  renal  failure)  have  been  reported  when  arother  HMG-CoA  reductase  inhibita  was  used  m combination  with 
immunosuppressive  drugs,  gemfibrozil,  erythromyan.  a lipid-lowenng  doses  of  nicotinic  aad.  Concomitant  ther- 
apy with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended.  (See  WARNINGS: 
Skeletal  Muscle  arxj  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 

Should  an  accidental  overdose  occur,  treat  symptomaticalfy  arxJ  institute  supportive  measures  as  required 
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Opinions 


President's  page 

Health  care  reform,  alligators,  and  self-inflicted  ills 


Living  on  the  landmark  Missis- 
sippi, it's  often  tempting  to 
contemplate  the  twists  and  turns  of 
the  river.  Mark  Twain  wrote  about 
piloting  river-boats  on  the  Missis- 
sippi, about  watching  out  for  the 
ever-changing  reefs.  Each  time  a pilot 
passed  through  any  specific  run  of 
the  river,  the  waterway  and  the  land 
were  changed  some,  the  reefs  moved 
this  way  and  that.  Experienced  pi- 
lots knew  what  to  look  for  on  the 
water  surface  to  define  those  reefs 
and  so  could  navigate  around  them 
or  pass  over  if  they  sounded  deep 
enough. 

But,  Mr  Twain  noted,  even  the 
best  pilots  were  in  trouble  when  they 
encountered  alligator  reefs— sub- 
merged piles  of  giant  alligators 
constantly  shifting,  hiding  and 
changing  direction  without  causing 
so  much  as  a ripple  above  them. 
Hungry  alligators  lay  waiting  to 
upset  and  devour  the  unsuspecting 
boat  that  came  too  close. 

As  1 assume  the  presidency  of  the 
SMS,  it  occurs  to  me  that  today's 
health  care  reform  efforts  are  much 
like  Mark  Twain's  Mississippi  reefs. 
Over  time,  medical  practice  has 
become  increasingly  complex  and 
sophisticated  while  besieged  by 
external  factors  of  economics  and 
regulation  far  removed  from  the  im- 
mediate doctor-patient  relationship. 
Patient  and  doctor  are  often  pushed 
apart  by  these  reefs  but,  like  the 


river-pilots  of  150  years  ago,  we  have 
learned  to  watch  out  for  them  and 
navigate  the  medical  ship  safely.  In 
recent  years  we've  seen  signs  of 
trouble-an  alligator  egg  on  shore 
here,  a snout  poking  up  there,  in- 
creasing limitations  on  affordability 
and  accessibility  to  the  high  quality 
care  we  can  deliver  technically. 

Currently,  there  are  511  alliga- 
tors in  Washington,  DC,  divided  into 
17  reefs,  making  decisions  which 
may  forever  change  the  way  health 
care  is  delivered  in  the  United  States. 
Members  of  President  Clinton's 
Health  Care  Reform  Task  Force  are 
rediscovering  one  of  Washington's 
oldest  truths:  It  is  easier  to  decide  on 
a general  policy  during  the  heat  of 
the  campaign  than  it  is  to  get  agree- 
ment on  specific  details  for  putting 
that  policy  into  action.  They  have 
had  to  look  at  the  single  payer  plan 
V 50  state  plans,  the  concept  of 
managed  competition,  the  questions 
of  spending  caps,  health  insurance 
taxes,  long-term  care,  and  all  the 
rest.  They  have  not  yet  made  their 
decisions  and  we  can  only  hope  that 
these  hastily  assembled  alligator 
reefs  can  preserve  the  river  without 
drowning  the  boats  and  passengers. 

System  reform,  as  difficult  as  it 
will  be,  is  essential  and  is  going  to 
happen.  There  is  no  clean  and  easy 
solution,  but  as  physicians  we  have 
the  greatest  responsibility  of  all  to 
provide  leadership.  That  is  why  there 


Pauline  M.  Jackson,  MD 


was  an  SMS  Task  Force  on  Health 
Care  Reform  (one  of  the  hardest- 
working  and  most  dedicated  groups 
I've  seen  at  the  SMS  or  anywhere). 
The  SMS  House  of  Delegates  af- 
firmed the  work  of  the  task  force, 
giving  strong  approval  to  the  Wis- 
consin  Care  plan  in  April. 

As  a state  medical  society,  we 
already  have  much  to  offer  at  the 
table  of  health  care  reform,  drawing 
on  our  experiences  and  observations. 
As  individual  physicians  there  are 
more  immediately  tangible  things 
we  can  do— vis  a vis  our  patients  and 
Continued  on  next  page 
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Continued  from  preceding  page 
within  our  communities— to  begin 
modifying  our  current  health  care 
system.  I am  suggesting  increased 
emphasis  on  some  things  we  already 
do,  specifically  preventive  medicine 
and  health  maintenance.  Let's  try 
harder  to  make  these  issues  a part  of 
every  office  visit. 

High  health-care  costs  are  due  in 
large  part  to  mankind's  self-inflicted 
ills.  Those  ills  include  risk-increas- 
ing lifestyle  activities— alcohol  and 
drug  abuse,  tobacco,  inadequate 
exercise,  poor  eating  habits  and  be- 
haviors that  are  apt  to  cause  expen- 
sive injuries,  such  as  not  wearing 
seat-belts  or  motorcycle  helmets.  We 
do  not  expect  people  to  live  in  pad- 
ded boxes,  but  we  can  educate  re- 
sponsible individuals  not  to  reck- 
lessly cause  more  problems  for  oth- 
ers. We  cannot  afford  to  relieve 
people  of  their  responsibility  to 
others  by  extending  the  illness  con- 
cept. Diabetes  is  an  illness.  Alcohol- 
ism is  an  illness.  The  diabetic,  by 
good  self-care,  must  take^esponsi- 
bility  to  avoid  excessive  hospitali- 
zations and  doctors'  visits.  The  alco- 
holic must  do  the  same. 

Medical  schools  spend  few  hours 
training  physicians  how  to  teach 
their  patients  to  stay  healthy.  Third- 
party  payers,  including  our  govern- 
ment, have  not  seen  the  value  of 
spending  money  for  prevention.  We 
know  much  more  about  preserving 
good  health  now  than  we  did  100  or 
even  20  years  ago.  But  as  we  were 
learning,  more  of  the  incentives  for 
spending  our  patient  time  in  this 
area  diminished.  For  most  physi- 
cians, it  is  much  more  gratifying  to 
fix  something  that  is  broken  than  to 
do  routine  maintenance  and  pro- 
phylasix. 

But  now  more  than  ever,  mainte- 
nance and  prevention  should  be  our 
primary  goals.  We  need  to  return  to 
the  literal  root  of  the  word  "doctor," 
which  means  teacher.  Cooperation 
from  our  patients  is  at  hand.  After  a 
decade  or  two  of  self-indulgence, 
many  people  are  recognizing  the 


futility  of  that  life-style  and  are  trying 
to  make  sensible  changes  for  them- 
selves and  their  families.  They  want 
an  active  role  in  their  health  care 
and  they  look  to  their  doctors  for 
motivation  and  advice.  Behavior 
change  can  happen,  with  improved 
quality  of  life.  All  doctors— primary 
care  and  specialists— are  important 
players  in  changing  our  patients' 
focus  to  preventive  health  care. 

Dr  Bill  Listwan  has  provided  us 
with  an  excellent  example  of  how 
physicians  can  make  a difference  by 
promoting  wellness  and  at  the  same 
time  working  to  decrease  medical 
costs.  Along  with  Dr  Kevin  Fullin 
and  many  other  dedicated  people. 
Dr  Listwan  has  worked  to  educate 
doctors  and  the  public  regarding 
domestic  violence.  This  is  a major 
area  of  health  maintenance  and  sick- 
ness prevention  and  I'm  glad  to 
report  their  important  work  will 
continue. 

Over  the  next  year,  our  state 
medical  society  will  continue  the 
challenge  to  improve  health  care 
access  and  affordability  in  Wiscon- 
sin. Working  together,  we  can  navi- 
gate those  alligator  reefs  that 
threaten  to  impede  our  ability  to 
provide  high  quality  patient  care. 
But  at  the  same  time  we  are  travel- 
ing down  the  health  care  reform 
river,  we  can  also  begin  to  plot  a 
healthier  course  for  our  patients' 
future.  As  SMS  president,  1 am 
advocating  a large  increase— one 
dollar  or  more— in  our  state's  ciga- 


rette tax  to  reduce  tobacco  addiction 
in  Wisconsin  and  help  keep  ciga- 
rettes out  of  the  hands  of  youth.  In 
Canada  and  other  countries  where 
these  taxes  have  been  applied,  smok- 
ers have  cut  down  on  their  use.  But 
more  importantly,  teenagers  have 
not  been  able  to  afford  to  become 
addicted. 

1 challenge  each  Wisconsin  phy- 
sician to  take  every  available  oppor- 
tunity to  discourage  tobacco  use 
among  patients  and  in  his  or  her 
community.  Each  of  us  can  question 
our  adult  patients  about  their  use  of 
tobacco,  congratulating  or  encour- 
aging them  if  they  have  stopped  (or 
never  started)  or  urging  them  to  try 
a little  harder  to  stop  or  cut  down  if 
they  are  still  using  tobacco  prod- 
ucts. Talking  to  parents  about  their 
smoking  habits  is  especially  impor- 
tant. They  need  to  know  that  smok- 
ing in  the  presence  of  a child  can 
make  that  child  sick,  and  if  they 
must  smoke,  the  back  porch  is  the 
place  to  do  it.  Pediatricians  and 
family  physicians  have  a special  role, 
using  their  unique  relationship  with 
young  patients  to  encourage  absti- 
nence. 

Let's  renew  our  commitment  to 
helping  our  patients  fit  healthy  habits 
into  their  lives  and  break  habits  that 
lead  to  self-inflicted  ills.  The  satis- 
factions will  be  many:  our  patients 
will  enjoy  full  life  experiences;  our 
patients  will  be  healthier;  and  we 
will  be  helping  to  reduce  future 
health  care  costs. ❖ 
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ROCHE  LABORATORIES 


presents  the  winners  of  the  1992  President's  Achievement  Award 


Please  join  us  in  honoring  these  outstanding  Roche  representatives  who  have  distinguished  themselves 
by  a truly  exceptional  level  of  professionalism,  pierformance  and  dedication  to  qualiti/  healthcare. 
Throughout  the  year,  each  of  these  award-winning  individuals  has  consistently  exernpilified  the  Roche  Commitment 
to  Excellence  and  we're  proud  to  invite  you  to  share  in  congratulating  them  on  their  achievement. 


Lisa  Whaley-Blind  Kim  Schneider 

Milwaukee,  Wisconsin  Milwaukee,  Wisconsin 


EVP  report:  The  view  from  here 

Graduation  Day;  Launching  the  Class  of  1993 


CONGRATULATIONS,  ClaSS  of 
1993. 

Although  most  graduates  feel 
some  trepidation  as  they  stand  on 
the  commencement  platform,  scan- 
ning the  horizon  for  some  omen  of 
the  days  to  come,  you— the  medical 
school  graduates  of  1993— face  one 
of  the  most  riveting  voyages  of  all. 

You  are  setting  your  ships  on  the 
water  at  a time  when  the  health  care 
delivery  ocean  is  in  great  turmoil. 
Great  waves  of  public  emotion, 
sometimes  with  the  fierce  force  of 
hurricane  gale  winds  are  threaten- 
ing to  wash  over  the  land,  vowing  to 
destroy  the  current  health  care  de- 
livery system  and  replace  it  with  a 
new  and  improved  model  or  leave 
broken  pieces  bobbing  in  the  wake. 

So  much  is  at  stake  for  you.  Class 
of  1993.  So  much  is  at  stake  for  all  of 
us.  For  the  past  four  years,  you  proba- 
bly have  not  had  much  time  to  con- 
template the  system  you  are  enter- 
ing. You've  endured  a barrage  of 
exams.  You've  foregone  the  pleas- 
ures of  your  non-medical  peers  and 
the  fellowship  of  your  families  to 
invest  hour  after  hour,  day  after  day, 
in  intensive  study.  You've  achieved 
your  own  personal  equivalent  of  the 
national  debt  by  borrowing  thou- 
sands of  dollars  to  pursue  your 
dreams. 

Now  you  stand  at  the  pier,  eager 
to  explore  new  waters.  You've 
earned  your  captain's  cap  and  you're 
impatiently  waiting  to  put  your 
newfound  knowledge  and  skills  to 
work,  to  begin  your  important  work 
of  healing. 

Although  you've  been  in  dry 
dock,  you've  already  seen  much  of 
medicine  at  its  best.  The  quality  of 
US  undergraduate  and  graduate 
education  is  superb.  Our  teaching 
hospitals  are  magnets  that  draw  the 
best  physicians  from  all  over  the 
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world.  And,  certainly,  the  technical 
quality  of  medical  care  and  the  tech- 
nological capacity  of  our  health  care 
system  set  the  pace  for  other  na- 
tions. 

Yet  we  have  tremendous  prob- 
lems in  this  country  with  access  and 
affordability.  At  work  now  in  Wash- 
ington is  a Health  Care  Task  Force 
charged  with  charting  a new  course. 
We  also  have  a shortage  of  primary 
care  physicians  in  the  United  States. 
In  every  other  developed  country, 
the  proportion  of  generalist  physi- 
cians is  at  least  50%,  but  in  the  United 
States,  the  proportion  of  general 
internists,  family  physicians  and 
general  pediatricians  is  only  29% 
and  declining.  Less  than  15%  of  the 
graduating  classes  of  1991  and  1992 
intended  to  pursue  generalist  ca- 
reers. How  will  the  Class  of  1993 
address  the  shortage  in  primary 
care? 

In  our  nation,  few  funds  are  avail- 
able for  preventive  medicine,  yet 
millions  are  spent  correcting  prob- 
lems that  result  from  inadequate 
preventive  care.  Those  policies  will 
have  to  be  studied,  corrected  and 
studied  again. 

As  you  contemplate  the  unruly 
ocean  before  you.  I'd  like  for  you  to 
keep  in  mind  one  of  my  favorite 
quotes:  "Cast  your  bread  upon  the 
waters  for  it  will  return  to  you  after 
many  days." 

Those  words  say  a lot  to  me  in 
terms  of  the  way  we  can  look  at  life. 
If  we  "cast  our  bread  upon  the  wa- 
ters," we  are  agreeing  to  share  our- 
selves, our  knowledge  and  our  skills 
with  others.  We  are  agreeing  to  invest 
our  time  and  resources  in  building  a 
better,  healthier  community.  How 
can  physicians  do  that?  By  reaching 
beyond  your  practice  to  the  boards 
of  hospitals  and  clinics,  where  you 
can  make  a difference  in  decisions. 


Thomas  L.  Adams,  CAE 


By  extending  your  focus  beyond  the 
confines  of  hospitals  and  clinics  to 
your  community  to  play  an  active 
role  in  developing  public  policies 
that  influence  health,  by  serving  on 
boards  that  look  at  occupational  and 
environmental  issues,  and  by  devel- 
oping and  recommending  public 
policy  changes. 

Another  way  to  "cast  your  bread" 
is  to  become  active  in  the  federation 
of  medicine.  Volunteer  to  serve  on 
committees  for  your  county  medi- 
cal society,  state  medical  society  or 
the  AMA.  Use  your  experience  and 
your  skills  to  make  the  world  of 
medicine  better.  Find  out  what  is- 
sues physicians  are  dealing  with  in 
your  state  Legislature.  You'll  be  flab- 
bergasted at  the  number  of  political 
issues  that  fall  under  the  SMS  scope. 

As  a fledgling  physician,  you  have 
learned  how  to  evaluate  informa- 
tion and  make  hard  decisions.  That 
leadership  skill  is  desperately 
needed  in  all  sectors  of  our  society. 

Continued  on  page  232 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  ior 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Cm  o cd tx  h'  ^ i.'  c »/  &! 


Jerome  E.  Kronsnoble,  William  E.  Herte 
850  Elm  Grove  Road,  Elm  Grove,  WI  53122,  (414)  784-3780,  (800)  437-4326 


Continued  from  page  230 
Develop  your  interests,  get  involved. 
The  intensity  of  the  ripple  effect  will 
amaze  you. 


With  health  care  reform  on  the 
horizon,  there's  little  doubt  that  the 
first  leg  of  your  voyage  will  be  a 
bouncy  trip.  But  you'll  fare  better 


than  some  of  the  old  sailors  because 
you  haven't  grown  accustomed  to 
calmer  seas.  You've  got  your 
lifejacket  of  hope.^ 


Editorials 

Policing  the  profession 


For  those  of  you  who  have  not 
read  or  received  the  Wisconsin 
Regulatory  Digest,  1 recommend  it  as 
an  impressive  publication.  Pub- 
lished by  the  Wisconsin  Medical 
Examining  Board,  the  Digest  makes 
it  obvious  that  the  MEB  is  working 
diligently  to  preserve  the  integrity 
of  our  profession  and  protect  the 
safety  of  our  patients. 

For  instance,  the  April  issue  re- 


ported that  524  complaints  were 
received  by  the  MEB  in  1992.  Three 
hundred  and  thirty  cases  were 
opened  for  investigation,  and  50  of 
these  led  to  disciplinary  action  by 
the  MEB.  Several  physicians  were 
reprimanded,  and  in  13  instances, 
licensure  was  limited;  in  three,  li- 
censes were  suspended;  and  in  five, 
licenses  were  surrendered. 

I can  only  hope  that  the  lay  me- 


dia, which  so  often  portrays  the 
medical  profession  as  hiding  its 
weaknesses,  will  take  note  and  pass 
the  word  along  to  their  audiences. 
While  the  MEB  is  not  perfect,  this 
issue  of  the  Digest  certainly  demon- 
strates that  we  are  capable  of,  and 
willing  to,  police  ourselves. 

My  congratulations  to  the  MEB. 
—Richard  D.  Sautter,  MD 
Marshfield^ 


Primary  care:  Put  up  or  shut  up 


For  several  years,  we  have  been 
inundated  by  the  medical  and 
public  press  insisting  that  a major 
medical  need  is  to  get  more  medical 
students  to  go  into  primary  care  in- 
stead of  the  super  specialties.  This 
trend  will  never  abate  till  something 
is  done  about  it.  Most  articles  in- 
clude a solution.  If  it  is  in  the  medi- 
cal press,  the  answer  would  appear 
to  be  more  exposure  to  the  rewards 
of  this  type  of  practice.  The  lay 
"health  experts"  seem  to  feel  that 
some  legislative  action  mandating 
this  is  the  solution. 

It  is  now  time  for  all  to  agree  that 
the  only  solution  is  to  pay  more  for 
the  services  rendered  by  primary 


care  physicians  in  relation  to  the 
reimbursement  of  the  specialists. 

We  would  all  agree  that  men  and 
women  entering  medical  school 
today  are  highly  intelligent.  We 
would  also  agree  that  surgeons  of 
all  types,  pathologists,  radiologists, 
anesthesiologists  plus  internists  who 
do  invasive  procedures  are  re- 
warded significantly  more  than  pri- 
mary care  physicians.  Most  of  us 
would  agree  that  in  today's  society 
success  in  any  field  of  endeavor  is 
judged  primarily  by  that  person's 
income.  The  answer  is  clear:  Change 
the  monetary  rewards  to  a more 
equal  status. 

This  is  an  answer  that  organized 


medicine  at  both  the  state  and  na- 
tional level  can  ill  afford  to  push 
with  vigor,  although  happily  it  does 
get  mentioned  from  time  to  time. 
We  are  a profession  already  divided 
by  specialties,  each  with  its  own 
agenda.  As  a result-and  as  the  AMA 
correctly  points  out— our  voice  is  not 
heard  as  much  as  we  would  like  on 
the  political  horizon.  This  is  another 
diverse  area. 

This  becomes  important  as  we 
see  the  government  getting  poised 
to  act.  The  RBRVS  schedule  is  in 
place.  Private  insurance  companies 
are  starting  to  buy  into  this  pro- 
gram. The  result  will  be  more  stan- 
Con tinned  on  page  234 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


p lOmL  HM510 
per  ftiL 

Nttiu/m  / 

tCf^msuHn 

suspenstiT- 

msuhr 

OW  onyrl 


’>dn  insulin 
' Suspension 
'>9n  insulin 


Humulin  (§) 

human  insulin 
[recombinant  DNA  origin] 
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dard  fees  with  regulators  control- 
ling them. 

The  majority  of  young  doctors  I 
believe  could  and  would  accept  some 
differenhal  to  compensate  for  longer 
training  periods  in  some  of  the  bet- 
ter paid  fields.  When  1 was  young, 
there  were  problems  getting  gradu- 
ating physicians  to  go  into  fields 
such  as  radiology,  pathology,  and 
anesthesiology  because  monetary 
rewards  were  not  there.  That  was 
corrected  and  today  little  or  no  prob- 
lem exists.  We  may  have  overcom- 
pensated. All  specialties  must  pro- 
vide enough  to  allow  graduates  to 
pay  their  debts. 

1 would  also  like  to  point  out  one 
often  forgotten  reason  that  the 
spread  became  so  great  in  reimburse- 
ment: During  much  of  the  '70s  and 
early  '80s,  as  inflation  was  so  great, 
many  practices— especially  clinics— 


raised  their  fees  a percentage  every 
year  and  it  did  not  take  many  years 
before  it  became  apparent  that  a 10% 
raise  on  a $3,000  coronary  by-pass 
went  up  a great  deal  more  than  the 
same  10%  on  a $16  office  visit.  The 
insurance  companies,  as  well  as  the 
government,  did  not  seem  to  care 
and  we  in  groups  were  not  about  to 
complain  when  the  reward  for  ex- 
pensive procedures  was  so  great. 

Two  other  much  less  important 
areas  should  be  addressed.  Fifty 
years  ago,  students  entering  medi- 
cal school  understood  that  their 
primary  responsibility  would  be  to 
take  care  of  people  in  a compassion- 
ate fashion.  Outside  of  surgery  pro- 
cedures, that  was  it.  The  wonderful 
technological  advances  that  have 
made  life  and  medicine  so  much 
better  were  just  beginning. 

At  the  time  of  the  Vietnam  war,  a 
number  of  brilliant  people  wishing 


to  avoid  the  war  entered  medicine. 
Many  were  very  gifted  from  a tech- 
nological basis  but  not  necessarily 
people  oriented.  Many  made  great 
contributions.  My  point  is  that  to- 
day's students,  particularly  at  state 
schools,  are  selected  for  admission 
primarily— if  not  entirely— by  their 
grade  point  average.  This  is  being 
discussed,  and  1 hope  schools  can 
accept  more  students  whose  inter- 
est is  in  people,  not  in  technology.  It 
would  appear  that  the  increasing 
number  of  women  students  will  be  a 
step  in  the  right  direction. 

The  second  problem  that  has 
improved  dramatically  but  still 
needs  attention  is  the  attitude  among 
many  house  staff  and  a few  senior 
physicians  that  family  practitioners 
are  inferior  doctors.  It  is  vital  that 
medical  students  realize  that  pri- 
mary care  physicians  are  as  compe- 
Continued  on  page  236 
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Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence 
and  victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the 
prevention  of  family  violence. 

Violence  luiiong  fimiily  members  has  re-ached  staggering  proportions.  Kverv  yc“-ar  more  tlran 
2 million  cases  of  child  abuse  iuid  neglect  are  reported,  betw  een  2 mid  4 million  women  are 
battered  by  their  spouses,  tuid  between  ■’(K),()0()  -and  1 . 1 million  of  the  elderly  population  are 
abused. 

Tlie  .\meriaui  Medical  /Vssociation  Ikls  fomied  a National  Coalition  of  Physicians  Against 
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for  the  prevention  of  fmiiily  violence. 
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• have  access  to  newsletters,  public  education  nrateriids  mid  other  publications 
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interest  in  mid  concern  for  this  problem. 
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tent  in  their  field  as  any  other  spe- 
cialist. Perhaps  a training  program 
of  4 years  rather  than  3 might  be 
helpful. 

The  alternative  to  getting  more 
medical  students  to  go  into  primary 
care  is  already  being  pushed  by 


many  legislators.  It  is  to  replace  them 
with  alternative  care  providers  from 
nurse  clinicians  and  physicians  as- 
sistants to  chiropractors  and  many 
other  practiHoners  of  different  meth- 
ods. If  medicine  prefers  this,  then  let 
us  say  so,  but  1 doubt  if  that  is  what 
we  or  the  general  public  wants. 


Our  collective  answer  has  to  be  to 
work  for  and  cooperate  with  efforts 
to  increase  the  income  of  primary 
care  providers  in  comparison  with 
the  specialists  in  other  fields.  The 
RBRVS  has  that  potential.  Let  us  do 
it. 

—Russell  F.  Lewis,  MD 
Madison^ 


Letters 

Physicians  alone  cannot  reform  health  care 


To  mr  editor:  1 want  to  express 
my  concern— and,  1 believe,  a 
concern  of  the  medical  community 
at  large— regarding  perceptions  of 
the  escalating  costs  of  medical  care 
in  our  country.  While  it  is  true  that 
there  is  some  potential  for  cost  sav- 
ings in  the  medical  and  hospital 
areas,  any  reform  in  these  areas  is 
likely  to  be  doomed  without  a sig- 
nificant change  in  the  mindset  of  the 
American  patient. 

We  have  had  and  continue  to  have 


the  highest  quality,  the  technologi- 
cally most  advanced  and  specifically 
the  most  accessible  medical  system 
in  the  world.  Frankly,  the  American 
patient  has  become  accustomed  to 
this  and  will  continue  to  expect  this. 
To  quote  our  former  surgeon  gen- 
eral, C.  Everett  Koop,  during  a re- 
cent PBS  interview,  the  American 
patient  has  become  "greedy." 

A Medicare  patient  with  long- 
standing arthritis  of  his  hip  with 
recommendation  for  joint  replace- 


ment by  myself  1 year  earlier  weni 
to  another  physician  because  the 
original  orthopedic  surgeon  to 
whom  he  was  referred  could  not  ac- 
commodate his  surgery  within  2 
weeks  when  he  finally  decided  to 
have  surgery. 

Recently,  a man  came  to  my  of- 
fice for  a general  examination  with 
the  request  for  "every  test  there  is" 
to  be  done. 

A recent  visitor  to  our  local  emer- 
Continued  on  page  238 
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The  power  of  three  strengths, 

Combining  to  offer  a single  greater  strength.  SMS  Insurance  Services, 
Physicians  Insurance  Company  of  Wisconsin  and  the  State  Medical 
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gency  room  had  come  in  because 
she  had  not  recovered  from  her  cold 
over  the  previous  2 weeks  and  hap- 
pened to  be  "passing  by." 

The  obvious  implications  of  pro- 
viding health  care  to  all  without 
placing  restrictions  on  access  and 
management  of  use  would  actually 
be  to  increase  the  cost  of  medical 
care  in  our  country. 

Please  don't  place  physicians  in 
the  unenviable  position  of  being  the 
sole  policemen  in  such  a medical 
system.  Primary  care  doctors  such 
as  internists,  family  practitioners, 
and  pediatricians  are  already  being 


stretched  and  pulled  between  the 
often  lofty  expectations  of  patients 
heightened  by  a media  blitz  pro- 
moting "better"  high  tech  care,  the 
increasing  constraints  of  insurance 
carriers,  the  continuing  concern  of 
legal  retribution  forcing  the  costly 
practice  of  defensive  medicine,  and 
the  increasing  bureaucracy  and 
decreasing  reimbursement  of  gov- 
ernment management. 

With  these  increasing  concerns  at 
a flat  to  decreasing  income,  with 
increasing  workloads  of  50  to  65 
hours  a week,  it  is  not  difficult  to 
explain  why  only  one  in  six  physi- 
cians leaving  United  States  medical 


schools  are  entering  the  primary  care 
roles. 

We  are  facing  an  economic  crisis 
in  medical  care.  Simply,  we  have 
reached  the  point  where  we  can't 
afford  the  technological  monster  that 
we  have  created— at  least  at  our 
current  expectations  and  use  of  the 
system. 

The  process  will  likely  be  painful 
but  to  quote  our  new  president,  we 
are  all  in  this  together.  Physicians, 
hospitals,  politicians,  attorneys,  and 
most  especially  patients  will  all  see 
changes. 

—Michael  J.  Unger,  MD 
Menomonee  Falls*> 


FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  Health  Professions 
Toll  Free 
1 800-423-USAF 
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The  next  time  you  face  a complex 

j 1 "I  "1 1 PRN:  Physician  Resource  Network 

patient  problem . . . call  1-800-472-3660. 

More  than  600  physician  specialists  working  in  partnership  with  area  physicians. 

Medical  College  of  Wisconsin  Physicians  primarily  practice  at  the  acute  care  hospitals 
on  the  campus  of  the  Milwaukee  Regional  Medical  Center: 

Froedtert  Memorial  Lutheran  Hospital 
Milwaukee  County  Medical  Complex 
Children’s  Hospital  of  Wisconsin 


WMJ  cover  photo  called  "incredible  disappointment" 


To  THE  editor:  It  was  with  in- 
credible disappointment  that 
I received  the  February  1993  issue  of 
the  Wisconsin  Medical  Journal.  Given 
that  I assume  your  "mission"  is 
similar  to  that  of  the  SMS  (ie,  "to 
advance  the  science  and  art  of  medi- 


cine and  the  better  health  of  the 
people  of  Wisconsin"),  your  choice 
of  illustrations  for  the  front  cover 
are  chosen  with  the  intent  to  pro- 
mote physician  interest  in  the  issues 
at  hand.  It  was  unnecessary,  unpro- 
fessional, and  demeaning  to  use  the 


half  naked  torsos  for  the  cover  of  the 
issue  regarding  sexually  transmit- 
ted disease  in  Wisconsin.  Your  read- 
ers deserve  an  apology. 

—Mary  E.  Arenberg,  MD 
Plymouth*> 


Reviewing  peer  review 


To  THE  editor:  I encourage  all 
physicians  in  Wisconsin  to 
write  their  senator  and  their  con- 
gressmen to  request  that  the  Wis- 
consin Peer  Review  Organization 
be  authorized  to  reconsider  quality 
determinations  once  they  are  final. 
Currently,  Congress  has  not  given 
peer  review  organizations  such  au- 
thorization, and  we  have  no  right  of 
appeal.  I feel  that  this  violates  our 
civil  rights  as  citizens  of  the  United 
States.  It  is  our  right  to  appeal  qual- 


ity of  care  determinations  that  have 
been  made  final  and  charged  against 
us  by  WIPRO.  WIPRO  must  be  held 
accountable  for  its  quality  determi- 
nations, and  we  physicians  of  Wis- 
consin deserve  the  right  of  appeal 
before  a board  of  our  peers. 

If  you  agree  with  me  on  this  issue, 
please  write  your  concerns  to  both 
Senator  Kohl  and  Senator  Feingold 
at  the  US  Senate,  Washington,  DC, 
20510  or  call  the  Congress  at  202- 


224-3121.  Your  congressmen  may 
also  be  reached  at  the  same  number 
and  his  address  would  be  the  US 
House  of  Representatives,  Washing- 
ton, DC,  20515.  Please  also  take  the 
liberty  to  write  Donna  Shalala  at  De- 
partment of  Health  and  Human 
Services  and  express  your  concerns 
to  her. 

Thank  you  for  your  time. 
—Robert  C.  Turner,  MD,  PhD 
Reedsburg<> 
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: $30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS  I 


If  you  are  a board-certified  physician  or  a candidate  for 
board  certification  in  one  of  the  following  specialties,  you 
may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army 
Reserve. 


Anesthesiology 
General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon-Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


A test  program  is  being  conducted  which  offers  a bonus 
to  eligible  physicians  who  reside  in  certain  geographic 
areas  (Pennsylvania,  West  Virginia,  Ohio,  Michigan, 


Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You 
would  receive  a $1 0,000  bonus  for  each  year  you  serve  as 
an  Army  Reserve  physician— for  a maximum  of  three 
years. 

You  may  serve  near  your  home,  at  times  convenient  for 
you,  or  at  Army  medical  facilities  in  the  United  States  and 
abroad.  There  are  also  opportunities  to  attend 
conferences  and  participate  in  special  training  programs, 
such  as  the  Advanced  Trauma  Life  Support  Course. 

To  learn  more  about  the  Army  Reserve  and  the  Bonus 
Test  Program,  call  one  of  our  experienced  Medical 
Personnel  Counselors: 


CALL  COLLECT  414-771-5438 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 
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Scientific 


Cholestatic  hepatitis  associated  with 
amoxicillin-clavulanate 


Mark  K.  Belknap,  MD,  and  Kevin  J.  McClelland,  MD,  Ashland 


A 70-year-old  man  had  right 
flank  pain  and  dark  urine.  His 
history  was  significant  for  mild 
asthma,  recurrent  sinusitis,  methyl- 
salicylate  sensitivity,  allergic  di- 
athesis, and  ocular  migraines.  He 
also  had  a history  of  Graves'  dis- 
ease, 50  years  prior.  He  had  under- 
gone a subtotal  thyroidectomy,  and 
he  subsequently  developed  hypo- 
thyroidism which  was  being  re- 
placed with  levothyroxine.  At  the 
time  he  came  to  us,  he  was  taking  no 
other  medications.  The  patient  had 
taken  amoxicillin  500  mg,  clavula- 
nate  125  mg  three  times  a day  for  21 
days  for  an  episode  of  acute  sinusi- 
tis and  had  finished  the  course  8 
days  before  the  onset  of  his  symp- 
toms. A careful  history  revealed  no 
other  toxin  exposure.  He  did  not 
smoke,  and  he  drank  alcohol  spar- 
ingly. 

Physical  examination  revealed 
that  his  skin  was  anicteric,  his  abdo- 
men was  not  tender,a  nd  his  liver 
edge  was  not  palpable. 


Dr  Belknap  and  Dr  McClelland  are  with 
Medical  Associates  North  in  Ashland. 
Reprint  requests  to:  Mark  K.  Belknap, 
MD,  1625  Maple  Lane,  Ashland,  WI 
54806.  Copyright  1993  by  the  State 
Medical  Society  of  Wisconsin. 


Initial  differential  diagnostic 
considerations  included  cholecysti- 
tis with  intermittent  choledo- 
cholithiasis,  hemochromatosis, 
Wilson's  disease,  malignancy,  and 
viral,  autoimmune  or  drug-induced 
hepatitis. 

Initial  laboratory  evaluation  in- 
cluded a urinalysis,  which  showed 
no  red  cells  but  1+  bilirubinuria  by 
dipstick  method.  The  following  day, 
testing  revealed  serum  bilirubin  3.1 
mg/dL  (53  mol/L),  alkaline 
phospha  tase  300  u/  L,  AST  1 55  u/  L, 
ALT  411  u/L,  amylase  33u/L,  WBC 
5900,  with  41  segs,  8 bands,  25 
lymphs,  5 monos,  21  eosinophils. 
An  abdominal  ultrasound  revealed 
several  small  stones  in  the  gallblad- 
der. The  gallbladder  was  of  normal 
size,  and  wall  thickness  appeared 
normal.  Biliary  ducts  appeared  to 
be  of  normal  caliber. 

The  flank  pain  resolved  and  did 
not  recur.  The  patient  developed 
nausea  and  anorexia.  Blood  tests 
were  repeated  two  days  later:  biliru- 
bin 6.2  mg/  dL  (106  mol/L),  alkaline 
phosphatase  325  u/L,  AST  249  u/L, 
ALT  615  u/L.  An  endoscopic  retro- 
grade cholangiopancreatography 
was  performed,  and  the  entire  bil- 
iary and  pancreatic  tree  appeared 
normal.  Test  results  for  hepatitis  B 
surface  antigen,  hepatitis  A anti- 


body, hepatitis  C antibody,  as  well 
as  serologies  for  Epstein-Barr  virus, 
cytomegalovirus,  and  Coxsackie 
virus,  were  all  negative. 

He  developed  jaundice,  intense 
pruritus,  and  moderate  anorexia.  On 
serial  blood  testing,  serum  bilirubin 
rose  steadily  to  a peak  of  38  mg/  dL 
(650  mol/L)  at  5 weeks  after  the 
onset  of  his  symptoms.  Serum  alka- 
line phosphatase  determinations 
remained  stable  at  the  previously 
stated  level.  Serum  AST  and  ALT 
dropped  to  twice  the  normal  levels. 
The  AST  then  climbed  again  to  206 
u/L. 

Because  of  diagnostic  uncertainty 
due  to  the  continuing  rise  in  biliru- 
bin and  the  recurrent  rise  in  AST,  a 
percutaneous  liver  biopsy  was  done. 
It  revealed  prominent  centrilobular 
cholestasis  and  mild  periportal  in- 
flammation consisting  of  polymor- 
phonuclear leukocytes  and  mononu- 
clear cells. 

The  patient  was  observed.  He 
continued  to  be  anorectic.  His  se- 
rum albumin  dropped  to  2.7  mg/  dL 
(27  g/L).  His  protime  remained  in 
normal  range.  The  jaundice  resolved 
gradually,  with  complete  resolution 
of  hyperbilirubinemia,  hypoalbu- 
minemia,  liver  enzyme  elevations 
and  pruritus  by  16  weeks  after  the 
Continued  on  next  page 


Wisconsin  Medical  Journal  • May  1993 


241 


Continued  from  preceding  page 
onset  of  his  symptoms. 

Discussion 

This  patient  had  an  acute  episode  of 
flank  pain  and  bilirubinuria.  An 
abdominal  ultrasound  revealed 
cholelithiasis,  and  extrahepatic  bil- 
iary obstruction  due  to  a common 
duct  stone  was  initially  considered 
as  the  most  likely  cause  of  his  ill- 
ness. However,  continued  bilirubin 
and  liver  enzyme  elevations  with- 
out persistent  pain,  fever,  or  other 
signs  of  continued  obstruction,  as 
well  as  lack  of  obstruction  on  ERCP, 
raised  the  possibility  of  another 
possible  cause.  No  evidence  for  an 
infectious  cause  or  toxin  exposure 
was  found.  Recent  exposure  to 
amoxicillin-clavulanate,  along  with 
his  significant  peripheral  blood  eo- 
sinophilia,  suggested  the  possibility 
of  a drug-induced  hypersensitivity 
reaction  causing  cholestatic  hepati- 
tis. 

Several  reports  of  cholestasis 
associated  with  amoxicillin-clavu- 
lanate have  been  published  Char- 

acteristics include  onset  of  jaundice 
1 to  4 weeks  after  cessation  of  the 
drug,  associated  pruritus,  and  ele- 
vation of  serum  alkaline 
phosphatase  and  transaminases. 
Patients  affected  were  generally 
elderly  men  who  had  received  the 
drug  for  lengthy  periods.  Inflam- 
mation was  seen  inconsistently,  oc- 


casionally in  a granulomatous  pat- 
tern. Peripheral  blood  eosinophilia 
was  noted  in  some  patients.  Viral 
and  extrahepatic  obstructive  causes 
were  not  found.  Complete  recovery 
without  development  of  evidence 
of  hepatic  failure  occurred  after  4 to 
16  weeks. 

One  case  resulting  in  death  was 
reported  presumed  due  to  hepatic 
encephalopathy.^  However,  the 
prothrombin  time  remained  normal, 
and  repeat  bilirubin  and  liver  en- 
zyme assays  were  not  performed 
later  in  his  course.  The  development 
of  hepatic  failure  was  therefore 
uncertain.  Also,  the  patient  had  been 
on  ethinyl  estradiol  for  prostate 
carcinoma,  which  may  have  con- 
tributed to  hepatic  toxicity. 

Incidence  of  cholestatic  hepatitis 
due  to  amoxicillin-clavulanate  ap- 
pears to  be  low.  In  one  European 
study,  it  was  estimated  to  be  less 
than  1/100,000  treated  patients.  That 
the  hepatitis  is  due  to  amoxicillin  is 
unlikely.  Rechallenge  with  amox- 
icillin alone  has  not  resulted  in  re- 
current hepatitis.  Clavulanate  is, 
therefore,  implicated  as  the  causa- 
tive agent  for  cholestatic  hepatitis, 
though  an  interactive  role  of  amox- 
icillin has  not  been  excluded. 

Summary 

This  70-year-old  man  experienced 
an  episode  of  cholestatic  hepatitis 
most  likely  due  to  an  immunologi- 


cally mediated  reaction  to  amox- 
icillin-clavulanate. The  episode  oc- 
curred after  cessation  of  the  drug 
combination.  Duration  of  illness  was 
16  weeks,  and  the  patient  recovered 
completely. 
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The  effect  of  urban  socioeconomic  problems  on  perinatal 
statistics  in  Milwaukee,  1983-1991 

Fredrik  F.  Broekhuizen,  MD;  Margie  E.  Boyles,  MD;  John  Utrie,  DO,  Milwaukee 


Perinatal  statistics  in  an  urban  environment  are  analyzed  over  a 9-year 
period.  Perinatal  outcome  parameters  in  27,986  deliveries  are  analyzed. 
The  number  of  prenatal  visits,  low  birth  weight,  illicit  drug  use,  perinatal 
mortality,  race,  and  age  are  studied.  Perinatal  outcome  worsened  after 
1986  for  patients  with  less  than  five  prenatal  visits,  but  not  for  patients 
with  adequate  prenatal  care.  Adequacy  of  prenatal  care,  preventable  peri- 
natal mortality,  and  low  birth  weight  rates  worsened  for  all  patients,  but 
disproportionately  for  black  patients.  Pregnancies  of  women  of  aged  18  to 
35  had  the  highest  risk  for  adverse  outcomes.  These  deteriorating  perina- 
tal statistics  represent  a serious  social  and  public  health  challenge.  Wis 
Med  J.1993;92(5):243-247. 


A goal,  set  by  the  US  Surgeon 
General,  to  reduce  the  infant 
mortality  to  below  9.0  per  1000  live 
births  in  the  United  States  by  1990, 
was  not  reached.  In  1990,  racial  dis- 
crepancies in  infant  mortality  per- 
sisted, with  the  black  infant  mortal- 
ity rate  twice  the  white  infant  mor- 
tality rate.’-^  In  1990,  the  United  States 
ranked  23rd  in  infant  mortality  in 
the  world.^'^  Other  industrialized 
countries  have  significantly  lower 
low  birth  weight  rates. 

While  individual  neonatal  sur- 
vival chances  for  a low  birth  weight 
infant  in  the  United  States  are  better 
than  anywhere  else,  high  low  birth 
weight  rates,  especially  in  socioeco- 
nomic disadvantaged  areas,  affect 
our  international  ranking  negatively. 

In  urban  areas  with  serious  prob- 
lems of  poverty,  crime,  drugs,  and 
unemployment,  low  birth  weight 
rates  did  not  decline  in  the  1980s. 


Dr  Broekhuizen,  Dr  Boyles,  and  Dr  Utrie 
are  with  the  UW  Medical  School-Mil- 
waukee  and  the  department  of  obstet- 
rics and  gynecology  at  the  Sinai  Samari- 
tan Medical  Center  in  Milwaukee.  Re- 
print request  to:  Fredrik  F.  Broekhuizen, 
MD,  Sinai  Samaritan  Medical  Center, 
2000  W Kilboum  Ave,  Milwaukee,  WI 
53233.  Copyright  1993  by  the  State 
Medical  Society  of  Wisconsin. 


In  Wisconsin,  no  further  decline 
was  seen  in  the  low  birth  weight  rate 
for  black  women  since  1980  in  a 20- 
year  analysis  (1968-1988),  while  the 
decline  continued  for  white  women.^ 
Low  birth  weight  plays  a role  in  60% 
to  75%  of  infant  mortality.'*'^ 

Non-medical  factors  (socioeco- 
nomic conditions,  age,  life  styles, 
drug  use,  stress,  nutrition,  educa- 
tion, income)  are  important  variables 
affecting  birth  outcome.®  Early  and 
regular  prenatal  care  improves  out- 
come for  mother  and  child. ^ ® A sig- 
nificant proportion  of  infant  mortal- 
ity is  related  to  low  birth  weight, 
and  most  infant  deaths  occur  dur- 
ing the  first  28  days  of  life. 

The  purpose  of  this  report  is  to 
analyze  perinatal  statistics  and  se- 
lected variables  as  low  birth  weight, 
drug  use,  number  of  prenatal  visits, 
age,  race,  and  perinatal  mortality  in 
an  urban  setting  over  a 9-year  pe- 
riod. 

Because  our  institution  provides 
inpatient  obstetrical  care  to  approxi- 
mately 75%  of  Medicaid  recipients 
in  Milwaukee  County,  our  institu- 
tion can  serve  as  a barometer  for 
obstetrical  care  indicators  in  urban 
Milwaukee. 

Materials  and  methods 
Since  1983,  our  institution  has  col- 
lected perinatal  data  in  a computer- 


ized perinatal  data  base,  described 
previously.^  Data  are  collected  on 
all  births.  These  data  are  routinely 
used  for  birth  certificate  informa- 
tion, quality  assurance,  and  clinical 
research.  This  data  base  provided 
information  on  all  obstetrical  pa- 
tients between  Jan  1, 1983,  and  Dec 
31, 1991,  at  Sinai  Samaritan  Medical 
Center  in  Milwaukee. 

Patients  were  accepted  in  this 
analysis  if  their  records  included 
birth  weight,  race,  age,  number  of 
prenatal  visits,  an  illicit  drug  use 
history,  cause  of  perinatal  mortal- 
ity, and  assignment  of  preventabil- 
ity  in  cases  of  perinatal  deaths.  All 
records  had  to  indicate  the  presence 
or  absence  of  diabetes  mellitus, 
hypertension,  a history  of  previous 
preterm  birth,  tobacco  use,  alcohol 
use,  and  congenital  anomalies  in  the 
neonate. 

Perinatal  mortality  was  defined 
as  fetal  or  neonatal  death  after  20 
weeks  gestation  or  a birth  weight  of 
more  than  500  grams  up  to  28  days 
of  life.  Low  birth  weight  was  de- 
fined as  a birth  weight  less  than  2500 
grams. 

Potential  preventability  had  been 
previously  assigned  for  each  peri- 
natal death  by  a departmental  death 
review  committee.  A perinatal  death 
was  deemed  "preventable"  if  stan- 
dard prenatal  care  would  probably 
have  prevented  or  modified  the 
obstetrical  events  leading  to  a peri- 
natal death.  Drug  use,  for  purposes 
of  this  paper,  included  illicit  drugs 
only  (opiates,  marijuana,  cocaine, 
PCP,  amphetamines).  Alcohol  and 
tobacco  use  were  not  included  in 
this  category. 

Statistical  testing  was  done  in  two 
comparative  analyses  (effect  of 
number  of  prenatal  visits  on  low 
birth  weight  and  perinatal  mortal- 
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ity ) for  each  year  of  the  study  by  chi- 
squared  analysis.  P<.05  was  consid- 
ered statistically  significant.  When 
chi-squared  analysis  was  applied, 
groups  compared  were  matched  for 
age,  parity,  hypertensive  disease, 
diabetes  mellitus,  history  of  preterm 
delivery  previously,  tobacco  use, 
alcohol  use,  and  congenital  anoma- 
lies. 

Results 

Between  Jan  1,  1983,  and  Dec  31, 
1991,  29,762  patients  delivered  at 
our  institution;  1,776  patients  (6%) 
had  to  be  excluded  from  analysis 
due  to  incomplete  medical  records. 
Our  analysis  is  based  on  27,986  de- 
liveries (25.1%  white  patients,  70.1% 
black  patients,  and  4.8%  patients  of 
other  races). 

Figure  1 gives  the  composite  fig- 
ures for  the  care  indicators  analyzed 
over  the  9-years.  Patients  who  did 
not  receive  adequate  prenatal  care 
(five  or  fewer  prenatal  visits)  ac- 
counted for  17.8%,  with  a racial 
disproportion  (26.3%  black  v 6.8% 
white  patients).  Perinatal  mortality 
rates  were  higher  among  black  pa- 
tients (23.1/1000)  than  white  patients 
(13.9/1000)  and  patients  of  other 
races  (11.0/1000). 

Up  to  30.1%  of  perinatal  deaths 
were  considered  preventable  with  a 
racial  disproportion  (33.4%  of  black 
perinatal  deaths  v 12.4%  of  white 
perinatal  deaths). 

Low  birth  weight  rates  exceeded 
national  and  state  figures  between 
1983  and  1991.  The  low  birth  weight 
rate  was  14.1%  with  a racial  gap 
(17.1%  for  black  patients  v 9.2%  for 
white  patients).  By  comparison,  the 
Wisconsin  low  birth  weight  rates  in 
1990  were  6%  for  all  births  (14%  for 
black  and  5%  for  white  patients).’® 

Illicit  drug  use  during  pregnancy 
was  5.1%  (7.3%  black,  3.0%  white, 
5.1%  other  races). 

Figure  2 illustrates  that  an  in- 
crease was  seen  in  low  birth  weight 
rates  between  1987  and  1991  for  all 
races,  reaching  a rate  of  17.9%  by 
1991.  The  low  birth  weight  rate  for 


white  patients  increased  from  a low 
of  5.5%  in  1985  to  a high  of  14.1%  in 
1991 ; for  black  patients  the  low  birth 
weight  rate  increased  from  a low  of 
14.9%  in  1986  to  19.2%  in  1991. 

Insurance  status  of  obstetrical 
patients  changed  in  the  study  pe- 
riod. Medicaid  recipients  increased 
from  61%  in  1983  to  77%  in  1991  and 
private  insurance  coverage  declined 
from  34%  in  1983  to  21%  in  1991. 
This  reflects  a change  in  population, 
which  affects  the  low  birth  weight 
rate. 

Perinatal  mortality  initially  de- 
clined from  1983  to  1986  and  then 


steadily  increased  until  1991,  when 
it  reached  19.8/1000  (22.4  for  black 
and  12.9  for  white  patients). 

"Preventable"  perinatal  mortal- 
ity over  these  9 years  (expressed  as  a 
percentage  of  perinatal  deaths)  did 
rise  (Figure  3).  The  major  increase 
was  seen  in  black  patients.  By  1991, 
44%  of  all  perinatal  deaths  were 
thought  to  be  preventable  (48%  of 
black  perinatal  deaths  v 23%  of  white 
perinatal  deaths). 

An  increase  in  patients  with  a 
history  of  illicit  drug  use  started  in 
1986  (Figure4).  By  1991, 12.1%  of  all 
obstetrical  patients  had  a positive 
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Fig  1.— Obstetric  care  indicators,  1983-1991. 
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Fig  2.-L0W  birth  weight  rates,  1983-1991. 
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history  of  illicit  drug  use  during 
pregnancy.  This  is  likely  an  under- 
estimate of  illicit  drug  use  in  our 
population.  An  anonymous  urine 
screening  survey  in  1989  in  our  in- 
stitution established  a 15%  to  18% 
incidence  of  illicit  drug  use.” 

The  percentage  of  patients  with 
five  or  fewer  prenatal  visits  rose 
significantly  after  1986,  resulting  in 
a fivefold  increase  for  white  patients 
and  a sixfold  increase  for  black  pa- 


tients, comparing  1983  with  1991. 
By  1991,  26.9%  of  patients  had  five 
or  fewer  prenatal  visits  (31.2%  of 
black  and  10.9%  of  white  patients). 

Figure  5 shows  the  relationship 
between  prenatal  visits  and  perina- 
tal mortality.  Patients  with  more  than 
five  prenatal  visits  had  an  improv- 
ing perinatal  mortality  over  the  9- 
year  period.  Patients  with  three  or 
fewer  prenatal  visits  had  a 3 to  4 
times  higher  perinatal  mortality  rate 


in  any  given  year.  Patients  with  3 to 
five  prenatal  visits  had  a 2 to  3 times 
higher  perinatal  mortality  rate  than 
the  patients  with  more  than  five 
visits.  These  differences  were  statis- 
tically significant  (p<0.5)  between 
the  three  groups  in  each  year  of 
study,  while  no  significant  differ- 
ences were  found  for  each  of  eight 
potential  variables  for  perinatal 
outcome. 

As  Figure  6 illustrates,  the  num- 
ber of  prenatal  visits  correlated  well 
with  low  birth  weight  rates.  While 
the  low  birth  weight  rates  increased 
for  all  patients  from  1986  to  1991, 
they  increased  the  most  for  the  group 
of  patients  with  three  or  fewer  pre- 
natal visits.  In  any  given  year,  pa- 
tients with  three  prenatal  visits  or 
fewer  had  a threefold  higher  low 
birth  weight  rate  and  patients  with 
three  to  five  prenatal  visits  a two- 
fold higher  low  birth  weight  rate 
than  patients  with  more  than  five 
prenatal  visits.  These  differences 
were  statistically  significant  (p<0.5) 
between  the  three  groups  in  each 
year  of  study,  while  no  significant 
differences  were  found  for  each  of 
eight  potential  variables  for  perina- 
tal outcome. 

Above  an  average  of  5.6  prenatal 
visits,  no  differences  were  found  in 
perinatal  mortality  and  low  birth 
weight  rates  with  increasing  num- 
ber of  prenatal  visits.  Low  birth 
weight  rates  for  parturients  under 
18  declined  from  18.7%  to  10.1%, 
while  the  rate  increased  for  patients 
between  the  ages  of  18  and  35  from 
12%  to  18.2%  between  1983  and  1991. 

The  percentage  of  patients  with 
five  or  fewer  prenatal  visits  increased 
for  patients  in  aU  age  groups.  Women 
between  the  ages  of  18  and  35 
showed  the  largest  increase. 

Preventable  perinatal  mortality 
figures  actually  improved  for  teen- 
agers (from  20%  in  1983  to  12.8%  in 
1991),  but  increased  for  women  over 
18  (from  13.9%  in  1983  to  47.1%  in 
1991). 

Drug  use  in  pregnancy  was  ob- 
served most  in  women  over  18.  In 
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Fig  3.— Preventable  perinatal  mortality,  1983-1991. 
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Fig  4.— Illicit  drug  use  by  history,  1983-1991. 
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1991, 3.8%  of  teenagers  versus  13.8% 
of  women  over  18  had  a positive 
history  of  illicit  drug  use. 

Discussion 

We  conclude  that  perinatal  statistics 
worsened  significantly  in  the  sec- 
ond half  of  the  1980s  in  our  institu- 
tion. An  urban  obstetrical  care  crisis 
is  developing  in  Milwaukee.  This 
crisis  was  not  merely  precipitated 
by  a shortage  of  providers  of  obstet- 
rical care  in  this  community  during 
the  last  decade. 

In  our  institution,  about  70%  of 
obstetrical  care  has  been  provided 
consistently  throughout  the  study 
period  by  the  private  sector,  while 
30%  was  provided  by  teaching  clin- 
ics and  community  health  centers. 
In  the  last  2 years  of  the  study,  pro- 
vider shortages  and  access  problems 
surfaced. 

Citing  cost-containment  in  Medi- 
caid programs,  litigation  and  reim- 
bursement concerns,  a significant 
number  of  private  obstetrical  pro- 
viders may  continue  to  cut  back  on 
or  eliminate  their  Medicaid  patient 
load  or  relocate,  as  has  happened  in 
many  urban  areas.  That  develop- 
ment would  worsen  the  existing 
crisis. 

Racial  discrepancies  in  adequacy 
of  prenatal  care,  preventable  peri- 
natal mortality,  and  low  birth  weight 
rates  were  consistently  present  over 
the  9-year  period  of  analysis.  These 
discrepancies  are  consistent  with 
national  and  state  statistics.  Ade- 
quacy of  prenatal  care,  preventable 
perinatal  mortality,  and  low  birth 
weight  rates  worsened  for  black 
patients. 

The  rise  in  low  birth  weight  rates 
for  all  patients  between  1986  and 
1991  serves  as  the  prime  indicator  of 
a deterioration  in  obstetrical  care 
and  outcome  in  urban  Milwaukee. 
Preventable  perinatal  mortality  and 
illicit  drug  use  increased  between 
1986  and  1991.  Previously,  we  re- 
ported the  negative  effects  of  illicit 
drug  use  on  perinatal  outcome  in 
our  patient  population.’® 


The  number  of  patients  with  in- 
adequate prenatal  care  reached  a 
high  of  31.2%  for  black  patients  in 
1991.  This  is  an  alarming  trend.  A 
surprising  and  positive  finding  in 
this  study  is  that  perinatal  mortality 
continued  to  decrease  over  the  study 
period,  as  long  as  patients  had  more 
than  five  prenatal  visits.  A relation- 
ship between  prenatal  care,  allow- 
ing an  opportunity  of  social  and 
medical  intervention,  and  adverse 
outcome  is  obvious. 

Urban  social  factors  (unemploy- 
ment, drug  use,  crime,  poverty)  most 
likely  provide  the  basic  explanation 
for  these  troubling  perinatal  statis- 
tics. It  should  be  noted  that  perina- 
tal mortality  and  low  birth  weight 
rates  were  unacceptably  high  in  1983 
in  our  institution,  significantly  above 
state  and  national  statistics,  and  dis- 
proportionately worse  for  black  pa- 
tients. 

Inadequate  prenatal  care  can  be 
devastating  in  its  effect  on  perinatal 
mortality  and  low  birth  weight  rates, 
as  our  data  show. 

A perinatal  mortality  rate  of  10.1/ 
1000  in  1991  in  our  urban  level  III 
perinatal  center  for  patients  with 
more  than  five  prenatal  visits  is 
acceptable  and  compares  well  with 
a 11/1000  perinatal  mortality  rate  in 


Wisconsin  in  1990.  Neonatal  sur- 
vival rates  for  very  low  birth  weight 
infants  continue  to  improve  in  our 
neonatal  intensive  care  unit. 

Expensive  neonatal  technology 
cannot  make  up  for  deficits  in  pre- 
natal care.  In  1991,  the  perinatal 
mortality  for  women  with  three  to 
five  prenatal  visits  was  33.1/1000 
and  for  women  with  three  or  fewer 
prenatal  visits  was  47.9/1000.  Deaths 
after  28  days  of  life  in  our  neonatal 
intensive  care  unit,  a result  of  de- 
layed complications  of  extreme 
prematurity,  escape  these  perinatal 
statistics. 

In  the  1980s  in  our  institution, 
teenage  pregnancy  was  less  associ- 
ated with  low  birth  weight,  drug 
use,  inadequacy  of  prenatal  care, 
and  preventable  perinatal  deaths 
than  pregnancy  in  women  over  18. 
Women  between  the  ages  of  18  and 
35  were  almost  twice  as  likely  as 
teenagers  to  have  inadequate  pre- 
natal care,  four  times  as  likely  to 
have  a preventable  cause  of  perina- 
tal death  and  three  times  as  likely  to 
use  illicit  drugs.  Much  attention  has 
been  focused  in  the  last  decade  on 
the  undesirable  medical  and  social 
effects  of  teenage  pregnancy.  Our 
community  has  active  adolescent 
pregnancy  care  programs. 
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Fig  6.— Number  of  prenatal  visits  and  low  birth  weight  rates,  1983-1991. 


Our  data  indicate  that  the  highest 
risk  for  adverse  pregnancy  outcome 
in  an  urban  obstetrical  population 
can  be  found  in  multiparous  pa- 
tients between  the  ages  of  18  to  35, 
who  use  drugs  and  live  in  poverty. 
These  patients  likely  had  their  first 
pregnancy  as  a teenager. 

Illicit  drug  users  commonly  are 
polydrug  users  and  users  of  tobacco 
and  alcohol.  Adverse  pregnancy 
effects  of  illegal  and  legal  drugs  are 
well  established.  An  important  ef- 
fect of  illicit  drug  use  in  pregnancy 
is  its  effect  on  social  behavior,  re- 
sulting in  inadequate  prenatal  care, 
a higher  incidence  of  sexually  trans- 
mitted diseases,  inadequate  nutri- 
tion, and  high  low  birth  weight  rates. 

In  an  urban  setting,  socio-eco- 
nomic circumstances  and  living 
conditions  place  pregnancies  at  a 
higher  risk  for  adverse  outcome. 
Drug  use  superimposes  its  effects 
on  an  already  vulnerable  pregnant 
population.  A study  on  the  same 
data  in  our  institution  concluded 
that  inadequacy  of  prenatal  care 
contributes  more  to  adverse  perina- 
tal outcome  than  drug  use  itself  and 
is  a marker  of  the  "social  chaos"  the 
patient  experiences.^^ 


We  might  not  understand  all 
factors  that  contribute  to  fetal,  neo- 
natal, and  infant  mortality  and 
morbidity  and  can  continue  to  learn 
from  systematic  fetal  and  infant 
mortality  reviews  as  initiated  by  the 
American  College  of  Obstetrics  and 
Gynecology's  National  Fetal  Infant- 
Mortality  Review  Program.^  In  the 
meantime,  we  cannot  ignore  the  fact 
that  basic  and  early  prenatal  care, 
for  whatever  reasons,  is  the  simplest 
and  most  effective  measure  to  pre- 
vent low  birth  weight  and  perinatal 
death.  Barriers  to  use  of  prenatal 
care  and  access  problems  to  prena- 
tal care  are  cultural  and  socio-eco- 
nomic realities. 

Innovative  prenatal  care  models, 
not  necessarily  based  on  traditional 
medical  care  delivery  systems  and 
attitudes,  need  to  be  explored  to 
reach  out  to  pregnant  women,  now 
unreached,  in  need  of  prenatal  care. 
Prenatal  care  ought  to  be  univer- 
sally available  and  accessible. 
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The  ^ood  news  is  you  can 
lower  your  major  risk  lactors  tor 
heart  disease.  And  the  best  news 
is  that  Amerieans  have  done  just 
that.  You've  cjuit  smoking, 
balanced  your  diet  and  watched 
your  blood  pressure. 

In  fact,  since  1977,death  rates 
from  heart  attack  have  j^Jone 
down  by  30.9%.  Death  rates  from 
stroke  have  i>one  down  37.3%. 

So  keej)  up  the  tfood  work.  And 
we  ll  keep  on  workint*  to  support 
the  scientific  breaktliroutfhs 
and  medical  innovations  that 
heljj  us  all  make  [)rot>ress  against 
America's  number  one  killer. 

To  learn  about  reduciiiff  your 
risk,  eontact  your  local 
American  tleart  Association. 

Your  Life  Is  In  Your  I lands. 
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weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon’  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenernic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  '^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '33  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon»  1/12  gr  5.4  mg  in 

bottles  of  100's  NDC  53159-001-01  and  1000's  NOC 
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Trends  in  complaints  against  the  medical  profession: 
An  analysis  of  the  work  of  the  SMS  Commission  on 
Mediation  and  Peer  Review 


James  P.  Long,  MD,  Beloit 

"My  Veterinarian  was  real  good  with  my  cat  a while  ago  when  he  had  an 
upper  respiratory  ailment.  He  minestered  (sic)  to  him,  gave  me  some 
medicine  to  take  home.  Then  he  called  me  every  day  for  3 days  after  to 
inquire  how  he  was  doing.  Thats  (sic)  what  1 call  concern!!  What  do  you 
think?  Dr.  (the  physician  in  question)  gave  me  no  results  of  either  the  x- 
ray  or  spirometry!!...!  was  just  an  old  patient  to  get  rid  of." 


So  BEGAN  ANOTHER  LETTER  tO  the 
SMS  Commission  on  Media- 
tion and  Peer  Review,  a multi-spe- 
cialty panel  of  physicians  that  meets 
regularly  to  mediate  disputes  be- 
tween physicians  and  to  consider 
complaints  from  the  public  pertain- 
ing to  physician  conduct. 

One  of  the  commission's  current 
projects  is  to  publicize  its  findings 
so  the  physicians  of  Wisconsin  may 
be  apprised  of  trends  in  the  nature 
of  complaints.  It  has  become  evi- 
dent that  the  same  complaints  and 
types  of  disputes  are  being  repeated 
and  commission  members  believe 
these  findings  will  be  of  value  and 
interest  to  Wisconsin  physicians. 

Mediation  cases 

These  cases  are  brought  to  the  atten- 


Dr  Long  has  been  a member  of  the  SMS 
Commission  on  Mediation  and  Peer 
Review  for  5 years  and  currently  serves 
as  its  chair. 


tion  of  the  commission  by  members 
of  the  public.  The  patient  making 
the  complaint  is  usually  very  upset 
by  the  physician's  conduct  and 
wants  to  be  heard,  but  cannot  com- 
municate directly  with  the  physi- 
cian. Usually,  an  attempt  is  made  to 
resolve  the  dispute  by  directly  talk- 
ing to  the  doctor,  but  either  the  doctor 
refused  to  compromise,  or  the  par- 
ties involved  reach  an  impasse. 
Listed  below  are  examples  of  cases 
that  have  come  before  the  commis- 
sion. 

• A patient  complained  against  a 
physician  because  some  standard 
procedure  was  ordered,  the  rea- 
son for  which  the  patient  did  not 
understand.  Similarly,  complaints 
are  rendered  when  a patient  re- 
ceives a bill  from  a physician 
whom  the  patient  has  never  seen, 
for  example,  when  a radiologist 
interprets  a test,  then  renders  a 
written  opinion  to  the  primary 
physician  without  having  direct 
contact  with  the  patient. 


• A person  went  to  a physician  for  a 
pre-operative  examination  and 
was  appalled  by  the  size  of  the 
bill,  in  view  of  the  amount  of  time 
spent  in  the  presence  of  the  physi- 
cian. One  case  was  that  of  a person 
being  referred  to  a physician  for 
an  elective  surgical  procedure. 
When  surgery  was  completed,  the 
patient  found  that  the  insurance 
coverage  only  paid  a small  frac- 
tion of  the  bill.  The  patient  alleged 
that  the  physician  assured  him  that 
insurance  usually  accepted  a much 
greater  percentage  of  his  submit- 
ted bill. 

• A patient's  mother  became  upset 
because  the  physician  refused  to 
see  her  acutely  ill  child  due  to  tar- 
diness for  the  appointment.  The 
complaint  and  the  response  by  the 
physician  were  contradictory  as 
to  how  the  office  staff  tried  to 
accommodate  the  person  with  an 
emergency  appointment. 

• A physician  performed  surgery  in 
a Worker's  Compensation  case 
and  the  allegation  was  made  that 
the  proper  papers  were  not  filed 
in  a timely  manner.  Furthermore, 
the  patient  stated  that  the  physi- 
cian did  not  return  telephone  calls 
to  answer  questions  about  the 
paperwork. 

Continued  on  next  page 
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• When  a patient  complained  about 
hospital  care,  the  physician  talked 
to  the  hospital's  patient  advocate, 
making  reference  to  the  patient's 
ongoing  psychological  counseling. 
The  patient,  upon  hearing  that  this 
advocate  had  learned  of  his  need 
for  counseling,  was  infuriated  at 
the  attending  doctor  for  releasing 
that  information  without  the  pa- 
tient's consent. 

• A woman  received  a laceration  to 
her  arm  and  was  taken  to  the  local 
doctor  where  her  wound  was  su- 
tured. Her  complaint  alleged  that 
such  a large  laceration  was  ban- 
daged with  such  a small  band- 
aid.  Satisfaction  was  achieved  only 
when  her  own  physician  made  a 
home  visit  the  next  day  and  ap- 
plied the  proper,  larger  bandage 
to  the  wound. 


Independent  medical  examiners 
(IME)  have  been  the  subject  of  the 
public's  complaints.  What  is  dis- 
turbing is  that  the  number  of 
complaints  against  these  individu- 
als seems  to  be  increasing.  People 
are  upset  about  their  abruptness, 
lack  of  sensitivity  in  interviewing 
skills  and,  at  times,  the  almost  ad- 
versarial atmosphere  created  at  the 
time  of  the  encoimter.  Complaints 
have  alleged  that  some  IMEs  are  not 
permitting  others  in  the  examina- 
tion room;  are  not  permitting  use  of 
recording  devices  at  the  time  of  the 
examination;  and  are  making  slan- 
derous comments  about  the  merits 
of  other  physicians  or  about  the 
quality  of  procedures  done  to  a 
patient.  One  person  was  disturbed 
by  the  rash  on  an  IMEs  hand,  ex- 
pressing concern  that  the  condition 
was  contagious.  Another  was  upset 
about  the  use  of  a dirty  instrument 
in  an  examination. 

The  IME  stories  typify  many  of 
the  complaints  against  this  profes- 
sion. The  lack  of  communication  and 
the  public's  perception  about  not 
being  able  to  talk  to  the  doctor  is 
obvious  in  the  vignettes  presented 
earlier.  These  simple  observations 
encompass  the  most  common  rea- 
sons patients  cite  when  complain- 
ing about  physician  care.  In  most 
cases,  physician  care  has  been  excel- 
lent. But  because  an  atmosphere  has 
not  been  created  to  permit  the  pa- 
tient to  feel  comfortable  enough  to 
ask  questions  or  raise  concerns  about 
why  something  is  done  in  a certain 
way,  the  patient  leaves  the  encoun- 
ter unfulfilled. 

Rapport  should  be  one  of  the  phy- 
sician's first  goals  in  interaction  with 
a patient.  The  relationship  between 
the  doctor  and  the  patient  needs  as 
much  attention  as  do  procedures 
used  to  obtain  the  correct  diagnosis. 

Peer  review 

When  one  member  of  the  medical 
profession  complains  against  an- 
other member,  the  SMS  Commis- 
sion on  Mediation  and  Peer  Review 
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receives  information  from  both  sides  . f 

and  renders  an  opinion.  The  com-  I f 

mission  prides  itself  in  the  fact  that  li 

its  peer  review  is  in  the  purest  form. 

Before  reviewers  are  accepted,  it 
is  established  that  there  is  no  con-  I 

flict  of  interest  on  the  part  of  the 
reviewer.  Frequently,  the  name  of 
the  physician  tmder  review  is  kept 
secret  in  the  spirit  of  fairness.  The 
commission  takes  this  charge  most 
seriously,  because  a physician's 
reputation  is  frequently  a factor  in 
the  dispute,  and  the  commission 
knows  that  the  "tables  could  be 
turned"  given  the  right  set  of  cir- 
cumstances so  that  the  reviewer 
could  end  up  at  some  time  being  the 
reviewed. 

This  reality,  however,  does  not 
dissuade  members  from  rendering 
opinions  that  can  admonish  or  sanc- 
tion a physician.  One  recent  case 
even  required  this  author  to  make 
an  on-site  visit  to  a hospital  to 
mediate  a dispute. 

A hospital  can  engage  the  com- 
mission to  conduct  a physician-spe- 
cific review  because  peer  review  on 
the  local  level  is  thought  to  be  unat- 
tainable. While  the  commission 
cannot  offer  ongoing  review  for  a 
hospital's  quality  assurance  depart- 
ment, it  will  respond  when  there  is  a 
specific  question  about  a person's 
skill,  conduct,  or  clinical  decision- 
making ability. 

One  hospital's  request  concerned 
a physician's  global  care.  Office 
records  were  not  available,  but  a 
review  of  the  docto/ s charts  showed 
that  the  person  used  the  same  anti- 
biotic for  every  type  of  infection, 
mismanaged  life-threatening  ill- 
nesses, and  did  not  follow-up  on 
significant  abnormal  laboratory 
tests. 

A hearing  was  conducted  on 
behalf  of  the  hospital's  medical 
executive  committee  concerning  a 
physician  who  was  rude  and  unpro- 
fessional in  front  of  the  patient,  and 
treated  the  nurse  to  the  same  man- 
ner. The  reviewer  questioned  the 
patient,  the  nurse,  and  the  physi- 
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cian,  to  get  an  insight  into  the  com- 
plaint before  a decision  was  ren- 
dered. 

The  commission  provides  physi- 
cians of  the  same  specialty  to  act  as 
peer  reviewers.  Pressures  and 
stresses  that  fall  on  the  physician  in 
question  and  sometimes  used  as 
defense  of  inappropriate  conduct  are 
the  same  felt  by  the  peer  reviewer, 
so  their  influence  on  physician  con- 
duct can  be  weighed  accordingly. 

It  may  be  evident,  through  chart 
review,  that  a physician's  clinical 
decision-making  skills  are  impaired 
or  anticipation  of  peri-operative 
problems  is  not  addressed.  These 
are  recurrent  issues  in  the  review 
process.  The  commission  tries  to 
offer  remedial  clinical  education  in 
every  applicable  circumstance  in  the 
hope  that  the  physician  can  con- 
tinue to  practice  by  learning  new 


skills  that  meet  the  standard  of  care. 
The  University  of  Wisconsin  Medi- 
cal School  has  such  a clinical  reme- 
dial education  program  where  phy- 
sicians have  been  referred  for  an 
individualized  plan  to  correct  defi- 
cits. 

When  physician  care  has  been 
found  to  be  substandard,  the  com- 
mission asks  the  hospital  to  describe 
what  action  was  taken.  If  the  com- 
mission is  unsatisfied  with  the  hos- 
pital's response,  it  may  refer  the  case 
to  the  SMS  Board  of  Directors  to 
consider  revocation  of  that  person's 
membership.  The  significance  of  the 
revocation  is  that  the  act  is  reported 
to  the  National  Practitioner  Data 
Bank. 

The  commission  has  also  consid- 
ered direct  referral  to  the  Medical 
Examining  Board  if  it  considers 


physician  conduct  to  be  especially 
unprofessional.  This  action  is  accom- 
plished, however,  only  after  all  other 
avenues  of  mediation  have  been 
pursued  and  when  the  commission 
believes  the  reporting  is  truly  in  the 
best  interest  of  the  public. 

Conclusion 

The  SMS  Commission  on  Mediation 
and  Peer  Review  is  proud  of  the 
work  it  does  on  behalf  of  the  physi- 
cians in  this  state.  Through  careful 
and  unbiased  review  of  complaints 
about  physicians  and  the  medita- 
tion of  disputes  within  the  profes- 
sion, Wisconsin  physicians  can  be 
assured  that  this  commission  works 
to  provide  the  best  atmosphere 
where  the  public  can  trust  this  pro- 
fession to  hold  itself  to  the  highest 
standard  possible. ❖ 


‘Enjoy  the  e^cquisite  taste  of 
cCassicaC  Italian  cuisine  Tight 
here  in  9^adison. . .at  Eeppino's 
Eor  aU  of  your  dining  occasions. 
Let  chef  and  ozimer  Eeppino  mahe 
yours  a night  to  rememSer. 
Choose  from  the  e?(tensive  menu  of 
fresh  fish,  veal,  chichen  and  pastas 
. . . or  any  of  the  nightly  specials. 


onCy  the  finest 
at  Teppino 's  ” 

Open  nightly  at  5 pm 
5518  University  SLvenue  in  9dadison 
hetzveen  Whitney  Way  and 
9diddleton. 

Call  ( 608)  233-2200 for  reservations. 


Wisconsin  Medical  Journal  • May  1993 


251 


Public  health 

Communicating  chronic  disease  surveillance  information 

Patrick  L.  Remington,  MD,  MPH,  and  Susan  K.  Latton,  Madison 


Derned  broadly,  public  health 
surveillance  is  the  ongoing 
systematic  collection,  analysis,  and 
interpretation  of  health  data  essen- 
tial to  the  planning,  implementa- 
tion, and  evaluation  of  public  health 
practice.^  The  final  link  in  the  sur- 
veillance chain  is  the  application  of 
surveillance  findings  to  disease 
prevention  and  health  promotion 
programs  (Figure). 

A critical  component  of  a surveil- 
lance system  is  the  ability  to  dis- 
seminate the  information  collected. 
Chronic  disease  programs  address 
a broad  constituency,  including 
professional  organizations,  poli- 
cymakers, numerous  voluntary 
health  organizations,  and  the  gen- 
eral public.  Therefore,  information 
must  be  communicated  through 
multiple  channels  using  different 
strategies  to  assure  that  it  reaches 
the  appropriate  target  groups. 

To  improve  the  communication 
of  surveillance  information  data  for 
public  health  action,  a basic  frame- 
work for  disseminating  information 
has  been  developed.^  This  frame- 
work has  five  steps: 

1.  Establish  the  message 

This  message  varies,  depending  on 

the  purpose  of  the  surveillance  sys- 


The  public  health  column  is  not  reviewed 
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tern.  If  the  purpose  of  the  surveil- 
lance system  is  to  detect  changes  in 
disease  incidence  over  time,  then 
the  message  should  emphasize  this 
change,  propose  possible  explana- 
tions, and  provide  recommendations 
for  action. 

For  example,  a surveillance  re- 
port could  present  data  showing  that 
the  number  of  lung  cancer  cases 
reported  among  women  in  the  state 
during  the  past  year  was  higher  than 
any  year  in  history.  This  informa- 
tion could  be  linked  to  the  persis- 
tently higher  rates  of  smoking  among 
women,  especially  among  younger 
women,  in  the  state. 

2.  Define  the  audience 

Chronic  disease  surveillance  data 
are  often  disseminated  without 
consideration  of  the  target  audience. 
The  general  public,  policy  makers, 
legislators,  and  health  care  provid- 
ers have  different  information  needs 
and  may  require  different  commu- 
nication strategies.  Carefully  defin- 
ing the  target  group-those  who  need 
to  know  the  information— increases 
the  likelihood  that  the  information 
will  lead  to  some  action. 

3.  Select  a channel 

Public  health  agencies  traditionally 
rely  on  channels  such  as  surveil- 
lance report  mailing  lists  and  press 
releases;  however,  as  the  amount  of 
information  being  published  in- 
creases, they  must  consider  new 
strategies.  One  strategy  is  to  publish 
the  information  in  a publication  that 
the  target  audience  routinely  reads, 
such  as  an  organizational  newslet- 
ter or  journal. 

The  public  health  column  in  the 
Wisconsin  Medical  Journal  has  been 
recognized  nationally  as  an  example 
of  a way  to  address  a large  audience 


with  important  public  health  mes- 
sages.^ Similar  experience  has 
proved  beneficial  in  Missouri.'*-^ 

4.  Market  the  message 

This  is  perhaps  the  most  important 
step.  Like  a business,  public  health 
agencies  have  information  that  they 
need  to  sell.  An  agency  must  con- 
vince the  audience  members  that  it 
is  worth  their  time  to  read,  under- 
stand, and  act  on  the  information. 

First,  the  message  must  be  framed 
as  a simple,  declarative  statement. 
The  term  "SOCO"  has  been  used  to 
describe  this  "Single  Overriding 
Communication  Objective."  The 
writer  must  determine  the  single 
most  important  finding  and  its  rele- 
vance. 

The  use  of  creative  epidemiology 
can  take  an  otherwise  routine  story 
and  make  it  more  likely  to  be  heard. 
For  example,  whereas  the  simple 
message  might  be  that  lung  cancer 
rates  are  increasing  among  women, 
a more  interesting  approach  is  to 
report  that  "lung  cancer  overtakes 
breast  cancer  as  the  leading  cancer 
killer  among  women."  Thus,  what 
is  essentially  the  same  information 
now  has  relevance  to  a wider  audi- 
ence and  is  more  likely  to  be  heard. 

5.  Evaluate  the  effect 
Evaluation  efforts  should  address 
the  process  (was  the  information 
disseminated?)  and  outcome  (did 
the  information  lead  to  the  intended 
action?)  of  dissemination. 

The  effectiveness  of  the  dissemi- 
nation process  can  be  evaluated  by 
using  clipping  services  to  determine 
the  number  of  reports  published, 
the  geographic  distribution  of  the 
reports,  and  the  proportion  of  the 
total  potential  audience  to  receive 
these  reports.  In  addition,  the  con- 
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tent  of  articles  should  be  reviewed 
to  assess  both  the  accuracy  and  ap- 
propriateness of  the  message  being 
sent. 

Between  1989  and  1991,  we  con- 
ducted such  an  evaluation  of  the 
Wisconsin  Medical  Journal  series.^ 
During  that  period,  11  of  the  articles 
were  accompanied  by  press  releases 
and  led  to  considerable  media  cov- 
erage statewide.  Our  abstracting 
service  discovered  that  more  than 
350  articles  were  published  in  news- 
papers, reaching  an  estimated  1.8 
million  persons  in  the  state.  During 
this  time,  reporters  made  more  than 
200  inquiries  to  the  Division  of 
Health  regarding  information  pre- 
sented in  the  Wisconsin  Medical  Jour- 
nal articles. 

Determining  the  effect  of  the 
communication  effort  on  public 
health  action  requires  an  evaluation 
of  outcomes,  such  as  knowledge  or 
behavior.  This  type  of  evaluation 
often  requires  surveys  of  the  target 
population  before  and  after  the  sur- 
veillance information  has  been  dis- 
seminated to  detect  changes  in  the 
level  of  knowledge  or  behavior. 
These  types  of  evaluations  are  often 
difficult,  expensive,  and  time-con- 
suming. 

Conclusion 

Data  collection,  analysis,  and  dis- 
semination are  important  compo- 
nents of  a chronic  disease  surveil- 
lance system,  but  the  final  link  in 
surveillance  is  the  application  of  the 
data  to  prevention  and  control.’ 
Thus,  the  tabulation  and  reporting 
of  increasing  death  rates  due  to  lung 
cancer  over  the  past  30  years  consti- 
tutes a public  health  surveillance 
system  only  if  these  data  lead  to 
public  and  private  efforts  to  reduce 
tobacco  use. 

The  importance  of  surveillance 
in  chronic  disease  control  is  increas- 
ingly being  recognized.  The  Insti- 
tute of  Medicine's  report,  TheFuture 
of  Public  Health,  emphasizes  that 
assessment  is  a key  responsibility  of 
Continued  on  next  page 
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Fig.— Organizational  model  for  state-based  chronic  disease  surveillance  programs. 
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Continued  from  preceding  page 
public  health,  one  that  cannot  be 
delegated  to  others.^  State  health 
departments  are  more  frequently 
using  chronic  disease  surveillance 
information  to  guide  programs/-*  As 
more  surveillance  data  are  incorpo- 
rated into  chronic  disease  preven- 
tion and  control  programs,  greater 
resources  and  public  attention  will 
be  devoted  to  these  important  pub- 
lic health  problems. 
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Second  in  a series 

A study  on  financial  viability  of  clinics  and  physician 
practices  in  under-served  areas  of  Wisconsin:  The  primary 
care  physician  shortage  problem  and  collection  issues 


Thomas  H.  Ryan,  Anne  Bicha,  Lyrui  Sherman,  and  William  Kucharski,  Madison 


A survey  of  21  physicians  and  clinic  managers  in  Health  Professional 
Shortage  Areas  (HPSAs)  and  other  under-served  areas  in  Wisconsin 
found  that  to  combat  increasing  costs,  low  reimbursement  rates  and  in- 
creasing charity  care  demands,  several  practices  rely  on  outside  sources 
of  funding.  Also,  the  financial  viability  of  physician  practices  in  under- 
served areas  of  Wisconsin  is  threatened  more  by  the  low  reimbursement 
rates  of  Medicaid  and  Medicare  than  by  the  provision  of  charity  care. 
Though  few  are  limiting  the  number  of  Medicare  and  uninsured  patients 
they  will  treat,  many  have  begun  implementing  cost  containment  meas- 
ures, including  more  strict  collection  policies.  There  are  also  indications  of 
restricted  access  for  Medicaid  patients.  W/s  Med  }.  1993;92(5):254-258. 


This  is  the  second  in  a series  of 
articles  detailing  the  findings 
of  the  survey  and  analysis  that  were 
completed  during  the  fall  of  1992 


under  the  supervision  of  the  SMS 
Committee  on  Health  Care  Finance 
and  Delivery.  The  goal  of  the  survey 
group,  four  University  of  Wiscon- 


sin-Madison graduate  students  in 
the  programs  in  health  management, 
was  to  gather  information  on  finan- 
cial viability  of  clinics  and  practices 
in  under-served  areas  as  it  is  mani- 
fested by  physician  recruitment  dif- 
ficulties, uncompensated  care  (free 
care,  bad  debt  and  discounted  care, 
collection  issues),  and  Medicaid  and 
Medicare  reimbursement.  The  in- 
formation is  open-ended  opinion 
data.  This  article  examines  physi- 
cian recruitment  and  collection  is- 
sues. In  the  third  article,  we  will 
discuss  the  effect  of  Medicare  and 
Medicaid  discounted  care,  and  in 
the  final  article,  we  present  our  rec- 
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ommendations  based  on  the  find- 
ings of  the  survey  and  respondent 
suggestions. 

Methods 

A five-part  survey  of  a cross-section 
of  21  Wisconsin  practices,  ranging 
from  solo  practitioners  and  feder- 
ally funded  community  health  cen- 
ters, to  a large  multi-specialty  clinic, 
was  conducted.  Twelve  were  face- 
to-face  interviews;  the  others  were 
mailed  out  and  returned. 

The  survey  was  designed  to  so- 
licit responses  from  both  managers 
and  physicians  to  five  questions  with 
multiple  parts.  The  first  question 
collected  resource  information  on 
the  clinics  and  practices.  The  second 
question  addressed  the  availability 
of  other  sources  of  health  care  in  the 
participants'  communities  and  sur- 
rounding communities.  The  intent 
was  to  discern  what  other  sources  of 
treatment  are  available  in  the  vicin- 


ity of  the  clinics  and  practices  for 
uninsured  and  under-insured  pa- 
tients. 

The  third  question  directly  ap- 
proached the  issues  of  charity  care, 
bad  debt  and  collection  patterns.  This 
gets  at  the  heart  of  our  study  in  that 
it  illustrates  the  disconcerting  con- 
nection between  a site's  financial 
restrictions  and  patient  access  to  care. 
The  fourth  question  was  created  to 
obtain  information  specific  to  gov- 
ernmental discounted  care  (ie,  the 
Medicare  and  Medicaid  entitlement 
programs)  as  it  relates  to  the  finan- 
cial viability  of  each  site.  The  fifth 
question  concluded  the  survey  with 
a set  of  questions  regarding  per- 
sonal opinions  on  the  provision  of 
care  to  the  uninsured.  Medicare  and 
Medicaid  patients  and  thoughts  on 
how  to  improve  existent  policies  that 
address  issues  relating  to  under- 
served areas  and  uncompensated 
care.  The  last  section  requests  sug- 


gestions for  the  SMS. 

Physician  recruitment 
Hie  problem.  The  recruitment  and 
retention  of  physicians  are  impor- 
tant considerations  in  any  analysis 
of  uncompensated  care.  Because 
resources  are  more  scarce  in  under- 
served regions,  the  relationship 
between  inadequate  reimbursement 
and  physician  recruitment  difficulty 
is  pronounced,  though  less  so  in 
urban  under-served  areas  than  in 
rural  under-served  areas.  Thus,  it  is 
more  difficult  to  maintain  financial 
viability  while  serving  those  who 
cannot  or  will  not  pay.  Almost  all 
respondents  agreed  that  attracting 
physicians  to  rural  sites  is  more  dif- 
ficult than  recruiting  for  clinics  or 
practices  located  in  suburban  or 
urban  areas. 

Despite  a rapidly  expanding  pool 
of  physicians  in  the  United  States, 
Continued  on  next  page 
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there  is  a problem  of  access  to  pri- 
mary health  care  in  many  rural  and 
central  city  areas.  From  1980  to  1991, 
the  number  of  federally  designated 
HPSAs  in  Wisconsin  has  increased 
by  135%,  from  20  to  47  (Noren,  1992). 
The  federal  HPSA  designation  ap- 
plies to  regions  that  fall  below  the 
physician-to-population  ratio  of 
1:3000.  We  can  assume  that  this  cre- 
ates unfavorable  repercussions  for 
providers  and  patients. 

In  all  likelihood,  the  greater  pres- 
sure to  increase  billings  in  these 
regions  forces  longer  practice  hours 
for  physicians  and  health  profes- 
sionals, more  call  rotation  demands, 
and  a greater  incentive  to  place  full- 
pay  patients  higher  in  the  prioritiza- 
tion schema  for  treatment  at  the  site 
of  practice.  For  patients,  we  can  only 
speculate  on  implications  of  access 
and  quality. 

How  severe  is  the  physician  short- 
age in  Wisconsin?  During  1991,  in 
34  rural  counties  in  Wisconsin,  20% 
of  primary  care  physicians  were  over 
65  years  old  (Noren,  1992).  The  per- 
centage of  medical  graduates  who 
elect  to  do  residencies  in  primary 
care  has  been  declining,  and  the  per- 
centage wanting  rural  practice  is  by 
all  accounts  very  small.  Thus,  cur- 
rent and  anticipated  future  physi- 
cian retirement  in  rural  areas  will 
exacerbate  the  problems  of  recruit- 
ment and  access  in  these  areas.  And 
because  the  recruitment  of  new  phy- 
sicians will  be  increasingly  difficult, 
time-consuming  and  costly  for 
under-served  areas  which  may  lack 
resources  for  routing  patient  care, 
the  trends  toward  more  restricted 
patient  access  and  greater  financial 
difficulty  for  many  clinics  and  prac- 
tices demand  attention. 

To  be  more  precise,  the  UW  Of- 
fice of  Rural  Health  estimates  that 
Wisconsin  currently  needs  100  fam- 
ily practice  physicians  and  could 
use  50  to  100  more  in  each  of  the  next 
3 years  (Noren,  1992).  Along  the 
same  lines,  John  Beasley,  MD,  pre- 
dicted in  1989  that  if  an  adequate 


number  of  family  practice  physi- 
cians is  1 for  every  3000  residents, 
then  Wisconsin  faces  a shortage  of 
approximately  300  family  practice 
physicians.  He  speculated  that  if 
Wisconsin  residencies  continued  to 
produce  the  same  number  of  family 
practitioners,  we  might  keep  up  with 
losses  (Beasley,  1989).  Since  then, 
residencies  have  not  been  completely 
filled  (Beasley,  1992). 

Additionally,  the  increase  in 
popularity  of  HMOs  and  other 
managed  health  care  systems,  espe- 
cially in  suburban  areas,  has  placed 
a greater  burden  on  recruitment 
efforts  in  rural  and  central  city  ar- 
eas. Family  practice  physicians  are 
key  players  in  managed  care  ar- 
rangements, and  physicians  are 
likely  to  receive  significantly  higher 
incomes,  better  working  hours  (in- 
cluding less  call  rotation),  and  more 
support  under  a managed  care  ar- 
rangement than  in  an  under-served 
area. 

Suniey  results.  Only  three  respon- 
dents indicated  that  their  recruit- 
ment problems  are  no  more  pro- 
nounced than  in  regions  that  are  not 
under-served.  The  benefits  of  a ru- 
ral or  central  city  setting,  the  added 
10%  Medicare  and  Medicaid  reim- 
bursement for  HPSAs,  and  manager 
ability  to  recruit  were  cited  as  aids 
only  in  rare  instances.  There  are 
numerous  reasons  for  recruitment 
difficulties  in  under-served  areas, 
not  all  related  to  financial  viability. 
Reasons  cited  include: 

• A majority  of  the  clinics  cited  the 
lower  salaries  of  rural  physicians 
compared  to  their  suburban  and 
urban  counterparts  as  a signifi- 
cant drawback. 

• Half  of  the  clients  indicated  that 
recruitment  is  difficult  because 
of  lifestyle  factors,  indicating  the 
difficulties  of  a spouse  finding 
adequate  employment,  or  their 
own  disinterest  in  living  in  a rural 
setting.  Perceived  or  real  differ- 
ences in  local  school  systems  also 
play  a role. 


• Rural  clinics  are  composed  mainly 
of  family  physicians  who  are  in- 
sufficiently compensated  due  to 
the  reimbursement  incongruities 
between  sub-specialists  and 
family  physicians,  internal  medi- 
cine physicians  and  pediatricians, 
and  urban  and  rural  practitioners. 

• There  is  a lack  of  community  and 
area  hospital  support  for  physi- 
cian practices  in  rural  under- 
served areas. 

External  sources  of  funding  for 
monetary  compensation  (eg,  federal, 
state,  local  financial  support),  how- 
ever, seems  to  alleviate  recruitment 
difficulty,  pointing  up  the  impor- 
tance of  a safety  net.  Also,  a recent 
trend  of  affiliation  with  a system 
health  care  provider  tends  to  en- 
hance recruitment  potential,  and 
some  sites  have  sought  affiliation 
with  large,  multi-specialty  entities, 
because  of  their  competitive  advan- 
tage and  the  benefits  of  economies 
of  scale  reached  in  pooling  resources 
and  enrolling  a high  volume  of  pa- 
tients. Apparently,  this  liberates 
those  financially  struggling  rural 
sites  from  offering  compensation 
linked  solely  with  the  amount  billed. 
The  more  stable  income,  vacation 
coverage  and  reduced  call  rotation 
appear  to  be  effective  inducements 
in  recruiting.  This  affiliation  is  an 
emerging  trend,  not  without  its  crit- 
ics. Further  research  on  the  advan- 
tages and  limitations  of  this  rela- 
tionship is  recommended. 

Parallels  can  also  be  drawn  from 
the  survey  responses  with  regard  to 
comp>ensation  as  a recruitment  strat- 
egy. The  use  of  guaranteed  salaries 
seems  to  be  a successful  method  in 
attracting  physicians  to  sites  with 
higher  risk  payer  mixes.  The  use  of 
signing  bonuses  and  production 
incentives  was  also  indicated,  and 
we  suspect  this  may  become  more 
common  in  the  future  as  efforts  to 
attract  a shrinking  number  of  pri- 
mary care  physicians  intensify.  In 
some  clinics,  new  physicians  are 
sometimes  hired  at  a salary  higher 
than  that  paid  to  senior  partners. 
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and  higher  than  what  they  will  be 
receiving  in  the  future.  Also,  one 
clinic  manager  claims  that  she  re- 
cently hired  a recruiter,  and  that  this 
is  becoming  more  common  in  areas 
with  recruitment  difficulties. 

One  physician  spoke  at  length  on 
the  physician  recruitment  problem. 
He  stated  that  one  major  reason  for 
the  imbalance  between  family  phy- 
sicians and  sub-specialists  is  that  a 
bias  toward  the  sub-specialties  is 
perpetuated  in  most  US  medical 
schools.  He  stated  that  because  the 
first  2 years  of  course  work  are  taught 
by  sub-specialists,  there  is  an  inher- 
ent emphasis  on  choosing  a sub- 
specialty. He  also  said  that  some 
instructors  promote  the  image  and 
competence  of  sub-specialists,  often 
to  the  detriment  of  family  practice. 
Additionally,  the  absence  of  a pri- 
mary care  rotation  in  many  places 
and  hospital  admitting  restrictions 


imposed  on  family  practitioners 
further  elevate  the  status  and  pres- 
tige of  sub-specialist  practice  at  the 
expense  of  family  practice. 

Another  commonly  cited  recruit- 
ment disincentive  for  the  rural  prac- 
tices is  that  incomes  for  family  phy- 
sicians in  these  areas  are  significantly 
lower  than  those  in  the  more  urban 
areas.  Though  some  disagree,  this 
physician  believes  that  if  reimburse- 
ment were  higher  for  primary  care 
physicians,  there  would  be  no  short- 
age in  rural  settings.  This  may  be 
true,  but  difficult  to  achieve  none- 
theless. Currently,  one  reason  it  is 
difficult  to  rectify  the  considerable 
reimbursement  incongruity  is  that 
Medicare  reimbursement  is  frozen 
at  higher  rates  in  urban  counties  than 
in  rural  counties  despite  efforts  to 
change  this  through  Wisconsin's 
county  medical  societies  (CMSs). 
Because  one  predominantly  metro- 


politan county  of  the  11  total  CMSs 
stands  to  lose  reimbursement,  the 
unanimity  required  to  alter  the  usual 
and  customary  payment  schedule 
does  not  exist. 

Perhaps  the  most  significant  dis- 
incentive to  locating  a practice  in  an 
under-served  region  is  the  one  that 
is  probably  most  difficult  to  resolve. 
As  Dr  Beasley  pointed  out,  lifestyle 
attributes  (both  perceived  and  real) 
may  be  underemphasized  in  their 
capacity  to  dissuade  physicians  from 
choosing  the  under-served  practice 
alternative.  The  rural  lifestyle,  it  is 
argued,  scores  lower  on  many  qual- 
ity of  life  indicators,  such  as  availa- 
bility of  spousal  employment  op- 
portunities, which  is  very  impor- 
tant for  most  married  physicians. 
The  strength  of  school  systems  and 
the  availability  of  outlets  for  enter- 
tainment are  also  important  consid- 
Continued  on  next  page 
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erations.  For  these  reasons,  physi- 
cians will  gravitate  to  metropolitan 
areas. 

This  problem  is  universal,  and 
has  been  stated  more  directly.  Re- 
call the  refrain,  "How  can  you  keep 
them  down  on  the  farm  after  the/  ve 
seen  Paris?"  When  we  consider  that 
relatively  few  medical  students  grow 
up  in  rural  areas,  and  physician  train- 
ing is  most  often  11  years  in  metro- 
politan areas,  it  is  clear  why  the 
rural  practice  alternative  is  even  less 
enticing. 

Collection  issues 
Another  important  indicator  of  fi- 
nancial viability  is  the  sophistica- 
tion of,  and  adherence  to,  collection 
policies  and  procedures.  We  ex- 
pected to  discover  a trend  of  greater 
sophistication  and  more  disciplined 
adherence  to  established  rules  be- 
cause of  the  trends  showing  a rise  in 
the  number  of  HPSAs  (indicating  a 
high  case  load  or  low  physician 
supply  due  to  reimbursement  issues) 
and  the  current  emphasis  on  cost 
containment  in  health  care. 

We  found  that  most  clinics  have 
some  type  of  collection  policy  in 
place.  They  vary  from  formal,  writ- 
ten policies  that  have  been  approved 
by  board  members  or  community 
representatives  to  those  determined 
individually  by  the  clinic  manager. 
The  specific  mechanisms  range  from 
a system  of  front-end  discounting  in 
which  a patient  is  prospectively 
identified  as  a pay  or  non-pay  pa- 
tient to  a back-end  billing  system  in 
which  discounts  are  given  in  retro- 
spect or  full  payment  is  pursued. 
Responses  show: 

• Nearly  90%  of  the  21  clinics  use 
collection  agencies.  The  point  at 
which  they  are  used  and  the 
amount  collected  vary  by  site. 

• The  average  time  prior  to  a bill 
being  forwarded  to  a collection 
agency  is  120  days,  and  only  25% 
to  50%  is  typically  recovered. 

• Several  clinics  indicated  that  they 
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require  proof  of  insurance  prior 
to  provision  of  care,  while  four 
clinics  indicated  they  require 
varying  amounts  of  payment  at 
the  time  of  service. 

• Five  practices  identified  the  need 
to  use  small  claims  court  to  col- 
lect unpaid  bills,  a method  that 
proved  effective  at  a few  rural 
sites. 

• At  one  clinic,  the  patient  is  al- 
ways billed  for  the  full  amount 
and  discounts  are  made  only  in 
rare  instances. 

• Most  sites  have  not  been  very 
strict  in  adhering  to  the  formal- 
ized policies.  Accommodations 
are  made  for  established  patients 
with  financial  difficulties  who 
show  a genuine  interest  in  set- 
tling the  account. 

• The  larger  practices  and  clinics 
and  the  sites  affiliated  with  sys- 
tems tend  to  have  more  formal- 
ized policies  in  place. 

• Financial  planners  are  used  at 
some  sites. 

Several  clinic  managers  indicated 
that  enforcement  has  become  more 
formalized  during  the  past  5 years. 
Some  clinics  and  practices  are  be- 
coming more  sophisticated  and  crea- 
tive in  collecting  past  due  accounts, 
which  is  an  indication  that  they  are 
less  permissive  than  in  the  past.  We 
hypothesize  that  more  structured 
systems  for  collections  are  causally 
related  to  increasing  pressures  on 
clinic  and  practice  financial  viabil- 
ity. 

These  trends  in  collection  point 
up  two  significant  problems  that  will 
require  attention  in  the  future.  First, 
it  is  a sign  that  financial  viability 
may  be  more  difficult  to  maintain 
for  clinics  and  practices  in  under- 
served areas  than  it  was  in  prior 
years  when  leniency  was  more  eas- 
ily afforded. 

Second,  we  can  only  speculate  on 
the  impact  these  more  formalized 
collection  policies  and  procedures, 
combined  with  a shortage  of  health 
professionals,  may  have  on  access  to 


needed  care  for  those  uninsured  and 
under-insured  patients  who  carmot 
afford  to  pay  for  care. 

Conclusion 

The  recruitment  and  retention  of 
primary  care  physicians  is  a signifi- 
cant problem  in  under-served  areas. 
With  the  rising  number  of  HPSAs 
and  the  current  need  for  primary 
care  physicians,  under-served  areas 
will  be  challenged  to  create,  or  seek 
help  in  creating,  incentives  to  attract 
those  physicians  drawn  to  other 
areas  due  to  greater  reimbursement, 
a more  favorable  payer  mix,  or  bene- 
fits of  lifestyle.  Though  the  survey 
revealed  a willingness  to  be  lenient 
in  enforcing  collection  policies  in 
many  instances,  this  issue  should 
not  be  dismissed.  With  the  increas- 
ing pressure  of  costs,  more  aggres- 
sive efforts  in  collection  are  antici- 
pated. The  next  article  discusses 
Medicare  and  Medicaid  issues,  and 
the  fourth  and  final  article  presents 
recommendations  for  the  SMS.<* 


Thanksfor 
sticking  with  us. 


THE  POWER  TO  BECOME. 
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Pauline  Jackson,  MD,  takes  the  helm  at  the  SMS 


PAULINE  M.  Jackson,  MD,  a psy- 
chiatrist from  La  Crosse,  be- 
came the  138th  president  of  the  SMS 
when  she  was  sworn  in  at  the  1993 
annual  meeting  in  La  Crosse. 

The  president  earned  her  medi- 
cal degree  from  Stanford  University 
^ Medical  School  in  1961.  She  served 
I her  internship  at  Charles  T.  Miller 
Hospital  in  St  Paul,  then  completed 
' her  residency  at  the  Cleveland  Psy- 
chiatric Institute.  She  is  board  certi- 
fied in  psychiatry. 

I Since  moving  to  Wisconsin  in 
I 1972,  Dr  Jackson  has  demonstrated 
leadership  capabilities  both  locally 
and  throughout  organized  medicine. 
Dr  Jackson  was  nominated  for  the 
position  of  president  elect  in  1992  by 
the  La  Crosse  County  Medical  Soci- 
ety. 

An  active  SMS  member.  Dr 
Jackson  served  on  the  SMS  Board  of 
I Directors  from  1979  to  1989.  She 
I returned  to  the  board  as  president 
I elect  in  1992.  She  served  on  the  SMS 
Committee  on  Mental  Health  from 


1979  through  1988,  chairing  the 
committee  from  1981  to  1985.  She 
was  reappointed  to  that  committee 
in  1989. 

The  La  Crosse  physician  is  a 
member  of  the  SMS  Commission  on 
Governmental  Affairs  (formerly  the 
Physicians  Alliance  Commission). 
Her  many  other  SMS  committees 
include  the  Committee  on  Child 
Abuse,  Committee  on  Women's 
Issues,  Committee  on  Alcoholism 
and  Other  Drug  Abuse,  and  chair  of 
the  Task  Force  on  Competition  and 
Regulation. 

She  serves  on  the  managing 
committee  of  the  Statewide  Physi- 
cians Health  Committee  and  is  also 
a member  of  the  Board  of  the  Chari- 
table, Educational  and  Scientific 
Foundation  (CESF)  of  the  SMS  and 
past  chair  of  the  CESF  Finance  Com- 
mittee. Dr  Jackson  was  also  a mem- 
ber of  the  1987-1988  SMS  Strategic 
Planning  Committee. 

She  served  as  president  of  the  La 
Crosse  County  Medical  Society  in 
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Pauline  M.  Jackson,  MD 


1984  and  1985,  served  first  as  secre- 
tary and  then  as  president  of  the 
Wisconsin  Psychiatric  Association 
(1987-1989).  She  has  served  on  the 
Board  of  Directors  of  the  Gundersen 
Clinic  and  as  chief  of  staff  at  Lu- 
theran Hospital  in  La  Crosse. 

"Dr.  Jackson  is  an  extremely 
qualified  physician  with  a great  deal 
of  experience  in  the  SMS  and  lots  of 
common  sense,"  said  Dr  William 
Listwan,  endorsing  his  successor. 
"She  has  the  foresight  and  knowl- 
edge Wisconsin  physicians  need 
during  this  time  of  health  care  sys- 
tem reform  and  fast-paced 
change."  ❖ 
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SMS  House  of  Delegates  approves  Wisconsin  Care 
health  reform  plan 


The  sms  House  of  Delegates 
adopted  a comprehensive 
health  care  reform  package  April 
16,  affirming  earlier  action  taken  by 
the  SMS  Board  of  Directors. 

Wisconsin  Care  is  based  on  two 
ideas:  first,  that  all  Wisconsin  resi- 
dents should  be  covered  by  at  least  a 
basic  health  care  insurance  plan, 
which  makes  it  a "universal  access" 
plan;  and  second,  that  everyone  in 
the  state  has  a role  to  play  in  reform- 
ing the  health  care  delivery  struc- 
ture and  making  it  more  cost-effec- 
tive. As  a result,  the  plan  spells  out 
the  responsibilities  of  Wisconsin  resi- 
dents, employers,  the  state  govern- 
ment, insurers,  physicians  and  hos- 
pitals. 

"Each  of  us  must  make  a sacrifice 
if  we  are  to  make  our  system  work 
better,"  said  SMS  President  Pauline 
Jackson,  MD,  of  La  Crosse.  Wiscon- 
sin Care  is  a play-or-pay  plan,  in 


which  employers  either  "play"  by 
providing  coverage  directly,  or  pay 
a tax  so  that  their  employees  can  be 
covered  through  the  state.  The  plan 
also  supports,  in  a number  of  ways, 
those  employers  who  do  not  cur- 
rently provide  insurance. 

Jackson  noted  that  "One  of  the 
interesting  changes  proposed  by 
Wisconsin  Care,  is  the  adoption  of  a 
single  statewide  relative  value  scale 
for  health  care  services.  Physicians 
and  insurers  would  then  set  their 
own  conversion  factors.  This  re- 
form introduces  price  competition 
into  physician  payment.  By  know- 
ing a physician's  conversion  factor, 
a patient  knows  the  price  for  that 
physician's  services  relative  to  the 
next  physician.  Additionally,  the 
physician's  conversion  factor  can 
readily  be  compared  to  that  of  the 
insurer  and  indicate  whether  the 
insurer  will  fully  cover  the  physi- 


cian's bill." 

"We  recognize  that  our  plan,  like 
others  on  the  table,  has  its  imperfec- 
tions. Nevertheless,  it  is  a solid  plan 
that  meets  widely  shared  objectives," 
Jackson  said.  "In  essence,  it  is  a mar- 
ket-based system  for  health  care 
services  delivery  with  a strong  gov- 
ernment role  to  set  the  rules  of 
competition." 

"We  hope  that  Wisconsin  Care 
will  form  the  framework  for  the 
discussions  about  to  begin  in  the 
Wisconsin  Legislature,"  the  presi- 
dent said.  "We  also  hope  that  those 
who  are  involved  in  the  discussion 
will  recognize  the  seriousness  of  the 
need  for  reform  and  set  aside  self 
interest  for  the  public  good.  The 
immediate  challenge  is  that  we  lay 
aside  our  differences  and  work  in  a 
united  fashion  to  see  that  Wiscon- 
sin's health  care  system  meets  the 
needs  of  Wisconsin's  residents. "❖ 


SMS  president  urges  new  emphasis 
on  stopping  tobacco  use  by  teens 


A LARGE  INCREASE  in  the  State's 
cigarette  tax  would  reduce 
tobacco  addiction  in  Wisconsin  and 
would  help  keep  teens  from  becom- 
ing addicted  to  smoking  materials 
that  can  damage  their  lungs  and 
eventually  cost  them  their  lives. 

That's  the  recommendation  from 
the  new  president  of  the  SMS, 
Pauline  Jackson,  MD,  a psychiatrist 
from  La  Crosse.  Jackson,  who  began 
her  term  Thursday,  April  15,  is  ad- 
vocating that  cigarette  taxes  be  in- 
creased by  at  least  one  dollar  per 
pack  to  cut  down  on  tobacco  use  by 


current  smokers  and  make  smoking 
materials  less  affordable  for  youth. 

In  a press  conference  April  16, 
Jackson  cited  US  Department  of 
Health  and  Social  Services  statistics 
that  estimate  that  100,000  school- 
aged  children  and  adolescents  in 
Wisconsin  are  cigarette  smokers. 
Jackson,  who  will  also  focus  her  term 
on  health  care  reform  issues,  is  urg- 
ing state  lawmakers  to  make  the 
health  care  needs  of  residents  a pri- 
ority. "Wisconsin  needs  to  take  ac- 
tion now  to  protect  the  future  of  its 
youth,"  Jackson  stated.  "In  Canada 


and  other  countries  where  these 
taxes  have  been  applied,  smokers 
have  cut  down  on  their  use.  But 
more  importantly,  teenagers  have 
not  been  able  to  afford  to  become 
addicted." 

"Cigarette  companies  know  they 
must  continue  to  replace  their  con- 
sumers as  smokers  die  off  or  quit. 
That's  why  the  industry  targets 
youth  with  advertising  that  glamor- 
izes smoking  and  why  tobacco  com- 
panies have  recently  announced 
price  drops  to  encourage  tobacco 
consumption,"  Jackson  said. 
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In  addition  to  the  cigarette  price 
hike,  the  state  medical  society  presi- 
dent is  urging  state  residents  to  en- 
courage schools  and  local  law  en- 
forcement agencies  to  maintain  an 
active  stand  against  youth  smoking. 
"Ask  your  state  lawmakers  and  local 
city  cotmcils  to  limit  billboards  and 
other  advertising  that  encourages 
impressionable  children  and  teens 
to  smoke,"  Jackson  urged,  noting 


that  studies  have  shown  Joe  Camel, 
the  cartoon  character  used  to  sell 
Camel  cigarettes  is  as  familiar  to  ele- 
mentary school  children  as  Mickey 
Mouse. 

Local  officials  can  also  play  a vi- 
tal role  in  public  health  by  imple- 
menting smokefree  ordinances  gov- 
erning restaurant  and  other  estab- 
lishments. "A  recent  University  of 


California  study  of  smokefree  ordi- 
nances in  13  cities  found  no  ill  ef- 
fects on  sales  and  concluded  that 
public  health  officials  can  enact  such 
health  and  safety  requirements  to 
protect  patrons  and  employees  in 
restaurants  from  the  toxins  in  sec- 
ond hand  tobacco  smoke  without 
fear  of  adverse  economic  conse- 
quences," the  SMS  president  said.^ 


SMS  Executive  Committee  responds  to  Thompson  plan 


The  Executive  Committee  met  via 
telephone  conference  May  6 to 
discuss  a soon-to-be  disclosed  and 
updated  version  of  Gov  T ommy  Th- 
ompson's  "Wisconsin  Health  Care 
Partnership  Plan."  As  a result,  the 
committee  directed  SMS  staff  to 
convene  a meeting  of  selected  clinic 
medical  directors,  clinic  managers, 
SMS  Board  members,  and  county 
society  presidents  for  purposes  of 
reviewing  the  plan  so  after  it  is  re- 
leased. Recommendations  devel- 
oped at  this  meeting  would  be  re- 
ported to  the  Executive  Committee 
for  consideration  and  action. 

The  governor's  plan,  announced 
in  the  middle  of  March,  focused 
mainly  on  health  care  cost  contain- 
ment. The  plan  recommended  a 
system  of  regional  purchasingpools 
for  health  care  services  covering 
large  numbers  of  public  and  private 
sector  employees.  It  divided  the  state 
into  nine  regions,  and  it  recom- 
mended that  the  plan  be  first  imple- 
mented in  the  Madison  and  Eau 
Claire  regions  July  1, 1994. 

Those  invited  to  the  upcoming 
meeting  are  primarily  leadership 
physicians  and  clinic  representatives 
from  the  Madison  and  Eau  Claire 
areas.  This  anticipates  that  the  new 
version  of  the  governor's  plan  will 
continue  with  the  same  geographic 


phased-in  approach  as  his  previous 
plan.  The  number  of  regional  pur- 
chasing pools  and  their  implemen- 
tation dates  do  not  yet  appear  to  be 
fully  decided  by  the  Thompson 
administration.  If  the  modified  plan 
does  initially  affect  other  areas  of 
the  state,  then  representation  from 
those  areas  will  also  be  invited. 

It  has  been  extremely  difficult  to 
get  any  solid  information  about  the 
governor's  plan,  either  about  its 
release  date  or  about  its  new  recom- 
mendations. We  do  know  that  state 


Three  years  ago,  the  SMS  opened 
to  the  public  the  nomination 
process  for  its  Physician-Citizen  of 
the  Year  award.  The  result  was  an 
overwhelming  outpouring  of  admi- 
ration and  affection  for  Wisconsin's 
physicians.  As  a service  to  the 
members  of  the  SMS,  the  WMJ  is 
sharing  some  of  these  nominating 
letters  with  its  readers. 

The  letters  are  edited  only  for 
length  and  the  removal  of  personal 
names  (we'll  call  all  of  them  "Dr 
Badger."  The  letters  reprinted  are 


Senator  Rosenzwieg's  Select  Com- 
mittee on  Health  Care  Reform  has 
an  informational  hearing  scheduled 
on  it  for  May  19.  We  anticipate  that 
a detailed  draft  will  be  available  by 
that  time. 

Another  current  unknown  is  the 
vehicle  to  be  used  by  the  Legislature 
for  advancing  the  governor's  plan. 
Currently,  the  speculation  is  going 
either  way  at  the  Capitol  as  to 
whether  the  plan  will  be  considered 
as  part  of  the  state  budget  process  or 
as  a separate  bill.^ 


not  necessarily  the  nominations  of 
the  winning  physicians. 

Dear  Sirs, 

I think  Dr  Badger  deserves  to  be 
nominated  because  he  is  a very 
dedicated  person.  He  is  a very 
sympathetic  and  caring  person.  He 
listens  to  what  you  have  to  say  and 
doesn't  just  let  it  go  over  his  head. 
He  also  will  come  to  the  house  when 
he  knows  the  patient  can't  get  to  the 
office.  ❖ 


Physician-Citizen  of  the  Year 
nomination  letter 
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Whitburn  gives  SMS  directors  a glimpse  of  the  Clinton  plan 


The  Clinton  administration's 
plan  for  health  care  systems 
reform  will  contain  much  that  will 
appeal  to  physicians,  according  to 
Gerald  Whitburn,  secretary  of  the 
Wisconsin  Department  of  Health 
and  Social  Services,  but  the  medical 
community  must  be  wary  of  how 
Congress  may  tinker  with  the  plan 
before  passing  it.  Whitburn  ad- 
dressed the  SMS  Board  of  Directors 
at  its  April  14  meeting  in  La  Crosse, 
held  in  conjunction  with  the  1993 
SMS  annual  meeting.  He  was  in- 
vited to  the  meeting  to  receive  the 
SMS  1993  Health  Leadership  Award. 

Whitburn  said  he  had  visited  with 
several  health  care  reform  leaders  in 
the  Clinton  administration,  includ- 


CMS outreach 
honored 

Then-SMS  President  William).  List- 
wan,  MD,  recognized  three  county 
medical  societies  during  a recent 
session  of  the  SMS  House  for  out- 
reach performed  as  part  of  the  SMS 
150th  anniversary  challenge  project. 

Those  honored  include:  the 
Dodge  County  Medical  Society,  for 
its  SmokeFree  Class  of  2000  and 
Beyond;  the  Marathon  County 
Medical  Society  for  working  with 
its  Alliance  to  establish  four  scholar- 
ships, including  two  $1,000  scholar- 
ships for  third  year  medical  students; 
and  the  Pierce-St.  Croix  County 
Medical  Society  for  establishing  the 
Dr  Clifford  Olson  Memorial  Schol- 
arship for  medical  students  from 
that  area.-#- 


ing  Ira  Magaziner,  and  learned  some 
of  what  they  would  seek  from  Con- 
gress. A mandate  for  employer- 
based  coverage,  the  evolution  of 
underwriting  to  community  rating, 
and  tort  reforms  aimed  at  curtailing 
the  costs  of  defensive  medicine  are 
parts  of  the  emerging  Clinton  plan, 
according  to  Whitburn.  "But  Presi- 
dent Clinton  is  under  pressure  to 
achieve  savings  quickly,"  Whitburn 
added,  "so  he  will  try  to  impose 
price  controls,  at  least  short-term." 
The  federal  government  will  be  re- 
sponsible for  paying  for  the  cover- 
age of  our  37  million  uninsured  and 
22  million  under-insured  Americans, 
Whitburn  said,  then  noted  that  "We 
cannot  afford  to  pay  for  everything.... 


As  the  cost-containment  light  is  lit, 
physicians  have  some  exposure." 

Finally,  Whitburn  said  that  Wis- 
consin is  fortunate  in  a number  of 
ways:  fortunate  that  its  uninsured 
rates  are  lower  than  most  states'; 
fortunate  that  its  per  capita  health 
care  costs  are  lower  than  most  states'; 
fortunate  that  the  state's  physicians 
have  been  central  to  the  quality  of  its 
health  care;  and  fortunate  that  the 
health  care  systems  players  have 
been  able  to  sit  down  in  the  same 
room  and  begin  negotiating  health 
care  reforms.  The  DHSS  secretary 
expressed  his  gratitude  for  the  re- 
form leadership  that  the  SMS  has 
provided. ♦ 


T}\en-President  William  Listwan,  MD,  (c)  receives  an  award  recognizing  SMS 
growth  in  AMA  membership  at  the  AMA  National  Leadership  Conference  in 
February.  Presenting  the  award  are  AMA  President  John  L.  Clowe,  MD  (1)  and 
Raymond  Scalettar,  MD,  AMA  Board  of  Trustee  (r). 


262 


Wisconsin  Medical  Journal  • May  1993 


Physician  briefs 


The  * indicates  a member  of  the  SMS. 

Richard  Boxer,  MD,*  a urologist 
from  Milwaukee,  was  among  47 
health  professionals  appointed  by 
the  White  House  to  a panel  that  will 
perform  a critical  review  of  propos- 
als developed  by  the  president's 


Health  Care  Task  Force.  The  panel 
includes  23  physicians  from  various 
clinical,  academic,  and  administra- 
tive backgrounds.  Nurses,  dentists, 
pharmacists,  chiropractors  and 
many  of  the  other  health  care  fields 
round  out  the  appointments.  The 
review  by  this  panel  is  already 


underway  and  will  be  completed 
before  the  reform  package  is  re- 
leased. 

Conrad  L.  Brimhall,  MD,*  has  joined 
James  E.  Schuster,  MD,  in  the  prac- 
tice of  dermatology  and  skin  sur- 
Conlinued  on  next  page 


j "Tell  you  what,  I'll  pay  your  hospital  bill  if  you'll  pay  my  insurance  bill." 

I 
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Continued  from  preceding  page 
gery  in  Fond  du  Lac.  Dr  Brimhall 
earned  his  medical  degree  from  St 
Louis  University  School  of  Medi- 
cine before  finishing  a 3-year  resi- 
dency at  the  Medical  College  of 
Wisconsin.  Dr  Brimhall  is  board 
certified  in  dermatology. 

James  Casanova,  MD,  of  Brookfield 
has  been  appointed  medical  direc- 
tor of  quality  and  utilization  man- 
agement at  the  Medical  College  of 
Wisconsin.  He  will  assist  in  the 
development  and  implementation 
of  managed  care  policies  for  the 
college.  Dr  Casanova  joined  the  fac- 
ulty in  1986  after  10  years  of  private 
practice.  Dr  Casanova  earned  his 
medical  degree  from  the  University 
of  Wisconsin. 

Luis  Diaz,  MD,  professor  and  chair 
of  the  department  of  dermatology 
at  the  Medical  College  of  Wisconsin, 
recently  was  awarded  the  Interna- 
tional Emanuele  Stablum  Prize  for 
his  co-authorship  of  a research  pa- 
per in  dermatology.  Dr  Diaz  is  an 
expert  in  pemphigus,  an  autoim- 
mune disease  characterized  by  se- 
vere burning  of  the  skin. 

Marc  Durette,  MD,  physical  medi- 
cine specialist  at  Howard  Young 
Medical  Center,  recently  presented 
a paper  at  a national  conference  on 
physical  medicine  and  rehabilita- 
tion updates  in  Park  City,  Utah.  The 
title  of  the  paper  was  "Electro- 
myographic Evaluation  of  Patients 
with  Myofacial  or  Fibromyalgic 
Pain." 

Thomas  Harding,  MD,  has  been 
named  recipient  of  the  American 
Psychiatric  Association's  third  an- 
nual Nancy  C.A.  Roeske,  MD,  Cer- 
tificate of  Excellence  in  Medical 
Education.  Dr  Harding  is  an  assis- 
tant clinical  professor  of  psychiatry 
and  mental  health  sciences  at  the 
Medical  College  of  Wisconsin  and 
director  of  psychiatric  crises  serv- 
ices at  the  Milwaukee  County  Men- 


tal Health  Complex. 

Donald  Harkness,  MD,*  chair  of 
the  UW  Department  of  Medicine  is 
stepping  down  to  move  to  Japan 
where  he  will  lead  a US-Japanese 
research  agency  studying  the  long- 
term effects  of  the  atomic  bombings 
of  Hiroshima  and  Nagasaki.  Dr 
Harkness,  who  has  headed  the  de- 
partment of  medicine  since  1980, 
will  become  a member  of  the  board 
of  directors  of  the  Radiation  Effects 
Research  Foundation  in  Hiroshima. 
Although  he  officially  resigns  a chair 
July  1,  Dr  Harkness  is  not  retiring 
from  the  medical  school.  He  plans  to 
return  as  a faculty  member  after 
completing  a 2-year  commitment 
with  the  foundation. 

Patrick  Hughes,  MD,*  a cardiolo- 
gist, has  joined  the  department  of 
internal  medicine  at  Midelfort  Clinic 
in  Eau  Claire.  Dr  Hughes  received 
his  medical  degree  from  the  Stritch 
School  of  Medicine  at  Loyola  Uni- 
versity in  Chicago.  He  performed 
his  residency  at  the  Medical  College 
of  Wisconsin  in  Milwaukee,  then 
completed  a fellowship  at  Loyola 
University.  Dr  Hughes  is  board  cer- 
tified in  internal  medicine  and  car- 
diology and  is  certified  with  the 
National  Board  of  Medical  Examin- 
ers. 

Richard  K.  Karr,  MD,*  has  reopened 
his  orthopaedic  practice  in  Grafton 
after  completing  a spine  surgery 
fellowship  at  the  University  of 
Toronto.  Dr  Karr  is  board  certified 
in  orthopaedic  surgery  and  is  a fel- 
low in  the  American  Academy  of 
Orthopaedic  Surgeons. 

Laurence  J.  Marton,  MD,*  dean  of 
the  University  of  Wisconsin  Medi- 
cal School,  has  been  selected  to  re- 
ceive an  honorary  doctoral  degree 
from  Yeshiva  University  in  New 
York.  Dr  Marton  earned  his  medical 
degree  from  Yeshiva  University's 
Albert  Einstein  College  of  Medicine. 
Prior  to  assuming  the  Wisconsin 


deanship,  he  was  chair  of  the  De- 
partment of  Laboratory  Medicine 
and  professor  in  the  Department  of 
Neurological  Surgery  and  Labora- 
tory Medicine  at  the  University  of 
Califomia-San  Francisco. 

Kevin  Miller,  MD,*  of  the  Central 
Wisconsin  Eye  Clinic  in  Wisconsin 
Rapids,  has  earned  his  fourth  Physi- 
cian Recognition  Award  from  the 
AMA.  Dr  Miller  earned  the  award 
by  accumulating  a total  of  1,163 
continuing  education  credits  over 
the  past  3 years.  Sixty  credit  hours  is 
the  requirement  for  a 3-year  Physi- 
cian Recognition  Award. 

Douglas  Redding,  MD,  of 
Marshfield,  has  been  elected  chair 
of  the  board  of  trustees  for  the 
Marshfield  Medical  Research  Foun- 
dation, a division  of  Marshfield 
Clinic.  Dr  Redding  is  an  oncologist- 
hematologist  with  Marshfield  Clinic. 

Gene  R.  Shaw,  MD,  has  joined  the 
Marshfield  Clinic  after  recently 
completing  a residency  in  pathol- 
ogy and  laboratory  medicine  at 
Hennepin  County  Medical  Center- 
Abbott  Northwestern  Hospital  in 
Minneapolis.  He  earned  his  medical 
degree  from  the  University  of  Min- 
nesota School  of  Medicine  in  Min- 
neapolis and  received  a doctorate  in 
physiology  from  the  University  of 
Minnesota. 

Susan  Turney,  MD,*  has  been  rec- 
ommended for  appointment  to  the 
AMA  Women  in  Medicine  Advi- 
sory Panel.  This  panel  is  a commit- 
tee of  the  AMA  Board  of  Trustees 
charged  with  providing  advice  on 
policy  issues  and  initiatives  of  par- 
ticular importance  to  women  physi- 
cians and  women  medical  students. 
The  AMA  had  requested  nomina- 
tions from  medical  associations  for 
filling  three  vacancies  that  will  exist 
on  the  panel  in  June. 

Rhonda  Whitley,  MD,  has  joined 
the  Marshfield  Clinic-Chippewa 
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Center.  Dr  Whitley  recently  com- 
pleted a residency  in  otolaryngol- 
ogy at  the  State  University  of  New 
York  at  Buffalo  School  of  Medicine 
and  Biomedical  Sciences.  She  earned 
her  medical  degree  from  the  Uni- 
versity of  South  Carolina  School  of 
Medicine  in  Columbia. 


County  society 

Brown.  The  Brown  County  Medical 
Society  met  in  Green  Bay  March  11 
at  the  Holiday  Inn  Executive  Cen- 
ter. Roger  Von  Heimburg,  MD,  was 
the  guest  speaker.  He  discussed 
"Wisconsin  Care."  New  members 
accepted  into  the  society  include; 
Joseph  D.  Cooper,  MD;  M.  Luz  L. 
Edrozo,  MD;  Scott  A.  Escher,  MD; 
Kevin  S.  Hart,  MD;  Thomas  G. 
Marshall,  MD;  Robert  C.  Mead,  MD; 
Marie  D.  Nassiff,  MD;  Lawrence  F. 
Reich,  MD;  Thomas  J.  Smith,  MD; 
Jonathan  W.  Thomas,  MD;  and  Moon 
G.  Yun,  MD. 

Dane.  The  Dane  County  Medical 
Society  accepted  the  following 
members:  Michele  A.  Andrade,  MD; 
Saeed  Habibi,  MD;  Stephen  S. 
Kaufman,  MD;  Steve  Kolpak,  MD; 
Mohinder  P.  Randhawa,  Jr,  MD;  and 
Thomas  J.  Weigel,  MD. 

Fond  du  Lac.  The  Fond  du  Lac 
County  Medical  Society  meeting  was 
held  March  25  at  the  South  Hills 
Country  Club.  The  following  new 
members  were  accepted:  Scott  J. 
Stellmacher,  MD;  Pat  Conway,  MD; 
Gabriel  Litman,  MD;  and  Michael 
Perlmutter,  MD.  SMS  President  Dr 
Bill  Listwan  gave  a presentation  on 
the  "Wisconsin  Care"  plan.  SMS  field 
representative  Julie  Daggett  pre- 
sented current  legislative  topics.  Dr 
Zemel  and  Dr  Weber  presented  a 

Wisconsin  Medical  Journal  • May  1993 


Dave  Wilhelm,  MD,*  is  the  new 
physician  in  Spring  Valley,  a com- 
munity which  has  been  without  a 
medical  doctor  for  2 years.  Dr  Wil- 
helm is  associated  with  the  River 
Falls  Clinic,  where  he  has  practiced 
for  the  last  6 years.  He  is  a family 
practice  physician. 


news 


discussion  on  forthcoming  resolu- 
tions with  emphasis  on  "managed 
competition"  and  "single  payment 
area  providers." 

Green.  The  Green  County  Medical 
Society  accepted  the  following  new 
members;  Martin  L.  Arnold,  MD; 
Wendell  D.  Bell,  MD;  Joseph  R. 
Garde,  MD;  Rachel  A.  Long,  MD; 
Gregory  Medis,  MD;  Mark  Olsky, 
MD;  Thomas  R.  Perry,  MD;  and 
Craig  A.  Wittenberg,  MD. 


La  Crosse.  The  following  physicians 
were  elected  to  membership  in  the 
La  Crosse  County  Medical  Society: 
Craig  L.  Bartos,  MD;  Ronald  Chaney, 
MD;  Richard  A.  Fink,  MD;  and 
Heather  Flannery,  MD;  Clarence  E. 
Johnson,  MD;  Edwin  M.  Overholt, 
MD;  and  David  B.  Smith,  MD. 

Manitowoc.  The  Manitowoc  County 
Medical  Society  elected  Michael  J. 
Volkert,  MD  into  membership. 

Outagamie.  The  Outagamie  County 
Medical  Society  elected  Frank  M. 
Chybowski,  MD,  into  membership. 

Ozaukee.  Nanette  McCarthy,  MD, 
has  been  elected  to  membership  in 
the  Ozaukee  County  Medical  Soci- 
ety. 


James  Youker,  MD*,  professor  and 
chair  of  the  department  of  radiology 
at  the  Medical  College  of  Wisconsin 
since  1968,  has  been  elected  to  the 
board  of  trustees  of  the  American 
Board  of  Radiology.  His  6-year  term 
will  begin  July  !.♦ 


Sauk.  New  members  accepted  into 
the  Sauk  County  Medical  Society 
include:  Timothy  L.  Bartholow,  MD; 
John  A.  Devine,  DO;  Randy  J. 
Krszjzaniek,  MD;  Jerry  Miller,  MD; 
William  R.  Niedermeier,  MD;  Ed- 
win B.  Shultz,  MD;  Joseph  P.  Spur- 
geon, MD;  and  Raymond  R.  Yard, 
Jr.,  MD. 

Waukesha.  The  Waukesha  County 
Medical  Society  has  approved  the 
following  new  members:  Imad  A. 
Katib,  MD;  and  Paul  J.  Rykwalder, 
MD. 

Waupaca.  The  Waupaca  County 
Medical  Society  accepted  the  fol- 
lowing new  members:  Edward  J. 
Foster,  MD;  Michael  G.  Ginder,  MD; 
Pradeep  Giriyappa,  MD;  Benjamin 
H.  Johnson,  MD;  and  Brian  L.  Van 
Hoozen,  DO. 

Winnebago.  The  Winnebago 
County  Medical  Society  met  April  1 
at  the  Bankroll  Restaurant  in  Me- 
nasha.  Dr  Timothy  Haherty  pro- 
vided details  on  his  recent  trip  to 
Washington,  DC,  to  discuss  health 
care  concerns  with  senators  and 
representatives.  He  also  discussed 
the  "Wisconsin  Care"  plan  proposed 
by  the  SMS.  A summary  was  pro- 
vided on  the  Governor's  Conference 
on  Health  Care.  Michael  Finger,  MD 
was  approved  for  membership. ♦ 
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Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.*J* 


Hansel,  Robert  Gerald,  MD,  died 
March  30,  1993,  in  Baraboo.  Dr 
Hansel  was  bom  April  11, 1931,  in 
Dubuque,  Iowa.  He  graduated  from 
the  University  of  Iowa  School  of 
Medicine  in  1958  and  completed  his 
internship  and  a 2-year  general 
practice  residency  at  Milwaukee 
County  General  Hospital  and  the 
Milwaukee  Emergency  Hospital  in 
1961.  In  1962,  he  became  a member 
of  the  staff  of  the  Pippin  Clinic  in 
Richland  Center.  He  moved  to  Bara- 
boo and  started  a private  practice  in 
1963.  Dr  Hansel  was  a member  of 
the  AMA  and  the  SMS,  where  he 
served  as  chair  of  the  Rural  Health 
Committee.  He  is  survived  by  his 
wife,  Shirley;  a daughter,  Jane  Wich- 
man  of  Madison;  a son,  John  Hansel 
of  Appleton;  a granddaughter, 
Alyssa  Wichman  of  Madison;  and 
his  mother,  Ruth  Hansel  of  Dubuque. 

Monday,  Harvey,  MD,  died  March 
6, 1993,  in  Oshkosh.  Dr  Monday  was 
a US  Army  World  War  II  veteran 
and  a graduate  of  the  University  of 
Wisconsin-Madison  Medical  School. 
He  practiced  medicine  at  the 
Oshkosh  Clinic  from  1953  to  1983. 
He  was  a founding  member  of  the 
Retired  Doctors  Association  and  a 
member  of  the  SMS.  He  is  survived 
by  numerous  nieces  and  nephews. 


Van  Duser,  Arthur  L.,  MD,  died 
March  7, 1993,  in  Panama  City  Beach, 
Fla.  He  was  born  Dec  6, 1911,  in  Ap- 
pleton. He  graduated  from  the  Uni- 
versity of  Wisconsin  Medical  School 
in  1938  and  practiced  medicine  in 
Stanley  from  1938  to  1941.  He  served 
as  district  health  officer  for  the 
Wisconsin  Board  of  Health  in  Sparta, 
Green  Bay,  and  Wisconsin  Rapids 
from  1941  to  1947.  He  received  a 
masteT s degree  in  public  health  from 
the  University  of  Michigan  in  1947, 
moved  to  Madison  and  became  di- 
rector of  preventive  disease  for  the 
Wisconsin  Department  of  Health 
until  his  retirement  in  1977.  He  is 
survived  by  his  wife,  Marie;  a daugh- 
ter, Susan  Smithe  of  Barrington,  111; 
a son,  John,  of  New  York;  a sister 
and  two  grandchildren. 


Wright,  William  E.,  MD,  died  Feb 
27,  1993,  in  Eau  Claire.  Dr  Wright 
was  born  Aug  12, 1927,  in  Lincoln, 
Neb.  He  graduated  from  the  Uni- 
versity of  Nebraska  School  of  Medi- 
cine in  1955,  interned  at  Charles  T. 
Miller  Hospital  in  St  Paul,  and  served 
a family  practice  residency  at  Lu- 
ther Hospital.  He  established  his 
practice  in  Mondovi  in  1957.  He 
served  in  the  US  Navy  during  World 
War  II  and  was  a member  of  Dillon- 
Johnson  American  Legion  Post  154 
in  Mondovi.  Dr  Wright  is  survived 
by  four  children:  William  E.  Wright 
III  of  North  Bend,  Wash,  Stephanie 
Stamm  of  Mondovi,  Susan  Bursaw 
of  Stevens  Point,  and  Colin  Wright 
of  Eau  Claire;  his  mother,  Claire 
Wright  of  Creighton,  Neb;  and  five 
grandchildren. ❖ 


If  you’ve  ever  been  involved 
with  Easter  Seals,  you’re  history 

If  you’ve  ever  been  involved  with  Easter  Seals, 
you’re  part  of  the  history  we’re  missing.  It’s  all  part 
of  our  75th  Anniversary  celebration.  So  give  us  a 
ring  today.  Tomorrow,  you  could  be  history. 

The  Easter  Seal  Story  Search  i soo  stories  (Voice  or  TDD) 
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CES  Foundation  donors 


The  individuals  and  organizations 
named  below  made  contributions 
to  the  Charitable,  Educational  and 
Scientific  Foundation  from  March- 
April,  1993. 

150th  Anniversary  Contributions 
Donald  F.  Weber,  M.D. 

Special  Projects  and  Contributions 

Brown  County  Student  Loan  Fund 
Dr.  and  Mrs.  Robert  Schmidt 

General  Scholarship  Fund 
La  Crosse  County  Medical  Society 
Alliance 

General  Student  Loan  Fund 
Winnebago  County  Medical 
Society  Alliance 

Memorial  Gifts  made  from 
March  - April  1993 

Jane  Anderson 

Brown  County  Medical  Society 
Alliance 

Dr.  and  Mrs.  Richard  Edwards 
Julie  Hein 

Mr.  and  Mrs.  Rick  Hensen 
Noreen  Krueger 
Dr.  and  Mrs.  E.J.  Nordby 
Mrs.  Cyrus  Reznichek 
Dr.  and  Mrs.  Robert  Schmidt 
Norma  Swenson 

State  Medical  Society  of  Wisconsin 


In  memoriam 

In  loving  memory  of  those  individu- 
als who  will  grace  our  paths  forever. 
Max  F.  Drozewski,  MD 
Larry  Belz 
Marilyn  Dais 
Robert  G.  Hansel,  MD 
Gordon  Harman 
Paul  S.  Haskins,  MD 
Eunice  Hastings 
Paul  F.  Hausmann,  MD 
Jack  Hipps,  MD 
Francis  C.  Johnson,  MD 
Harold  J.  Kief,  MD 
Stephen  Mokrohisky,  MD 
James  Nellen,  MD 
Miodrag  B.  Pecarski,  MD 
Cylde  Reed 

Bernard  S.  Schaeffer,  MD 
Daniel  K.  Schmidt,  MD 
Ursula  Schmitt 
Marvin  H.  Steen,  MD 
Gamber  F.  Tegtmeyer,  Sr.,  MD 
Kristy  Whitinger 

The  individuals  named  below  made 
contributions  to  the  Charitable, 
Educational  and  Scientific  Founda- 
tion through  the  SMS  membership 
dues  statement  from  February  - 
March,  1993. 

A.  Charles  Alexander,  MD 
David  S.  Arvold,  MD 
Carroll  A.  Bauer,  MD 


Joseph  F.  Behrend,  MD 
Frank  H.  Belfus,  MD 
Walter  J.  Bradley,  Jr.,  MD 
Sidney  M.  Boxer,  MD 
Steven  S.  Choung,  MD 
Kenneth  G.  Condon,  MD 
John  E.  Conway,  MD 
Edward  J.  Dunn,  MD 
Noland  A.  Eidsmoe,  MD 
James  W.  Fulton,  MD 
Christopher  A.  Gencheff,  DO 
A.  Erik  Gundersen,  MD 
John  M.  Guthrie,  MD 
Harold  F.  Hardman,  MD,  PhD 
Kenneth  R.  Humke,  MD 
Kay  E.  Jewell,  MD 
Gregory  J.  Knudson,  MD 
Christopher  L.  Larson,  MD 
Timothy  E.  Lechmaier,  MD 
Jack  M.  Lockhart,  MD 
Lloyd  P.  Maasch,  MD 
Thomas  A.  O'Connor,  MD 
Sandra  L.  Osborn,  MD 
Ralph  B.  Pelkey,  MD 
Mary  G.  Rowe,  MD 
John  R.  Russell,  MD 
James  R.  Sanger,  MD 
Myron  Schuster,  MD 
Harold  H.  Scudamore,  MD 
Charles  L.  Steidinger,  MD 
Richard  H.  Strassburger,  MD 
Joseph  Syty,  MD 
Clarence  A.  Topp,  MD*> 


Promise  Fulfilled. 


A child  brings  promise  of  joy 
and  achievement  into  the  world. 

Since  1962,  St.  Jude  Hospital 
has  worked  to  save  children  for 
whom  that  promise  is  threat- 
ened by  catastrophic  disease. 
You  can  help  — call  800-877- 

5833  to  find  out  how. 

ST.JIDE  CHILDRES'S 
^ RESE\RCH  HOSPITAL 

ffetfim  rhtwnas  founder 
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Julie  Pofahl  and  Joe  Fasi  are  part  of  our 
expert  team  dedicated  to  protecting  you 
and  your  practice  with  comprehensive 
risk  management  and  strong  claims  defense. 


Julie,  director  of  our  talented  risk 
management  team,  works  in  partnership 
with  physicians  and  their  staff  to  help 
reduce  their  risk  of  claims  exposure. 


In  the  event  a claim  does  occur,  we  rely  on 
experienced  and  successful  attorneys,  such  as 
Joe  Fasi,  of  Hinshaw  and  Culbertson  of 
Milwaukee,  who  specialize  in  medical  liability. 


Physician  owned. 


The  state’s  leading  medical 
professional  liability  insurer. 


With  PIC,  you  get  strong  defense,  innovative 
risk  management,  and  much  more. 

Physicians  Insurance 
Company  of  Wisconsin. 


Sponsored  by  the  State  Medical  Society  of  Wisconsin 


Reducing  Your  Risks 
Protecting  Your  Reputation 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


8401  Greenway  Blvd.,  Suite  1 101  • Middleton,  Wisconsin  53562  • 608-831-8331  • 1-800-279-8331 


FAMILY  PHYSICIAN -Take  over  prac- 
tice for  retiring  physician  in  Sturgeon 
Bay,  Wisconsin.  Clinic  has  Certified  Ru- 
ral Health  status  with  better  Medicare 
and  Medicaid  reimbursement.  This  in- 
cludes the  option  to  purchase  this  estab- 
lished practice  or  to  rent  from  the  cur- 
rent physician.  Contact  Dr.  Wagener, 
414-743-6268.  5/93 

MADISON,  WISCONSIN.  Family  Prac- 
tice positions  available.  Excellent  sal- 
ary, benefits,  lifestyle.  Contact  Profes- 
sional Staff  Coordinator,  Group  Health 
Cooperative,  One  South  Park  Street, 
Madison,  W1  53715:  (608)  251-4156. 
GHC  is  an  equal  opportunity/ affirma- 
tive action  employer.  5-8/93 

WISCONSIN:  Excellent  opportunity 
for  emergency  physician  to  join  stable, 
well-established,  8-  member,  fee-for- 
service  group  staffing  560  bed  tertiary- 
care  Medical  College  of  Wisconsin  Af- 
filiate teaching  hospital.  35,000  ED  visits 
annually.  Excellent  specialty  backup. 
Exceptional  compensation  and  benefit 
package.  Will  consider  non-emergency 
medicine  trained  physicians  board  certi- 
fied in  other  primary  care  specialty  to 
provide  double  coverage.  Send  CV  to 
David  Moss,  MD,  FACEP,  Professional 
Emergency  Care  Ltd.,  5000  West  Cham- 
bers St.,  Milwaukee,  W1  53210,  or  call 
414/447-2171.  4/TFN,93 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


MINNEAPOLIS  - BC/BE  Family  Prac- 
tice Physicians  needed  to  join  the  Family 
Practice  Department  of  a 371 -physician 
multi-specialty  clinic  in  desirable  Twin 
Cities  area.  Main  center  and  branch 
office  practices  available.  Salary  and 
benefits  are  highly  competitive.  For 
additional  information  contact  Patrick 
Moylan  at  (612)  927-3286  or  send  CV 
and  letters  of  inquire  to  Physician  Re- 
cruitment, Park  Nicollet  Medical  Cen- 
ter, 5000  West  39th  Street,  Minneapolis, 
MN  55416.  4-5/93 

EMERGENCY  MEDICINE-WISCON- 
SIN:  Full-time  staff  positions  are  avail- 
able at  client  hospitals  in  Wisconsin- 
Portage  and  Watertown.  Newer  emer- 
gency departments  with  a wide  range  of 
specialties  represented.  Progressive 
hospitals  with  excellent  nursing  staff  sup- 
port. Annual  ED  volume  at  Portage  is 
9,000;  8,000  at  Watertown.  Metropolitan 
areas  are  only  45  minutes  from  either 
community.  Spectrum  offers  flexible 
scheduling  and  reimbursement  of  the 
Wisconsin  Compensation  Fund.  For 
complete  details  on  available  opportu- 
nities in  Wisconsin,  contact  Mallarry 
Dierkes,  Spectrum  Emergency  Care,  P.O. 
Box  419052,  St.  Louis,  MO  63141;  1-800- 
325-3982,  ext.  1029.  3-5/ 93 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 
cine, Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 
recreational.  Northern  Michigan,  fam- 
ily-oriented community.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  John  Schon,  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49601.  800-236-3240.  3-5/93 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Urgent  Care, 
Emergency  Medicine,  Internal  Medicine, 
OB/GYN,  Rheumatology,  and  Otolar- 
yngology. Mercy  Medical  Center  has  an 
active  medical  staff  of  130  physicians  in 
all  medical  specialties.  Oshkosh  is  an 
attractive  community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area  of 
350,000  people).  University  of  12,000 


— Classified  ads 

students.  Competitive  financial  pack- 
ages. Contact  Christopher  Kashnig; 
Mercy  Medical  Center;  631  Hazel  Street; 
Oshkosh,  WI  54902.  call  414-236-2430. 
Fax  414-231-5677.  3-5/93 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opportunities  in  family  practice,  inter- 
nal medicine  and  ob/gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportu- 
nities with  North/ University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 
cess to  Minneapolis/ St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  If  you' re  BC/BE,  send  your  CV 
or  call  in  confidence:  Mark  Billmayer, 
North  Memorial  Medical  Center,  3300 
Oakdale  Ave.  North,  Robbinsdale,  MN 
55422.  (800)255-6353,  ext.  1336.  3-8/93 

PEDIATRICIAN,  B.C.,  OR  PEDIATRI- 
CIAN-INTERNIST to  join  general  Pe- 
diatrician and  Neonatologist-Pediatri- 
cian  in  N.W.  Indiana.  Superior  schools 
and  community,  many  recreational  op- 
portunities, 50  miles  from  Chicago.  Six 
weeks  per  year  PGE  & vacation.  Early 
full  partnership.  Send  CV  and  cover 
letter  to  Doctors  Covey  and  Marquez, 
South  Ridge  Pediatric  Center,  P.C.,  Suite 
3,  2101  Comeford  Rd.,  Valparaiso,  Indi- 
ana, 46383.  3-8/93 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
URGENT  CARE 
OB/GYN 

Single  and  multi-specialiy,  and  solo 
opportunities  available. 

Wisconsin  Nebraska 

Kansas  Illinois 

-Texas  Ohio 


For  additional  information  please  contact; 


Strelcheck  & Associates,  Inc. 

10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 
1-800-243-4353 
Metro  Milwaukee  241-9500. 
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Physicians  Exchange 

Continued 

MEDICAL  PRACTICE:  New  Berlin 

Physician  is  looking  to  sell  his  family 
practice  clinic.  Great  location,  good  staff, 
good  patient  mix  in  upper  class  neigh- 
borhood. The  practice  includes  good- 
will, patient  records,  supplies  and  etc. 
Contact:  Barton-Collins,  Ltd.,  9401  W. 
Beloit  Rd.,  Suite  #312,  Milwaukee,  WI 
53227.  (414)541-6099.  3-5/93 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice. 


INSURANCE  MEDICINE 
SE  Wisconsin 


Assistant  Medical  Director 

* Career  opportunity  for  a BC'd 
primary  care  physician  in 
Insurance  Medicine. 

* Corporate  HQ  medical  staff. 

* No  call  coverage. 

* Competitive  salary/benefits. 

CONTACT;  Wade  ChristofTel 

Fox  Hill  Associates 
250  Regency  Court 
Waukesha,  WI  53186 
OR  CALL;  1-800-338-7107 


MEDICAL 
ASSOCIATES 
NORTH 

A Medical  Service  Corporation 

Emergency  Room  Coverage 
Ashland,  Wisconsin,  Medical  As- 
sociates North,  a progressive  20- 
physician  multi-specialty  group, 
is  currently  seeking  a family  prac- 
tice physician  to  work  shifts  in  the 
hospital's  emergency  room.  An 
extremely  competitive  hourly 
wage  plus  full  benefits  package. 
Outstanding  quality  of  life  on  the 
shore  of  Lake  Superior.  Excep- 
tional school  system,  recreational 
offerings,  and  much  more.  Con- 
tact Michael  C.  Metcalf,  Adminis- 
trator, Medical  Associates  North, 
1625  Maple  Lane,  Ashland,  WI 
54806.  (715)  682-6247  collect. 

4-6/93 


internal  medicine,  urology,  oncology. 
Competitive  salary,  excellent  fringe 
benefits.  Address  inquiries  and  CV  to: 
Medical  Associates  Administrator,  PO 
Box  427,  Menomonee  Falls,  WI  53052- 
0427.  3-8/93 

The  Wausau  Medical  Center  is  seeking 
Board  Certified-Eligible  individuals  in 
the  following  specialties:  Dermatology, 
Family  Medicine,  Gastroenterology,  Ob- 
stetrics/Gynecology, Orthopedics,  Pe- 
diatrics, Occupational  Medicine  and 
Urology.  Large  multi-specialty  group 
located  in  central  Wisconsin.  Competi- 
tive salary  (incentive  after  first  year). 
Comprehensive  benefit  package  includ- 
ing malpractice  insurance,  flexible  bene- 
fit plan  and  profit  sharing.  Modern  fa- 
cility located  directly  across  the  street 
from  250-bed  acute  care  facility.  The  area 
is  ideal  for  outdoor  enthusiasts  (includ- 
ing large  downhill  ski  area)  with  out- 
standing cultural  activities  year  round. 
Write  or  call  collect  David  K.  Aughen- 
baugh,  MD,  Medical  Director,  Wausau 
Medical  Center,  2727  Plaza  Drive,  Wau- 
sau, Wisconsin  54401,  telephone  (715) 
847-3235.  2/93;TFN 


PHYSICIAN 

Are  you  ready  for  a change  from 
Clinical  Medicine?  We  have  a full 
time  position,  located  in  Plymouth, 
MN,  in  Insurance  Medicine.  Pri- 
mary duties  involve  providing 
medical  consultation  to  life  un- 
derwriters and  claims  reviewers, 
interpreting  ECGs  and  chest  x-rays 
and  occasional  physical  examina- 
tions. Excellent  benefits,  regular 
hours,  weekends  free.  Internal 
medicine  or  board  certified  family 
practitioners  preferred.  If  you're 
interested  in  employment  with  the 
insurance  leader,  send  a resume 
and  salary  history  to: 

J.  Krysinski,  HRAD 
THE  PRUDENTIAL 
P.O.  Box  1143 
Minneapolis,  MN  55440 

Smoke  free  Environment 
Affirmative  Action  Employer 
TDD#  (612)  553-6559 


PEDIATRICS-ORTHOPEDIC  SUR- 
GERY-FAMILY PRACTICE-INTER- 
NAL MEDICINE-UPPER  MIDWEST. 
B/E  or  B/C  physicians  for  partnership 
in  lakes  and  trees  community.  Shared 
call,  fully  equipped  and  staffed  office, 
very  competitive  guaranteed  salary,  and 
comprehensive  benefit  package.  Also 
numerous  LOCUM  TENENS  positions 
available.  For  information  on  opportu- 
nities in  the  UPPER  MIDWEST,  send 
C.V.  to:  Mary  Jo  Cordes,  President, 

MDsearch,  P.O.  Box  21507,  St.  Paul,  MN 
55121;  or  call  1-800-484-9645,  ext.  7291, 
(612)454-7291,  or  FAX  (612)454-7277. 

2-7/93 

Family  Practice  opportunities  in  Wis- 
consin, Illinois,  New  York,  Ohio,  Iowa, 
Michigan  and  Arizona,  urban,  subur- 
ban, rural,  solo,  single  specialty  and 
multispecialty  groups.  All  offer  attrac- 
tive compensation  packages,  with  com- 
petitive salaries,  benefits,  income  guar- 
antees. For  more  detailed  information 
about  each  of  these  practice  opportuni- 
ties, contact  Carol  Radke  at  800-%9-7715, 
or  fax  CV  to  414-226-4131.  All  inquiries 
will  be  kept  strictly  confidential. 

2-5/93 


PI’S  for  PSP-‘ 
Practices  Seeking  Physicians 
Pliysicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791«  Brookfield,  WI  5.1008  0791 

1-800-747-0606  (414)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-specialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  winning  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8480,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703.  2-12/93 


270 


Wisconsin  Medical  Journal  • May  1993 


Physicians  Exchange 

Continued 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  Stuart  Lancer, 
MD,  MBA,  PO  Box  3217,  Eau  Claire,  WI 
54702-321 7;  ph  715-836-8552.  4-6/93 

WISCONSIN.  120  physician  multi- 
specialty clinic  in  the  Fox  River  Valley  of 
northeastern  Wisconsin  desires  two  BC/ 
BE  pediatricians  to  join  department  of  15 
BC/BE  pediatricians.  Excellent 
compensation  and  benefit  package, 
leading  to  shareholder  status  after  two 
years.  The  community  offers  a superb 
recreational,  cultural,  and  family 
envirorunent  in  which  to  practice.  For 
information  please  call  or  write;  Howard 
Kidd,  MD,  La  Salle  Clinic,  411  Lincoln 
St,  Neenah,  Wl  54956;  ph  414-727-4276. 

3tfn/91 

WISCONSIN.  Family  practitioner 
needed  by  a growing  practice  of  a four 


PEDIATRICIAN 

Position  available  for  Board 
Certified/Board  Eligible 
Pediatrician  in  a 50+ 
physician  multi-specialty 
Clinic  located  on  Lake 
Michigan  in  southeast 
Wisconsin.  Conveniently 
located  one  hour  north  of 
Milwaukee  in  a city  of 
50,000  with  a drawing  area 
of  100,000.  Excellent  benefit 
package  including  relocation 
expenses. 

Please  contact  James  J. 
Gularek,  Administrator  at: 


3^  The  Sheboygan  Cunic 

2414  Kohler  Memorial  Drive 
Sheboygan,  Wisconsin  53081 
414/457^1  or  1-800-457-4461 


physician  group  in  a friendly  rural 
community  in  northeast  Wisconsin  near 
Green  Bay.  This  is  an  excellent  opportu- 
nity to  join  an  established  organization. 
Highly  competitive  salary  with  benefits. 
Please  contact:  Artwich  Clinic,  Oconto 
Falls,  WI  54154.  1-5/93 

FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN  to  join 
progressive  13-physician  group  practice. 
Rural  college  town  30  miles  from  St. 
Paul,  MN.  New  clinic  and  new  hospital. 
Contact  Robert  B.  Johnson,  MD,  River 
Falls,  WI  54022  (715)  425-6701. 

c9tfn/91 

MILWAUKEE  SUBURB.  Established 
and  growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opportunity.  Positions 
available  in  internal  medicine,  family 


Wisconsin — Michigan 


Dermatology  Oncology 

Gastroenterology  Neurosurgery 

Orthopedics — Hand  Orthopedics 

Occupational  Medicine  Urology 

Single  and  multi-specialty  opportunities. 
Locations  in  cities  on  or  near  a lake. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1-800-243-4353  or  414-241-9500. 

Strelcheck  & Associates,  Inc, 
10624  N.  Port  Washington  Rd. 
Mequon.WI  53092 


Southern  Wisconsin:  Family 

practice  and  internal  medicine 
opportunities  available  in  metro- 
politan, suburban  and  rural  areas. 
Opportunities  include  multispe- 
cialty group,  community  hospital 
network,  teaching  and  managed 
care  setting.  Each  provides  six 
figure  salary  guarantee,  full  bene- 
fit package,  excellent  call  sched- 
ule. Must  be  BE/ BC  and  commit- 
ted to  providing  quality  care. 
Contact  John  Goff  at  1-800-236- 
7688  to  have  information  on  any 
of  these  practices  sent  to  you. 

5-10/93 


practice,  and  pediatrics.  Please  send  CV 
to  Administrator,  Park  Crest  Medical 
Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  3tfn/91 


Medical  Meetings-Continuing 
Medical  Education 


2ND  ANNUAL  CLINICAL  NEUROL- 
OGY AND  BEHAVIORAL  SCIENCES 
SYMPOSIUM:  FOCUS  ON  STROKE, 
May  21-23,  1993,  Landmark  Inn  Resort 
and  Conference  Center,  Egg  Harbor, 
Wisconsin.  Contact:  Marshfield  Clinic, 
Office  of  Medical  Education,  1000  North 
Oak  Avenue,  Marshfield,  WI  54449.  1- 
800-782-8581,  ext.  5207.  4-5 / 93 


Family  Practice  physician  to  join 
8-physician  family  practice  clinic 
in  Cloquet,  Minnesota,  a commu- 
nity of  14,000  located  20  miles  from 
Duluth/Superior.  Modern,  well- 
equipped  hospital  1 block  away, 
stable  forest  products-based  econ- 
omy, excellent  schools,  4-season 
outdoor  recreation.  First  year  sal- 
ary guarantee,  paid  malpractice, 
health  and  disability  insurance, 
vacation  and  CME. 

Send  CV  in  strictest  confidence  to: 
John  J.  Turonie,  Administrator 
The  Raiter  Clinic,  Ltd. 

417  Skyline  Boulevard 
Cloquet,  Minnesota  55720 
Telephone:  218/879-1271 

The  Raiter  Clinic,  Ltd.  is  an  equal 
opportunity  employer.  5-7 / 93 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

5-7/93 
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Medical  Meetings-Continuing 
Medical  Education 

Continued 

BROACHING  THE  BIOLOGICAL 
BARRIERS  TO  TRANSPLANTA- 
TION" will  be  the  topic  of  the  Fourth 
Annual  Rush  Symposium  on  T ransplan- 
tation.  The  symposium  will  be  held  at 
Rush-Presbyterian-St.  Luke's  Medical 
Center  in  Chicago  on  June  26,  1993. 
Specific  attention  will  be  given  to  those 
features  of  transplantation  of  both  solid 
organs  and  bone  marrow.  To  register  for 
the  symposium  or  for  more  information, 
please  call  the  Transplant  Program  Phy- 
sician Relations  Coordinator  at  (312)  942- 
6242.  (The  registration  fee  is  $150). 

AMA 

June  10-14, 1993:  AMA  Hospital  Medi- 
cal Staff  Section  (AMA-HMSS)  Twenty 
First  Assembly  Meeting,  Chicago. 

June  13-17, 1993:  Annual  AMA  House  of 
Delegates,  Chicago. 


Primary  Care  Update 
on  Gastroenterology 
June  11  & 12, 1993 

Course  Directors: 

Dr.  J.  Geenen  & Dr.  M.  Wasiullah 

The  course  will  be  held  at  the  Hyatt 
Hotel  in  Milwaukee  on  June  11  & 
June  12.  This  one  and  a half  day 
accredited  course  is  designed  to 
update  the  physician  on  Gastro- 
enterology management  of  a vari- 
ety of  diagnoses  - dyspepsia, 
GERD,  diarrhea,  G1  bleeding, 
hepatitis,  colon  polyps,  irritable 
bowel  syndrome,  inflammatory 
bowel  disease.  Special  lectures  will 
be  given  on  NSAlD's,  Pediatric  GI 
and  endoscopic  ultrasound. 

In  addition,  there  will  be  video 
workshops  on  flexible  sigmoido- 
scopy, and  infrared  treatment  of 
hemorrhoids. 

Included  in  the  course  registra- 
tion is  daily  continental  breakfasts, 
lunch  (with  guest  speaker)  on  Fri- 
day, and  CME  certificate.  Price: 
$50/ physician;  $25/ resident/ in- 
tern. 

For  further  information  call  414- 
636-8100,  ext.  266.  2-5/93 


December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


For  Sale 


SPIROMETER:  Spirometries  2500  "How 
Mate"  with  carrying  case.  This  fully 
automated  system  prints  normative  data, 
flow-volume  loops  and  summarizes 
multiple  studies.  Will  sell  and  deliver 
for  $1,200.  Call  (414)  242-6223.  5/93 


Office  for  Sale:  Equipped  for  pri- 
mary care  or  surgical  specialty. 
Could  accommodate  partners. 
Terms  negotiable.  Contact:  Rich- 
ard Eder,  M.D.,  P.O.  Box  431, 
Hayward,  WI  54843  (715-634- 
2878)  5-6/93 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  55  cents  per  word,  with  a 
minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address 
communi-cations  to:  Wisconsin 

Medical  Journal,  Box  1109,  Madison, 
WI  53701;  or  phone  608-257-6781;  or 
toll-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  tite  American 
Medical  Association. 
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State  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS  - 1994-1995 

The  1994  meeting  will  be  in  Milwaukee 
at  the  Milwaukee  Exposition  and 
Convention  Center  and  Arena 
(MECCA)  and  the  new  Hyatt  Regency 
as  the  headquarters  hotel. 

1994  - April  13-16:  Milwaukee 

1995  - April  5-8:  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free  in 
Wisconsin:  1-800-362-9080. 
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PRAIMCHOL*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  the  medicaton. 

Active  liver  disease  or  unexplained,  persistent  el^tons  m lr\«r  functon  tests  (see  WARNINGS). 

Pregnancy  and  lactatKX).  Atherosclerosis  is  a chronic  process  and  discontinuation  of  hpid-lcwemg  drugs 
dunng  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hyper- 
chotesteiDlemia.  Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal 
devetopment  (including  synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors 
decrease  chd^terol  synthesis  and  possibly  the  synthesis  of  other  biologically  active  substances  den>«d  from 
cholesterol,  they  may  cause  fetal  harm  when  administered  to  pregnant  women.  Therefore.  HMG-CoA  redix- 
tase  inhibitors  are  contrairxjicated  dunng  pregnancy  and  m nursing  mothers.  Pravastatin  should  be  ^min- 
istered to  women  of  childbearing  age  only  wh^  such  patients  are  highly  unlikely  to  conceive  and 
have  been  informed  of  the  potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of 
drug,  therapy  should  be  discontrued  and  the  patent  appnsed  of  the  potential  hazard  to  the  fetus. 

WRNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  tike  some  other  lipid-lcwenng  therapies,  have  been  assoa- 
ated  with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT,  AST)  values  to 
more  than  3 times  the  upper  limit  of  normal  occumng  on  2 or  more  (not  necessarily  sequential)  occasions  ha« 
been  reported  in  1.3%  of  patients  treated  \with  pravastatin  m the  US.  ever  an  average  period  of  18  nxyiths. 
These  abnormalities  were  not  assoaated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment 
duration.  In  those  patients  in  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who 
were  discontinued  from  therapy,  the  transaminase  usually  fell  slcwty  to  pretreatment  levels.  These 
biochemica)  findings  are  usually  asymptomatic  atthough  worldwide  experience  indicates  that  anorexia,  weak- 
ness. and/or  abdomnal  pain  may  also  be  present  in  rare  patients. 

As  with  other  lipid-towerrg  agents,  liver  function  tests  should  be  performed  durrg  therapy  with  pravastatin. 
Serum  amriotransferases.  including  ALT  (SOFT),  should  be  monitored  before  treatment  begins,  every  six 
weeks  for  the  first  three  months,  every  eight  weeks  during  the  remainder  of  the  first  year,  and  penodicaliy 
thereafter  (e.g..  at  about  six-month  intervals).  Speaal  attention  should  be  given  to  patients  who  develop 
ncreased  transaminase  1©^.  Ln^r  furction  tests  should  be  repeated  to  confirm  an  elevation  and  subse- 
quentty  monitored  at  more  frequent  intervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper 
limit  of  normal  and  persist,  then  therapy  should  be  discontinued  Persistence  of  significant  aminotransferase 
elevations  following  dscontnuaton  of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  liver  disease  or  unexplained  transamnase  elevations  are  contraindications  to  the  use  of  pravastatin 
(see  CONTT^NCXiATIONS).  (Caution  should  be  exercised  when  pravastatin  is  admnistered  to  patients  with  a 
history  of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinet- 
ics/Metabolism).  Such  patients  should  be  cl(»ely  monitored,  started  at  the  lower  end  of  the  recommended 
dosing  range,  and  titrated  to  the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been 
reported  with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported 
n pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defned  as  muscle  aching  or  muscle 
weakness  r conjunction  with  increases  in  creatine  phosphokinase  (CPK)  values  to  greater  than  10  times  the 
upper  limit  of  namal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  n clmical  tnals  (<0.1%). 
Myopathy  should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or 
marked  elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  f©er.  Pravastatin  therapy  should  be  discontinued 
if  markedly  elevated  CPK  levels  occur  or  myopati^  is  diagnosed  or  suspected.  Pravastatin  therapy 
should  also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  cor>dition 
predisposing  to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypo- 
tension; major  surgery;  trauma;  severe  metabolic,  endocrir>e,  or  electrolyte  disorders;  or  uncon- 
trolled epilepsy. 

The  risk  of  myopathy  dunng  treatment  with  tovastatm  Is  increased  if  therapy  with  either  cyclosporine, 
gemfibrozil,  erythromyan,  or  niacin  is  admnistered  concurrently.  There  is  no  experience  with  the  use  of 
pravastatn  together  with  cyclospome.  Myopathy  has  not  been  observed  in  clinical  trials  involving  small 
numbers  of  patients  who  were  treated  with  pravastatin  together  with  niacin.  One  tnal  of  limited  size  nvolving 
combined  tt^rapy  with  pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and 
patient  withdraw^  due  to  musculoskeletal  symptoms  n the  group  receiving  combined  treatment  as  com- 
pared with  the  groups  receiving  placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  was  not  reported 
r this  trial  (see  PRECAUTXDNS  Drug  Interactions).  Orie  patient  developed  myopathy  when  clofibrate  was 
added  to  a prevKXisly  well  tolerated  regimen  of  pravastatn.  the  myopathy  resotved  when  clofibrate  therapy  was 
stopped  arid  pravastatn  treatment  continued  The  use  of  fibrates  alone  may  occasionally  be  associ- 
ated with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
PRECAUTIONS 

General:  Pravastatn  may  elevate  creatirie  phosphoknase  and  transamir^ase  levels  (see  ADVERSE  RE/\C- 
nONS).  This  should  be  cxnsidered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with 
pravastatn. 

Homozygous  Familial  Hypercholesterolemia.  Pravastatn  has  not  been  evaluated  n patients  with  rare  homo- 
zygous familial  hypercholesterolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
nhibitors  are  less  effective  because  the  patients  lack  ^nctional  LDL  receptors. 

Rena/  Insufficiency.  A single  20  mg  oral  dose  of  pravastatn  was  administered  to  24  patients  with  varyng 
degrees  of  renal  impairment  (as  determined  by  creatinine  cleararxje).  No  effect  was  obsened  on  the  pharma- 
cokinetics of  pravastatn  or  its  3a-hydroxy  isomenc  metabolite  (SQ  31 .906).  A small  irx^rease  was  seen  n mean 
AUC  values  and  half-life  (ti/2)  for  the  nactive  enzymatic  ring  hydroxylation  metabolite  (SQ  31.945).  Given  this 
small  sample  size,  the  dosage  admnistered,  and  the  degree  of  ndividual  vanability.  patients  with  renal  impair- 
ment who  are  receiving  pravastatin  should  be  closely  rrxjnitored. 

Infonnation  for  Patients:  Patents  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tender- 
ness or  weakness,  particularly  if  accompanied  by  malaise  or  fever. 

Drug  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil.  Niacn  (Nicotinic  Aad).  Erythromycin:  See 
WARNINGS  Skeletal  Muscle. 

Antpyrine:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of 
pravastatn.  Since  pravastatin  does  not  appear  to  nduce  hepatic  drug-metabdizing  enzymes,  it  is  not  ex- 
pected that  any  significant  interaction  of  pravastatin  with  other  drugs  (e.g..  phenytom.  quinidine)  metabolized 
by  the  cytochrome  P450  system  will  occur. 

Choiestyramre/Colestii:^:  Concomitant  administration  resulted  n an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatn.  However,  when  pravastatin  was  admnistered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  arxj  a standard  meal,  there  was  no  clinically  significant  decrease  n 
bioavailability  or  therapeutic  effect.  (See  DOSAC^  AND  ADMINISTRATION:  Oxicomitant  Therapy.) 

)A^rfanv  In  a study  nvoivng  10  healthy  male  subjects  given  pravastatin  and  warfam  concomitantly  for 
6 days,  bioavailability  parameters  at  steady  stale  for  pravastatin  (parent  compound)  were  not  altered. 
Pravastatin  did  not  alter  the  plasma  protein-binding  of  warfann  Concomitant  dosng  did  ncrease  the  AUC  arKl 
Cmax  of  warfann  but  did  rot  produce  any  changes  in  its  anticoagulant  action  (i.e..  no  increase  was  seen  in 
mean  prothrombn  time  after  6 days  of  corxxxnitant  therapy).  How©«r,  bleeding  and  extreme  prolongation  of 
prothrombin  time  has  been  reported  with  arx)ther  drug  in  this  class.  Patients  receiving  warfann-type  anti- 
coagulants should  have  ther  prothrombin  times  closely  monitored  when  pravastatn  Is  initiated  or  the  dosage 
of  pravastatn  is  changed. 

Ometidme:  The  ^Co-i2fir  pravastatin  when  given  with  ametidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone.  A significant  difference  was  observed  between  the  /\UC's  for  pravastatin 
when  given  with  ametidine  compared  to  when  administered  with  antaad, 

Dfgoxn.  In  a crossoi^r  tnal  nvofving  18  healthy  male  subjects  given  pravastatin  and  digoxtn  concurrently  for 
9 days,  the  boavalability  parameters  of  digoxm  were  not  affected.  The  AUC  of  pravastatin  tended  to  increase, 
but  the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31.906  and  SQ  31.945  was  not  altered. 

Gemfibrozil:  In  a crossoi«r  study  n 20  h^lthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
arxl  gemfibrozil,  there  was  a significant  decrease  in  unnary  excretion  and  protein  binding  of  pravastatin.  In 
addition,  there  was  a significant  increase  in  AUC,  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31 .906. 
Combination  therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  nteraction  studes  with  aspim.  antaads  (1  hour  prior  to  PRAV/CHOL),  ometidne.  mcotnic  acid,  or 
pre^ued.  no  statistically  significant  differerx^es  in  bioavailability  were  seen  when  PRAVACHOL  (pravastatin 
sodium)  was  administered. 

Other  Dnjgs:  Dunng  clinical  tnals,  no  noticeable  drug  interactions  were  reported  when  PRAVAChOL  was 
added  to:  diuretics,  antihypertensives.  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers.  or  nitroglycerr. 

Endocrine  Function:  HMG-(3oA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  arculat- 
ng  cholesterol  l©«ls  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production. 
Results  of  clinical  tnals  with  pravastatin  in  males  and  post-menopausal  females  were  inconsistent  with  regard 
to  possible  effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone 
response  to  human  chonomc  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment 
with  40  mg  of  pravastatin.  Howe/er.  the  percentage  of  patents  showing  a >50%  nse  in  plasma  testosterone 
after  human  chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patents.  The 
effects  of  HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  be^  studed  in  adequate 
numbers  of  patients.  The  effects,  if  any,  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre-menopausal  females 
are  unknown.  Patients  treated  with  pravastatin  who  display  cinical  ©«ience  of  endocrire  dys^reton  should 
be  evaluated  appropnatety.  Caution  should  also  be  exerased  if  an  HMG-CoA  reductase  inhibitor  or  other  agent 
used  to  lower  chol^terol  levels  e administered  to  patients  also  receiving  other  drugs  (e.g..  keloconazole. 
spironolactone,  ametidine)  that  may  dimmish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  arxf  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  r humans  takmg 
40  mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 

A chemicalty  similar  drug  r this  class  produced  optic  nerve  degeneration  (V\fellerian  degeneration  of  reti- 
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nogeniculale  fibers)  m cirically  norma)  dogs  in  a dose-dependent  fashen  staring  at  60  mg/kg/day.  a dose 
that  produced  mean  plasma  drug  les«ls  about  30  tmes  higher  than  the  mean  dnjg  lesel  n humans  takng  the 
highest  recommerxied  dose  (as  measured  by  total  enzyme  nhibrtory  activity).  This  same  drug  also  produced 
vestibulocochlear  Wallenan-like  degeneration  arxl  retnal  ganglion  cell  chromatolysis  m dogs  treated  for 
14  weeks  at  180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  le^-el  similar  to  that  seen  with  the 
60  mg/kg  dose. 

Carcinoger>esis,  Mutageriesis,  Impairment  of  Fertility:  In  a 2-year  study  n rats  fed  pravastatn  at  doses 
of  10, 30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  caranomas  n males 
at  the  highest  dose  (p<0.01).  Atthough  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
weight  basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  n humans  giN«n 
40  mg  pravastatn  as  measured  by  AUC. 

The  oral  administration  of  10.  30.  or  1(X)  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to 
5.0  times  human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  rrxnths  resulted  n a statsticalfy  significant 
ncrease  in  the  nadence  of  maligr^anl  fymphomas  n treated  females  when  all  treatment  groups  were  pooled 
and  compared  to  controls  (p<0.05).  The  nadence  was  rot  dose-related  arxl  mate  mice  were  not  affected. 

A chemically  similar  drug  n this  class  was  admnistered  to  mice  for  72  weeks  at  25. 100.  arxJ  400  mg/kg 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3. 15.  and  33  times  higher  than  the 
mean  human  serum  drug  aocentration  (as  total  nhibrtory  activity)  after  a 40  mg  oral  dose.  Liver  carenomas 
were  significantly  naeased  n high-dose  females  and  mxJ-  and  hi^-dose  males,  with  a maximum  noderx»  of 
90  percent  n mates.  The  nadence  of  aderxxnas  of  the  liver  was  signrficantly  ncreased  n mxJ-  and  high-dose 
females.  Drug  treatment  also  significantly  ncreased  the  nadence  of  lung  aderomas  n mid-  and  high-dose 
mates  and  females.  Aderxxnas  of  the  eye  Hardenan  glarxi  (a  gland  of  the  eye  of  rodents)  were  significantly 
higher  n high-dose  mice  than  n controls 

No  evidence  of  rrxjtageniaty  was  observed  m vitro,  with  or  without  rat-ll^^  metabolic  activation,  n the 
following  studies  microbia)  mutagen  tests,  usng  mutant  strains  of  Salmonella  typhmunum  or  Eschenchia  coh; 
a forward  mutation  assay  n L5178Y  TK  -♦-/-  rrxxise  lymphoma  cells;  a chromosomal  aberration  test  n 
hamster  cellsi  and  a gene  conversion  assay  usng  Saccharomyces  cerewsiae.  In  addition,  there  was  no 
evidence  of  mutageniaty  n either  a domnant  lethal  test  n mice  or  a mcronucleus  test  n mce. 

In  a study  n rats,  with  daily  doses  up  to  500  mg/kg.  pravastatn  did  noX  produce  any  aikerse  effects  on 
fertility  or  general  reproductive  performarx^e  However,  n a study  with  another  HMG-CoA  reductase  nhibrtor. 
there  was  decreased  fertility  n male  rats  treated  for  34  weeks  at  25  mg/kg  body  weght.  although  this  effect 
was  not  observed  in  a subsequent  fertility  study  when  this  same  dose  was  admnistered  for  11  weeks  (the 
entire  cycle  of  spermatogenesis,  ncludng  epididymal  maturation).  In  rats  treated  with  this  same  reductase 
nhibitor  at  180  mg/kg/day,  seminiferous  tubule  degeneration  (necrosis  arxl  loss  of  spermatogenx;  epithelium) 
was  observed.  AJthou^  not  seen  with  pravastatin,  two  similar  drugs  in  the  class  caused  drug-related  testicu- 
lar atrophy,  deaeased  spermatogenesis,  spermatocytic  degeneraton.  and  giant  cell  formaton  n dogs  The 
clinical  sgnificance  of  these  findings  is  ureter 
Pregnancy:  Pregnancy  Category  X:  See  (30NTRAINDIGATIONS- 

Safety  in  pregnant  women  has  not  been  established.  Pravastatn  was  not  teratogene  n rats  at  doses  up  to 
1CXX)  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  m 20x  (rabbit)  or 
240x  (rat)  the  human  exposure  based  on  surface  area  (mg/meter2).  Howler,  m studies  with  arx>ther  HMG- 
CoA  reductase  inhibitor,  skeletal  malformations  were  observed  n rats  arxl  mice.  PRAVACHOL  (pravastatn 
sodium)  should  be  admnistered  to  women  of  chiid-beanng  potential  only  when  such  patients  are  highly 
unlikely  to  conceive  and  have  been  informed  of  the  potential  hazards.  If  the  woman  becornes  pregnant  white 
taking  PRAVACHOL  (pravastatn  sodium),  it  should  be  discontnued  and  the  patient  advised  again  as  to  the 
potential  hazards  to  the  fetus. 

Nursing  Mothers:  A small  amount  of  pravastatin  e excreted  in  human  breast  milk.  Because  of  the  potential 
for  senous  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CXDNmAINDOATlONS). 

Pediatrk:  Use:  Safety  arxl  effectiveness  in  ndividuals  less  than  18  >ears  old  have  rxrt  been  established.  Hence, 
treatment  n patients  less  than  18  >ears  old  is  rx)t  recommended  at  the  time.  (See  also  PRECALTnOJS  General.) 
ADVERSE  REACTIONS 

Pravastatin  e generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient.  In  4-rrxxith  lor>g 
placebo-contrdted  tnals.  1.7%  of  pravastatn-treated  patients  arxl  1.2%  of  placebo-treated  patients  were 
discontinued  from  treatment  because  of  adverse  experiences  attnbuted  to  study  drug  therapy,  this  difference 
was  not  statistx:ally  significant.  In  long-term  studies,  the  rrxist  common  reasons  fa  discontinuation  were 
asymptomatic  serum  transaminase  ncreases  and  mild,  non-speafic  gastrortestnal  complaints.  Dunng  dn- 
cal  tnals  the  overall  inadence  of  adverse  events  in  the  elderly  was  not  different  from  the  inaderx»  observed  n 
younger  patients 

Adverse  Clinical  Events:  All  adverse  clinical  e»«nts  (regardless  of  attnbution)  reported  n more  than  2%  of 
pravastatn-treated  patients  r the  placebo-controlted  tn^  are  identified  n the  table  below,  abo  shewn  are  the 
percentages  of  patients  n whom  these  medcal  ©«nts  were  belief  to  be  related  a possibly  related  to  the  drug: 


All  E\ents  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

F^lacebo 
(N  = 411) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

Cardio/ascular 

Cardiac  Chest  F^n 

4,0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0' 

1.1 

1.3 

0.9 

Gastromtestina) 

Nausea/Vomrting 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdomnal  F^in 

5.4 

6.9 

2.0 

3.9 

Constipation 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  F^n 

3.7 

1.9 

0.3 

0.2 

Influenza 

2.4' 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  F^in 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7' 

0.2 

Dizzness 

3.3 

3.2 

1.0 

0.5 

Renal/Genitounnary 

Unnary  Abnamality 

2,4 

2.9 

0.7 

1.2 

Respiratory 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhnitis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

'Statistically  significantly  different  from  placebo. 

The  follcwing  effects  have  been  reported  with  drugs  n this  class: 

Skeletal  myopathy,  rhabdomyolysis 

Neurdogca!  dysfincton  of  certar  cranial  ner\«s  fndudng  alterafion  of  taste,  imparment  of  extra-ocular  rrxxe- 
ment.  facal  paresis),  trema,  vertigo,  memory  loss,  paresthesa.  peripheral  neuropathy,  penphera)  nerve  palsy. 

Hypersensitivity  Reactions.  An  apparent  hypersensitivity  syndrome  has  be^  reported  rarely  which  has 
included  one  a mae  of  the  following  features:  anaphylaxis,  angoedema.  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombo^openia,  leukopenia,  hemolytic  anemia,  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticana,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malase.  dyspnea, 
toxic  epidermal  necrolysis,  erythema  muttiforme.  including  Stevens-Johnson  syrxlrome. 

Gastroiitestnal  parxireatrtis,  hepatitis,  irrcluding  chronic  active  hepatitis,  cholestatic  jaurxjice.  fatty  change 
in  \{ver.  ano.  rarefy,  arrhosis.  fulminant  hepatic  necrosis,  and  hepatoma,  anaexia.  vomiting. 

Reproductive,  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye.  progression  of  cataracts  (lens  opaaties),  ophthalrrxiplegia. 

Lat^ratory  Test  Abnoimalrties:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CFK  have  been 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eosrophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal 
despite  continued  therapy  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 
HMG-CoA  reductase  Inhibitors 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramine,  cotestipol. 
nicotinic  aad,  probucol  and  gemfibrozil  Preliminary  data  suggest  that  the  addition  of  either  probucol  a 
gemfibrozil  to  therapy  with  Icvastatn  or  pravastatn  is  not  associated  with  greater  reducton  in  LDL-cholesterol 
than  that  achieved  with  lovastatn  a pravastatin  alone.  No  adverse  reactons  unique  to  the  combnation  or  n 
additon  to  those  pre/iously  reported  fa  each  drug  alone  ha\«  been  reported.  Myopathy  and  rhabdomyolysis 
(with  a without  acute  renal  failure)  hae  been  reported  when  another  HMG-CoA  reductase  inhibita  was  used 
n combinaton  with  immunosuppressive  drugs,  gemfibrozil,  erythromycn.  a lipid-kwemg  doses  of  ncotinic 
ackj.  Concomitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recom- 
mended. (See  WARNINGS  Skeletal  Muscle  and  PRECALfTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  oserdoses  with  pravastatn. 

Should  an  accidental  o\«rdose  occur,  treat  symptomatically  and  Institute  supfxxtive  measures  as  required. 
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Introducing  a new  program  that  helps  PRAVACHOL®  patients  get 
the  most  out  of  their  therapy. , . 


PRAVACHOL®  (pravastatin  sodium)  10  mg,  20  mg  tablets 


PROGRAM' 


Introducing  the  Pravachol® 
PARTNERS  Program"', 
exclusively  for  your  patients 
taking  PRAVACHOL. 


Designed  with  the  help  of  250  physicians,  this 
program  was  developed  to  enhance  patients'  commit- 
ment to  your  recommendations  about  diet,  exercise 
and  medication. 

When  patients  join,  they'll  receive  an  informative, 
entertaining  video — Cholesterol:  The  Inside  Story, 
hosted  by  Regis  Philbin  and  Kathie  Lee  Gifford  — 
and  a subscription  to  a motivational  newsletter. 
They'll  even  receive  savings  on  products  and  services 
that  can  help  them  maintain  an  enjoyable  low-fat, 
low-cholesterol  life-style. 

And  it's  easy  for  you  to  help  patients  enroll  — just 
call  1-800-572-1034  for  information  and  a supply  of 
enrollment  forms. 


Bristol-Myers  Squibb  Company 

PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated 
total  and  LDL-cholesterol  levels  in  patients  with  primary  hypercholes- 
terolemia (Types  lla  and  llb|  when  the  response  to  diet  alone  has  not  been 
adequate 

Please  see  following  page  for  brief  summary  of  full  Prescribing  Information. 
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“You  Should  See 
A Specialist” 


How  often  have  you  recommended  a 
specialist?  Whenever  necessar\'.  Because 
your  patient’s  health  is  all  important. 

Your  financial  health  is  important, 
too.  You’ve  invested  many  years  gaining 
the  knowledge  and  experience  necessan.- 
to  practice  medicine.  You  need  to 
protect  that  investment.  That’s  why  you 
should  see  an  insurance  specialist  for 
physicians  — SMS  Insurance  Sendees. 


SMS  Insurance  Sendees  is  a sub- 
sidiar\’  of  the  State  Medical  Society 
of  Wisconsin’s  Holding  Corporation. 

And  5,707  Wisconsin  physicians  are 
our  clients.  So  SMS  Insurance  Sendees 
understands  your  insurance  needs  better 
than  anyone  else.  We  know  the  best  way 
to  protect  your  current  income  and 
medical  practice,  while  planning  for 
future  financial  needs  like  your 
children's  education  and  your  own 
retirement. 


We’ve  helped  protect  the  financial 
health  of  thousands  of  Wisconsin 
physicians  with  a comprehensive , 
approach  to  insurance  planning. 
Carefully  tailored  programs  of  life, 
health,  disability  and  liability  insurance 
are  designed  to  meet  your  needs. 

See  a specialist.  SMS  Insurance 
Sendees  — the  physician’s  insurance 
specialist. 


Wisconsin  based  - physician  owned  - committed  to  ser\  ing  you. 

P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison.  WI  53701  • (608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 


i 


Contents 


June  1993  VoL  92  No.  6 

Opinions 

275  President's  page 

On  summer  reading 
by  Pauline  M.  Jackson,  MD,  La  Crosse 
278  EVP  report:  The  view  from  here 

The  burden  of  reform  falls  again  to  the  states 
by  Thomas  L.  Adams,  CAE,  Madison 

282  Editorial 
Leadership  or  lordship? 

by  Maxwell  Weingarten,  MD,  Milwaukee 

283  Letters 

Medical  billing  system 

by  William  B.  A.  J.  Bauer,  MD,  Ladysmith 

Scientific 

285  Suicide  among  Wisconsin  elderly 
by  Victor  Jesudason,  PhD,  Madison 

286  Verbal  communication  with  cuffed  tracheotomy 

by  Mary  M.  Milbrath,  MD,  and  Thomas  M.  Kidder,  MD,  Milwaukee 

Socioeconomic 

289  White  House  meeting  ' positive  for  physicians' 

290  Public  health 

Trends  in  stroke  mortality  in  Wisconsin:  progress  toward  achieving  the  year  2000  objective 
by  E.  Anne  Peterson,  MD;  Patrick  L.  Remington,  MD,  MPH,  Dan  E.  Peterson,  MD,  MPH; 
and  Ray  Nashold,  PhD,  Madison 
296  Third  in  a series 

The  effects  of  Medicare  and  Medicaid  reimbursement  on  the  financial  viability  of  clinics 
and  physician  practices  in  medically  under-served  areas  of  Wisconsin 
by  Thomas  Ryan,  Anne  Bicha,  Lynn  Sherman,  and  William  Kucharski,  Madison 

Organizational 

301  Wisconsin  physicians  reach  out  to  Nicaraguan  children 
by  Shari  Hamilton,  assistant  editor 
306  John  Randolph  Currens,  MD:  1855-1921 
by  Cheri  Volkert,  Manitowoc 

310  Physician-Citizen  of  the  Year  nomination  letter 

310  Physician  briefs 

311  County  medical  society  news 

312  Obituaries 

315  Wisconsin  Medical  Journal  instructions  to  authors 


Our  cover.  Wisconsin  physicians  reach  out  to  Nicaraguan  children  (see  page  301).  Photo  by  Bob  Rashid. 


Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  (ISSN  0043-6542)  is  the  official  publication  of  the  State  Medical  Society  of  Wisconsin  and  is 
devoted  to  the  interests  of  the  medical  profession  and  health  care  in  Wisconsin.  The  managing  editor  and  editor  are 
responsible  for  overseeing  the  production,  business  operation  and  contents  of  the  journal.  The  editorial  board,  chaired  by 
the  medical  editor,  solicits  and  screens  all  scientific,  special  and  soundings  articles.  The  chair  provides  leadership  for  the 
editorial  associates  and  comments  on  both  editorials  and  letters  to  the  editor.  Although  letters  to  the  editor  are  reviewed 
by  the  medical  editor,  all  signed  expressions  of  opinion  belong  to  the  author(s)  for  which  neither  the  WMJ  nor  the  SMS  take 
responsibility.  The  WMJ  is  indexed  in  Index  Medicus,  Hospital  Literature  Index  and  Cambridge  Scientific  Abstracts. 


Richard  D.  Sautter,  MD,  Marshfield 
Medical  Editor 

Editorial  Board 

Richard  D.  Sautter,  MD,  Marshfield 
Chair 

Susan  F.  Behrens,  MD,  Beloit 
Andrew  B.  Crunruny,  Jr,  MD,  Madison 
JD  Kabler,  MD,  Madison 
Jeffrey  H.  Lamont,  MD,  Wausau 
Richard  A.  Reinhart,  MD,  Marshfield 
Thomas  L.  Schlenker,  MD,  Milwaukee 
Donald  S.  Schuster,  MD,  Madison 
Benjamin  C.  Wedro,  MD,  La  Crosse 
Victor  S.  Falk,  MD,  Edgerton 
Medical  Editor  Emeritus 

Editorial  Associates 

Richard  D.  Sautter,  MD,  Marshfield 

Russell  F.  Lewis,  MD,  Madison 

John  P.  MuUooly,  MD,  Milwaukee 

Kenneth  1.  Gold,  MD,  Beloit 

John  D.  Wegenke,  MD,  Madison 

Maxwell  H.  Weingarten,  MD,  Milwaukee 

Laurence  J.  Marton,  MD,  Madison 


Staff 

Thomas  L.  Adams,  CAE,  Madison 
Publications  Director 
James  Paxton,  Madison 
Publisher 

Russell  K.  King,  Madison 
Editor 

Shari  Hamilton,  Madison 
Assistant  Editor 
Vicki  L.  Meyer,  Madison 
Design  Assistant 
Lynne  Bjorgo 
Production  Assistant 

Telephone 

608-257-6781  or  toU-free  1-800-362-9080 
Advertising 

Advertising  information  app>ears  in  the  yellow 
pages  section  at  the  back  of  the  journal.  For  a 
rate  card  or  sample  issue,  please  call  1-800- 
362-9080. 

Subscription  rates 

Members,  $12.50  per  year  (included  in 


membership  dues);  non-members,  $35. 
Current  year  single  copies,  $3  each.  Previous 
years  single  copies,  when  available,  $4  each. 
Foreign  subscriptions,  $40  per  year. 

Second  class  postage  paid  at  Madison,  Wise., 
and  additional  mailing  offices. 

Published  monthly 

Acceptance  for  mailing  at  special  rate  of 
postage  provided  for  in  Section  1103,  Act  of 
October  3,  1917.  Authorized  August  7,  1918. 
Address  all  correspondence  to  the  Wisconsin 
Medical  Journal,  PO  Box  1109,  Madison,  WI 
53701.  Street  address:  330  E.  Lakeside. 

Postmaster 

Send  address  changes  to:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison,  WI  53701. 

ISSN  0043-6542 
Established  1903 

Copyright  1993 

State  Medical  Society  of  Wisconsin 


Created  by  the  Territorial  Legislature  in  1841  and  now  representing  nearly  7,500  member  physicians,  the  Society's  purpose 
is  to  "bring  together  the  physicians  of  the  State  of  Wisconsin  to  advance  the  science  and  art  of  medicine  and  the  better  health 
of  the  people  of  Wisconsin,  and  to  secure  the  enactment  and  enforcement  of  just  medical  laws."  The  major  activities  of  the 
Society  concern  medical  education,  peer  review,  legislation,  community  health  education,  scientific  affairs,  socioeconomics, 
health  planning,  service  to  physicians,  operation  of  the  Charitable,  Educational  and  Scientific  Foundation,  and  publication 
of  the  Wisconsin  Medical  Journal. 


Officers  of  the  Society 

Pauline  M.  Jackson,  MD,  La  Crosse 
President 

Richard  G.  Roberts,  MD,  Madison 
President  Elect 

Thomas  L.  Adams,  CAE,  Madison 
Executive  Vice  President 

Harry  J.  Zemel,  MD,  Fond  du  Lac 
Treasurer 

Board  of  Directors 

Richard  H.  Ulmer,  MD,  Marshfield 
Chair 

Raymond  C.  Zastrow,  MD,  Milwaukee 
Vice  Chair 

Pauline  M.  Jackson,  MD,  La  Crosse 
President 

William  J.  Listwan,  MD,  West  Bend 
Past  President 

Richard  G.  Roberts,  MD,  Madison 
President  Elect 

Sandra  L.  Osborn,  MD,  Madison 
Speaker 

Kenneth  1.  Gold,  MD,  Beloit 
Vice  Speaker 


District  1 

George  R.  Schneider,  MD,  West  Allis 
Richard  H.  Strassburger,  MD,  Wauwatosa 
Robert  F.  Purtell,  Jr,  MD,  Milwaukee 
Thomas  A.  Reminga,  MD,  Milwaukee 
Raymond  C.  Zastrow,  MD,  Milwaukee 
Timothy  G.  McAvoy,  MD,  Waukesha 
Marvin  G.  Parker,  MD,  Racine 
Charles  E.  Pechous,  Jr,  MD,  Kenosha 
Marcia  J.S.  Richards,  MD,  Milwaukee 
John  E.  Ridley,  III,  MD,  Milwaukee 
Jay  F.  Schamberg,  MD,  West  Allis 

District  2 

Cyril  M.  Hetsko,  MD,  Madison 
Jerry  M.  Ingalls,  MD,  Monroe 
Ayaz  M.  Samadani,  MD,  Beaver  Dam 
Paul  A.  Wertsch,  MD,  Madison 
John  D.  Wegenke,  MD,  Madison 
Andrew  B.  Crummy,  Jr,  MD,  Madison 

District  3 

Mark  H.  Andrew,  MD,  Viroqua 
Jack  M.  Lockhart,  MD,  La  Crosse 


District  4 

Robert  J.  Jaeger,  MD,  Stevens  Point 
William  E.  Raduege,  MD,  Woodruff 
Richard  H.  Ulmer,  MD,  Marshfield 

District  5 

Harry  J.  Zemel,  MD,  Fond  du  Lac 
James  L.  Basiliere,  MD,  Oshkosh 
Terry  L.  Hankey,  MD,  Waupaca 

District  6 

Joseph  C.  DiRaimondo,  MD,  Manitowoc 
Stephen  D.  Hathway,  MD,  Green  Bay 
John  E.  Kraus,  MD,  Marinette 

District  7 

Philip  J.  Happe,  MD,  Eau  Claire 
Lloyd  R.  Cotts,  MD,  Rice  Lake 

District  8 

Robert  L.  Sellers,  MD,  Superior 


Opinions 


President's  page 

On  summer  reading 


This  is  the  time  of  year  when  Sun- 
day newspapers  suggest  read- 
ing material  for  the  "long,  lazy  days 
of  summer,"  a phrase  that  is  an 
enigma  to  most  physicians.  We  look 
forward  to  the  luxury  of  such  time 
when  we  can  read  and  study  and 
ponder  at  leisure.  Ironically,  it  is 
most  available  after  retirement  from 
the  active  practice  of  medicine.  There 
was  a long-ago  time  when,  for  lack 
of  technology  and  hassle  factor, 
physicians  spent  much  time  with 
ancient  texts  and  patient  observa- 
tion, developing  the  ethics  on  which 
our  own  teachings  are  based.  We 
might  now  steal  a few  minutes  to 
reflect  on  the  works  of  an  early  au- 
thor expounding  the  Admonitions 
of  Hippocrates: 

"On  Learning  the  Art  of  Medicine" 
Whoever  wishes  to  become  profi- 


cient in  this  art  ought  to  be  capable 
of  unbounded  literary  effort,  so  that 
by  long-standing  perusal  of  various 
volumes  his  perception  and  discern- 
ment increase  to  the  point  where 
facility  in  teaching  is  more  readily 
acquired.  Then  he  can  proceed  to 
the  investigation  of  the  art  because 
he  has  become  conversant  with  it 
and  understands  it  fully.  Before 
studying  medicine  the  physician 
should  be  instructed  in  all  subjects. 
First  let  him  read  the  opinions  of  the 
philosophers,  who  always  study  in 
silence,  even  as  Epicurus  and  others 
who  have  written  about  silence.  Such 
ought  he  to  be  who  wishes  to  enter 
this  profession.  He  ought  not  to 
indulge  in  long  ambiguous  dis- 
courses, nor  to  spread  abroad  his 
private  cures  or  the  secrets  of  the  art, 
excepting  only  data  on  cases  already 
cured.  He  who  is  willing  to  repeat 
constantly  what  he  finds  out  bout 


Pauline  M.  Jackson,  MD 


the  art  of  medicine  tends  to  the 
profession  of  detractor.  A physician 
ought  not  to  be  a deceiver.  Like  a 
friend  he  should  maintain  silence. 
Nor  should  the  candidate  for  the  art 
be  a dullard.  In  age  he  should  be 
neither  too  young  nor  too  old,  but 
such  that  at  the  outset  as  a learner, 
he  may  look  into  the  theories  of  the 
art  which  he  will  see  performed  by 
hand  or  may  seek  the  practice  of 
surgery.  Thus  he  may  arrive  at  a 
knowledge  of  the  authorities. 

The  physician  ought  also  to  be 
confidential,  very  chaste,  sober,  not 
Continued  on  next  page 
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Continued  from  preceding  page 
a winebibber,  and  he  ought  not  to  be 
fastidious  in  everything,  for  this  is 
what  the  profession  demands.  He 
ought  to  have  an  appearance  and 
approach  that  is  distinguished.  In 
his  dress  there  should  not  be  an 
abundance  of  purple,  nor  should  he 
be  too  fastidious  with  frequent  cut- 
tings of  the  hair.  Everything  ought 
to  be  in  moderation,  for  these  things 
are  advantageous,  so  it  is  said.  Be 
solicitous  in  your  approach  to  the 
patient,  not  with  head  thrown  back 
arrogantly,  or  hesitantly  with  low- 
ered glance,  but  with  head  inclined 
slightly  as  the  art  demands... 

He  ought  to  hold  his  head  hum- 
bly and  evenly;  his  hair  should  not 
be  too  much  smoothed  down,  nor 


his  beard  curled  like  that  of  a degen- 
erate youth.  He  should  not  use  oint- 
ment to  excess  on  his  hands  or  the 
tips  of  his  fingers.  He  should  wear 
white,  or  nearly  white,  garments. 
He  should  be  lightly  clad,  and  walk 
evenly  without  disturbance  and  not 
too  slowly.  Gravity  signifies  breadth 
of  experience.  He  should  approach 
the  patient  with  moderate  steps,  not 
noisily,  gazing  calmly  at  the  sick 
bed.  He  should  endure  peacefully 
the  insults  of  the  patient  since  those 
suffering  from  melancholic  or  fre- 
netic beat  by  the  feeling  of  the  vein. 
By  all  means  when  taking  the  pulse 
have  your  hands  warm  rather  than 
cold,  lest  the  tough  of  cold  hands 
upset  the  warm  pulse  and  make  it 
impossible  to  determine  the  true 


condition. 

For  those  who  are  ill,  you  ought 
to  get  up  early  so  as  to  inquire  about 
the  preceding  night,  finding  out  the 
order  of  the  causes  of  the  ailment 
and  the  necessary  treatment.  At 
midday  pay  another  visit,  not  so 
much  to  see  about  the  patient's  food 
as  to  plan  for  the  beginning  on  a 
cure.  For  a third  time,  visit  at  about 
nightfall,  staying  for  an  hour  in  order 
to  make  arrangements  for  him  to 
pass  the  night  comfortably  so  as  to 
be  fortified  to  meet  the  next  day  un- 
impaired... 

(The  ancient  author  was  anonymous. 
This  is  a translation  by  Loren  MacK- 
inney  from  the  Bulletin  of  the  History 
of  Medicine,  26  (1952). )❖ 
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Do  You  Suffer  From  CPS? 


If  your  office  processes  health  insurance  claims, 
you  probably  suffer  the  stress  and  frustration  symp- 
toms of  Claims  Processing  Syndrome™.  Left 
untreated,  this  insidious  affliction  has  long  term 
effects  like  lost  employee  productivity,  delayed 
reimbursements  due  to  errors  or  omissions,  and 
dramatically  reduced  cash  flow. 

F ortunately  there  ’ s a cure  that  ’ s 
just  what  the  doctor  ordered.  Fal- 
con Medical  Systems/EMC™  is 
an  efficient  claims  management 
method  that  enables  staff  (even 
those  with  no  previous  computer 
experience!)  to  easily  process  all 
health  insurance  claims  electroni- 
cally. 

Unlike  most  EMC  software,  FMS/EMC  error 
checks  HCFA-1500  information  filled  out  manu- 
ally or  kept  in  your  A/R  system.  Missing  or  inaccu- 
rate information  is  corrected  or  replaced  with  known 
practice  information  and  any  remaining  discrepan- 
cies are  flagged  for  editing.  In  minutes,  all  finished 
claims  are  then  transmitted  over  a regular  phone 


line  to  our  on-site  clearinghouse,  JDA  Electronic 
Information  Services,  Inc. 

Talk  about  speedy  recoveries!  Resubmissions 
are  almost  non-existent  with  error  rates  approach- 
ing less  than  two  percent.  Critical  signs  like  cash 
flow  improve  since  collections  are  speeded  up  to  an 
average  of  14  days  from  submission.  To  top  it  off, 
administrative  and  per  claim  costs  are  reduced 
dramatically  as  well. 

Call  Falcon  Medical  Systems  at  (708)  541-3933 
for  the  name  of  the  Authorized  FMS  Dealer  closest 
to  you.  They  T1  make  a “house  call”  to  evaluate  your 
current  processing  method  versus  FMS/EMC  and 
show  you  just  how  easy  it  is  to  help  your  office 
permanently  recover  from  the  dreadful  scourge 
known  as  CPS. 

FALCON 

MEDICAL  SYSTEMS 

65  East  Palatine  Road 
Prospect  Heights,  IL  60070 
708-541-3933 

© 1 993  Falcon  Medical  Systems,  Inc  All  rights  reserved.  Falcon,  Falcon  Medical 
Systems/EMC,  FMS/EMC  and  Claims  Processing  Syndrome  are  trademarks  of 
Falcon  Systems,  Inc. 


EVP  report:  The  view  from  here 

The  burden  of  reform  falls  again  to  the  states 


WILL  Rogers  used  to  say  that 
all  he  knew  was  what  he 
read  in  the  papers.  To  read  the  New 
York  Times,  Washington  Post  or  Wall 
Street  Journal,  you  would  think  that 
only  President  Clinton  and  the 
Congress  are  dealing  with  health 
system  reform.  Not  so.  Let's  look  a 
little  closer  to  home. 

In  the  past  several  months,  a 
number  of  states  have  begun  to  tackle 
health  system  reform.  Florida,  Ore- 
gon, and  Washington  State  have 
passed  extensive  and  varied  reform 
packages.  Minnesota  is  reforming 
the  reforms  it  passed  last  year,  and 
Wisconsin  will  deal  with  reform 
legislation  this  fall.  In  each  instance, 
the  governor  has  stated  that  health 


care  reform  is  too  important  to  leave 
to  the  federal  government,  and  that 
federal  reforms  are  unlikely  to  be 
adopted  any  time  soon. 

Indeed,  the  Clinton  administra- 
tion itself  recently  said  that  it  will 
hold  off  introducing  its  health  care 
proposals  until  after  the  Congress 
finishes  debating  the  budget  bill. 
Most  observers  think  that  delay 
could  push  the  unveiling  back  into 
September.  There  are  many  in  Con- 
gress who  think  they  have  good  ideas 
for  reforming  the  health  care  sys- 
tem, too,  so  deliberations  on  the 
administration's  health  care  propos- 
als are  likely  to  be  lengthy.  All  of 
which  carries  a single,  overriding 
Continued  on  page  280 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50+ 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


’an  insulio 
^spensny 
’an  insulin 


Humulin  (§) 

human  insulin 
[recombinant  DNA  origin ) 

Tailor-made  options  in 
insulin  therapy 

WARKING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

• Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]) . 

+Humulin*  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Exxellence  in  Diabetes  Care 

EM  LMIy  and  Company 

Indianapolis,  Indiana 
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Continued  from  page  278 

message:  Do  not  expect  health  care 

reform  in  1993. 

Betting  on  1994  may  not  be  any 
wiser.  A significant  portion  of  Con- 
gress is  up  for  reelection  in  1994,  and 
the  incumbents  may  be  fearful  of 
taking  on  any  issue  that  could  be 
used  against  them  in  the  campaign. 
Health  care  has  been  a heavy  cam- 
paign hammer  in  almost  all  recent 
elections,  so  the  smart  money  will 
be  on  the  candidate  who  is  free 
enough  of  official  positions  to  prom- 
ise everything  to  everyone.  And 
Congress  knows  it. 

With  federal  reforms  potentially 
delayed  untU  1995,  state  reforms  take 
on  much  greater  significance.  The 
federal  delay  should  cause  our  state 
Legislature  to  feel  even  more  pres- 
sure to  pass  real  health  care  reform, 
but  it  may  be  up  to  us  to  remind 
them  to  do  the  right  thing. 

Most  of  the  talk  in  the  Capitol 
focuses  on  the  plan  (SB  327)  pro- 
posed by  Gov  Tommy  Thompson, 
but  it  would  be  a grave  error  if  the 
Legislature  passed  the  governor's 
plan  into  law  with  the  thought  that 
it  had  taken  care  of  health  care  re- 
form. Unfortunately,  the  governor's 
plan  only  addresses  a small  portion 
of  health  care  reform,  namely:  cost 
containment.  We  currently  seem  to 
be  hampered  by  the  "can't  see  the 
forest  for  the  trees"  syndrome.  For 
real  health  care  reform  to  occur,  Wis- 
consin needs  to  move  beyond  this 
simplistic  fixation  on  cost  contain- 
ment and  address  the  myriad  re- 
form issues  that  the  SMS  and  others 
have  already  raised. 

What  is  needed  is  a comprehen- 
sive, far-reaching  reform  plan  akin 
to  that  developed  by  the  SMS.  Wis- 
consin  Care  deals  with  cost  contain- 
ment measures,  but  does  so  as  part 
of  a much  larger  picture.  The  plight 
of  the  uninsured  has  been  the  driv- 
ing force  behind  the  call  for  health 
care  reform,  both  in  Wisconsin  and 
across  the  nation,  but  help  for  the 
uninsured  and  under-insured  is 


curiously  absent  from  the  governor's 
plan.  Wisconsin  Care  answers  the  call 
of  the  uninsured  and  under-insured, 
as  well  as  safeguarding  the  quality 
of  medical  care,  promoting  primary 
and  preventive  care,  protecting  the 
patient's  rights,  offering  anti-trust 
protection  for  health  care  providers, 
eliminating  the  cost-shifting  of  state 
programs  such  as  Medicare,  and 
reforming  the  enormously  wasteful 
medical  malpractice  system. 

The  happy  coincidence  is  that 
much  of  what  is  in  Wisconsin  Care 
mirrors  what  is  in  the  Clinton  plan. 
Bringing  Wisconsin  Care  to  fruition 
now,  rather  than  waiting  to  be  res- 
cued later  by  some  federal  deus  ex 
machina,  will  not  only  position  Wis- 
consin ahead  of  the  rest  of  the  na- 
tion, it  will  bring  solace  to  our  unin- 
sured residents  sooner  rather  than 
later.  To  turn  away  from  their  plight 
with  the  excuse  that  the  federal  gov- 
ernment will  take  care  of  them  later 
should  not  be  acceptable  to  us  as  a 
people. 

Obviously,  there  is  a great  deal  of 
work  to  be  done  before  meaningful 
health  care  reforms  are  achieved. 
The  SMS  stands  ready  to  work  with 
the  governor  and  the  Legislature  to 
assure  that  Wisconsin's  citizens— fl// 
of  Wisconsin  citizens— have  access 


to  affordable,  high-quality  health 
care,  but  the  SMS  is  going  to  need 
your  help.  You  must  remain  dili- 
gent. You  must  make  yourselves 
heard  in  both  parties,  in  both  cham- 
bers, and  in  the  governor's  office. 
And  it  is  time  to  make  yourself  heard 
in  your  own  office:  Look  for  oppor- 
tunities to  talk  to  your  patients  about 
what  needs  to  be  done,  what  can  be 
done. 

The  health  care  debate  can  be 
likened  to  a football  game.  Different 
stages  of  the  game  require  different 
strategies,  and  the  momentum  of 
the  game  is  likely  to  shift  several 
times  over  the  full  four  quarters. 
We're  just  now  reaching  the  end  of 
our  first  quarter.  The  game  has  been 
a tough  one  so  far.  As  the  sportscas- 
ters  like  to  say,  "They're  doing  a lot 
of  hitting  out  there."  We're  not  ahead 
by  three  touchdowns,  but  neither 
are  we  being  blown  out,  so  hang  in 
there. 

Don't  always  believe  what  you 
read  in  the  papers:  There  is  a lot  of 
this  game  yet  to  be  played.  Some- 
times we'll  need  to  throw  the  bomb, 
sometimes  we'll  have  to  tackle  a 
runaway  opponent,  and  you'll  be 
called  on  to  make  several  big  plays 
before  the  clock  runs  out.  So  don't 
lose  heart. <0* 


Death  is  forever. 
Heart  disease 
doesn't  have  to  be. 


THE  AMERICAN  HEART 
ASSOCIATION 
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Performance  With  A Capital  T’ 

\pa(r)-'f6r-nian(t)s\  : accomplishtuml;  efficiam;  the  fiilfilliueiil  of  a promise  or  request.  (Webster’s  dictionar>') 


j Listening  to  and  talking  with  physicians,  to  assure  effective  cover- 
age in  the  appropriate  format  at  the  right  price. 

I Coordinating  efforts  of  experienced  agents  located  throughout  the 
I state  who  specialize  in  direct,  personal  service,  and  offer  products 
endorsed  by  the  State  Medical  Society  of  Wisconsin. 

I 

PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


Representing  the  best  interests  of  policyholders  regarding  all  claims, 
with  experience,  integrity  and  understanding. 

What  it  all  amounts  to  is  performance.  At  Physicians  Insurance 
Company  of  Wisconsin,  we  define  it  with  a capital  'P.' 


8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 


Editorial 

Leadership  or  lordship? 


For  more  than  100  days,  Hil- 
lary's task  force  of  more  than 
500  inexperienced  health  care  com- 
mittee members  has  held  its  meet- 
ings in  secret.  Dictators  and  mon- 
archs  have  held  secret  meetings  to 
rule  and  set  policies  involving  the 
public  interests  for  centuries.  There 
is  a danger  in  this  precedence  and  it 
is  not  what  can  happen  to  Hillary 
Clinton.  It  is,  instead,  in  the  prece- 
dent it  sets  for  establishing  policies 
that  directly  affect  14%  of  the  econ- 
omy using  untrained  and  unquali- 
fied people.  Those  who  could  have 
contributed  much  to  the  discussions 
because  of  their  health  care  experi- 
ence were  not  allowed  to  partici- 
pate. Adding  secrecy  to  this  en- 
deavor represents  a major  deviation 
from  heretofore  acceptable  behav- 
ior in  a democracy. 

It  must  be  remembered,  however, 
that  the  delivery  of  health  care  has 
been  molded,  forged,  and  fashioned 
by  our  government  since  Medicare 
and  Medicaid  became  realities  in 
1965.  Consequently,  the  government 
bears  the  major  responsibility  for  its 
current  sorry  dilemma.  Before 
Medicare  and  Medicaid,  the  poor, 
the  elderly  and  the  disabled  were 
looked  after  free  of  charge  by  physi- 
cians, hospitals,  and  nurses.  Now, 
after  almost  30  years  of  manage- 
ment by  Washington's  inefficiency, 
ineffectiveness,  and  forced  cost  shift- 
ing (not  to  mention  its  administra- 
tive hassles),  the  public,  the  hospi- 
tals, the  physicians,  businesses,  la- 
bor and  industry  all  recognize  the 
need  for  a change. 

We  hope  that  the  task  force  will 
recognize  that  the  introduction  of 
major  administrative  restructuring 
and  tort  reform  could  save  more 
than  $300  billion  in  less  than  1 year, 
which  is  more  than  the  entire  de- 
fense budget.  Quite  possibly,  this 


task  force  may  already  be  seriously 
addressing  these  issues. 

Rampant  speculation  regarding 
substantive  changes  that  will  be  rec- 
ommended range  from  managed 
competition,  which  has  never  been 
tried  and  could  result  in  a monop- 
oly by  a few  of  the  strongest  insur- 
ers, to  capitated  vertical  integration, 
wherein  hospitals  rise  to  kind  of  the 
heap  and  control  the  delivery  of  hos- 
pital and  medical  services,  to  the 
establishment  of  two  new  full  layers 
of  bureaucracy— one  in  the  form  of 
national  health  boards,  and  the  other 
in  the  form  of  health  insurance  pur- 
chasing cooperatives  (HPlCs)— or  to 
leave  it  to  the  disposition  of  the  free 
market  that  we  are  supposed  to 
cherish. 

If  spending  caps  are  recom- 
mended and  if  universal  coverage 
becomes  a reality  and  who  is  cov- 
ered won't  be  rationed,  then  what  is 
covered  must  be  rationed.  Such  a 
system  generates  tension  between 
infinite  wants  and  finite  resources. 
Sage  policy  decisions  should  be 
made.  Reactive  decisions  and  choices 
driven  by  emotionally  charged  an- 
ecdotal information  must  be 
avoided. 

To  be  successful,  health  care  de- 
livery must  be  understood  and  ana- 
lyzed after  undergoing  a fair  and 
balanced  discussion  with  health  care 
providers  and  the  public.  But  much 
to  the  dismay  of  health  care  provid- 
ers, business,  industry,  and  labor, 
the  fact  finding  was  conducted  in 
the  fashion  of  a plaintiff's  lawyer  in 
which  all  of  the  factors  in  the  discov- 
ery process  that  were  favorable  to 
their  winning  were  reviewed.  The 
defendants'  side  of  the  issues  was 
blatantly  and  unashamedly  con- 
cealed by  not  even  granting  them  a 
voice  or  a fair  hearing  process.  No 
court  would  allow  only  one  side  of 


an  issue  to  be  presented. 

To  build  a system  based  on  an 
adversarial  process  wherein  each 
side  strives  to  win  makes  winning 
the  prize,  and  neither  serves  the 
public  interest  or  fairness  within  the 
system.  It  primarily  serves  the  inter- 
ests of  the  protagonists. 

Let's  hope  that  the  task  force 
exhibits  the  seasoned  wisdom  re- 
quired to  undo  what  has  been  done. 
We  certainly  do  not  need  more  in- 
toxication by  the  scent  of  their  own 
power  or  more  bureaucracies,  or 
more  monopolies,  that  will  redefine 
universal  access,  quality  and  cost, 
more  control  by  government  or  more 
administrative  or  legal  complexities. 

All  of  the  above  commentary  is 
conjecture  and  speculation.  It  may 
prove  to  be  far  from  reality  and  we 
must  await  Hillary's  recommenda- 
tions. Until  then,  we  can  hope  that 
control  of  the  many  by  a few  is  in- 
stead turned  into  a democratic  proc- 
ess by  an  elected  Congress,  account- 
able to  the  public. 

We  need  leadership,  not  lordship. 
—Maxwell  Weingarten,  MD 
Milwaukee^ 
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Letters 

Medical  billing  system 


To  THE  editor:  Costs  of  Medi- 
care are  soaring  beyond  the 
rise  in  the  cost-of-living  index.  At- 
tempts to  hold  back  this  rise  have 
met  with  little  success,  perhaps 
because  those  seeking  the  cause  have 
not  looked  in  the  right  places. 

The  history  of  large  businesses 
that  have  become  financially  troub- 
led, whether  private  or  government 
run,  usually  are  due  to  internal  eco- 
nomic problems.  When  thoroughly 
investigated,  unwise  and  even 
wasteful  expenditures,  that  are  eas- 
ily overlooked,  can  be  demonstrated. 
I believe  our  entire  medical  billing 
system  is  at  fault  and  Medicare  is  an 
integral  part  of  that  system. 

Why  not  call  it  what  it  is?  What 
are  "comprehensive  services," 
"routine  blood  collection,"  "special 
handling,"  "secondary  diagnosis," 
"miscellaneous,"  and  a host  of  other 
confusing  terms?  Certainly,  there  is 
no  clear  conception  of  what  is  being 
charged  for.  It  is  confusing  to  both 
insurance  company  employees  and 
Medicare  employees,  and  is  a con- 
stant enigma  to  the  patient. 

Moreover,  this  tangled  web  of 
doctor  and  hospital  billing  only  gets 
worse  as  the  patient  endeavors  to 
communicate  with  the  insurance 
company  and  Medicare  computers. 
It  is  only  when  one  becomes  a pa- 
tient and  goes  through  this  gauntlet 
of  trying  to  communicate  with  a 
computer  that  one  realizes  the  depth 
of  misery  that  present  day  billing 
causes. 

Computers  are  intended  to 
lighten  the  load.  Properly  used,  they 
might  do  so;  but  present  day  billing 
is  apparently  as  confusing  to  the 
computer  as  to  the  patient,  because 
the  bUling  entered  into  the  computer 
is  ambiguous  to  begin  with.  What  is 
fed  into  the  computer  is  what  will 
come  out. 


Those  who  send  the  bills  from 
hospital,  clinic  or  doctor's  office 
should  be  compelled  to  send  bills 
that  clearly,  fully,  and  consistently 
state  what  each  item  of  the  bill  is  for. 
If  the  operation  is  for  an  appendec- 
tomy, drainage  of  a gall  bladder,  or 
removal  of  an  ovarian  cyst,  it  should 
be  so  stated.  If  the  laboratory  bill  is 
for  a urine  exam,  or  a blood  count,  it 
should  clearly  say  so.  An  electrocar- 
diogram billing  should  be  labeled 
electrocardiogram.  A physical  ex- 
amination should  be  marked  "phy- 


sician examination."  And  each  item 
should  always  be  dated. 

Put  an  end  to  ambiguity.  No  more 
"special  handling,"  and  "compre- 
hensive services."  These  lead  to  con- 
fusion for  the  computers  and,  in  turn, 
for  the  insurance  companies.  Medi- 
care and  the  patient.  Not  only  will  it 
save  time  and  money  in  the  long 
run,  it  will  minimize  the  opportuni- 
ties for  dishonest  billing  and  make  it 
easier  to  apprehend  the  offenders. 
—William  B.A.J.  Bauer,  MD 
Ladysmith^ 


"Be  part  of  a woHd-dass  operation. 
And  lose  the  residency  blues. " 


Hi 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
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The  American  Heart  Association  has  funded  a billion  dollars  worth  of  research.  But  the 
lives  saved  make  our  research  programs  worth  more  than  dollars  and  cents  can  measure. 
You  can  help  prevent  heart  disease  and  stroke.  We  can  tell  you  how.  Call  1-800-AHA-USAl. 


American  Heart  Association 


This  space  provided  as  a public  service  ©1993,  American  Heart  Association 


Scientific 


Suicide  among  Wisconsin  elderly 


Suicide  can  be  one  of  the  most  tragic  events  possible  for  an  individual 
and  family.  Suicide,  especially  among  the  elderly,  evokes  very  strong  sen- 
timents. "Assisted  death,"  "death  with  dignity,"  "rational  suicide  for 
reasons  of  age,"  "a  person's  right  to  die,"  "euthanasia,"  and  "mercy  kill- 
ing" are  some  of  the  phrases  used  to  characterize  one's  own  position  or 
the  position  of  those  with  opposing  opinions.  This  article  examines 
Wisconsin  death  certificate  data  for  the  years  1985  through  1990.  Wis  Med 
}.1993;92(6):285-286. 


Victor  Jesudason,  PhD,  Madison 


IN  Wisconsin  in  1990,  617  sui- 
cides were  reported  on  death 
certificates,  constituting  1.4%  of  all 
deaths  in  that  year.  The  death  rate 
for  suicide  was  17  per  100,000  popu- 
lation. Nationally,  in  1990,  suicide 
deaths  constituted  1.4%  of  all  deaths, 
and  the  death  rate  was  12.3  per 
100,000  population.  Compared  to 
national  rates,  Wisconsin  suicide 
rates  are  higher. 

Suicide  is  under-reported  on 
death  certificates.  Whenever  there 
is  the  slightest  doubt  or  lack  of  con- 
firmation of  suicide,  certifiers  of  the 
cause  of  death  on  death  certificates 
tend  not  to  mention  suicide.  In  some 
cases,  available  information  is  in- 


Dr Jesudason  is  a research  analyst  with 
the  Wisconsin  Center  for  Health  Statis- 
tics. The  views  expressed  in  this  article 
are  the  author's  and  do  not  necessarily 
represent  those  of  the  WCHS.  Reprint 
requests  to:  Victor  Jesudason,  PhD,  4358 
De  Volis  Parkway,  Madison,  WI  53711. 
Copyright  1993  by  the  State  Medical 
Society  of  Wisconsin. 
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sufficient  to  make  a clear  determi- 
nation of  the  cause  of  death.  For 
example,  some  deaths  recorded  as 
accidental  drug  overdose  and  some 


fatal  automobile  accidents  involv- 
ing single  vehicles  may  be  suicides. 
For  these  reasons,  the  suicide  num- 
bers and  rates  reported  in  death 
certificate  data  are  under-estimates. 

Four  to  five  times  more  males 
commit  suicide  than  females.  For 
example,  in  Wisconsin  in  1990,  510 
males  and  107  females  committed 
suicide.  This  translates  to  21  suicide 
deaths  per  100,000  males,  and  4 
deaths  per  100,000  females.  Males 
tend  to  use  more  violent  means  (eg. 


Number  of  reported  suicide  deaths  and  rate  of  suicide  deaths  per  100,000  popu- 
lation 65  years  and  older,  Wisconsin  1985-1990. 


Male 

Male 

Female 

Year 

65-74 

75+ 

65+* 

Number  of  reported  suicide  deaths: 

1990 

43 

63 

17 

1989 

54 

56 

16 

1988 

46 

50 

17 

1987 

49 

67 

24 

1986 

64 

42 

22 

1985 

52 

50 

19 

Rate  per  100, 

.000  population: 

1990 

26.8 

60.4 

4.4 

1989 

32.8 

54.1 

4.2 

1988 

28.5 

49.1 

4.5 

1987 

30.4 

67.0 

6.4 

1986 

41.0 

43.8 

6.1 

1985 

32.7 

52.1 

5.2 

Source:  Center  for  Health  Statistics,  Public  Health  Statistics,  1985-1990. 
‘Rates  based  on  less  20  cases  may  be  unstable. 


gunshot)  that  allow  no  time  for  res- 
cue (there  is  more  opportunity  for 
rescue  when  the  attempt  is  made  by, 
for  instance,  a drug  overdose  or 
asphyxiation  by  gas).  Of  the  510 
suicide  deaths  reported  for  males  in 
1992,  62%  involved  fire  arms;  for 
females,  25%  involved  fire  arms. 

Among  elderly  males  in  Wiscon- 
sin, rates  for  older  elderly  males  (75 
years  and  older)  are  higher  than  for 
younger  elderly  males  (65  to  74 
years).  In  1990,  the  suicide  rate  was 
27  deaths  per  100,000  population  for 
younger  elderly  males,  and  60  deaths 
p>er  100,000  for  older  elderly  males 
(Table). 

The  suicide  death  rate  among 


males  65  to  74  years  old  ranged  from 
a low  of  27  deaths  per  100,000  in 
1990  to  a high  of  41  deaths  per  100,000 
in  1986.  Among  males  75  and  older, 
the  rate  ranged  from  44  suicide 
deaths  per  100,000  in  1986  to  67  p>er 
100,000  in  1987. 

The  national  Institutes  of  Health 
Consensus  Development  Confer- 
ence on  Diagnosis  and  Treatment  of 
Depression  in  Late  Life  reports  that 
"mortality  rates  by  suicide  and  other 
causes  are  higher  among  elderly 
persons  with  depression  compared 
with  their  non-depressed  counter- 
parts." The  conference  recom- 
mended that  health  care  providers 
overcome  "ageist"  attitudes  that 


assume  depression  to  be  a natural 
accompaniment  of  old  age,  and 
stated  that  "...depressed  elderly 
people  should  be  treated  vigor- 
ously..."’ Treatment  of  clinical  de- 
pression may  be  one  way  to  reduce 
suicide  deaths  among  elderly  per- 
sons.^ 
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Verbal  communication  with  cuffed  tracheotomy 


Mary  M.  Milbrath,  MD,  and  Thomas  M.  Kidder,  MD,  Milwaukee 

A simple,  readily-available  method  for  providing  verbal  communication 
ability  for  patients  who  have  a tracheotomy  tube  with  an  inflated  cuff  is 
presented.  Wis  Med  }.1993;92(6):286-288. 


VERBAL  COMMUNICATION  facili- 
tates the  transmission  of 
thoughts  in  a clear  and  rapid  man- 
ner. The  ability  to  communicate  is 
esp>ecially  important  for  hospitalized 
patients,  who  often  have  many  con- 
cerns and  questions  during  the 
course  of  treatment.  Unfortunately, 
tracheotomized  patients  may  not 
have  the  ability  to  express  these 


Dr  Milbrath  and  Dr  Kidder  are  with  the 
Medical  College  of  Wisconsin's  Depart- 
ment of  Otolaryngology  and  Human 
Communication.  Reprint  requests  to: 
Thomas  M.  Kidder,  MD,  MCW  Clinic  at 
Froedtert,  9200  W Wisconsin  Ave,  Mil- 
waukee, WI  53226.  Copyright  1993  by 
the  State  Medical  Society  of  Wisconsin. 


needs  and  concerns  or  to  ask  ques- 
tions.’-^ As  a result,  their  anxiety  may 
be  heightened,  ultimately  hinder- 
ing their  response  to  treatment  and 
delaying  their  recovery. 

Various  suggestions  have  been 
offered  in  the  literature  to  amelio- 
rate this  problem.  A communica- 
tion board  has  been  described  that 
consists  of  alphabet  letters,  ques- 
tions, and  pictures  to  which  the 
patient  can  point  to  relay  a mes- 
sage.^ Patients  who  are  introduced 
to  the  board  before  intubation  or 
tracheotomy  seem  to  be  able  to 
express  themselves  much  better  with 
the  communication  board.  Using  the 
communication  board  tends  to  be 
slow,  and  the  words  and  phrases  the 
patients  can  use  are  limited,  so 
thoughts  or  questions  "out  of  the  or- 


dinary" cannot  be  easily  expressed. 
Those  patients  who  are  intubated 
emergently  cannot  be  trained  in  al- 
ternative communication  methods 
prior  to  intubation. 

Communitrach  1 (Implant  Tech- 
nology, Inc,  Minneapolis)  has  been 
designed  for  communication  in  the 
tracheotomized  patient."*  It  consists 
of  a tracheotomy  tube  with  a special 
port  that  allows  air  to  pass  between 
the  vocal  cords,  thereby  permitting 
vocalization.  In  our  experience  this 
has  significant  limitations  as  well. 
Due  to  the  combined  functions  of 
the  tube,  it  is  only  available  in  a 
limited  number  of  sizes.  The  system 
requires  the  separate  delivery  of  air 
or  oxygen  for  the  speaking  portion 
of  the  device,  thus  limiting  and 
complicating  its  usage.  We  have 
found  that  the  special  air  port  fre- 
quently becomes  occluded  with  tra- 
cheal secretions,  rendering  the 
speaking  device  non-functional. 
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Finally,  the  cost  of  a Communitrach 
I is  more  than  twice  the  cost  of  a 
standard  cuffed  tracheotomy  tube. 

An  alternative  communication 
device,  the  electrolarynx,  has  been 
used  successfully  in  some  of  the 
author's  patients  who  require  con- 
stant inflation  of  the  cuff.  The  elec- 
trolarynx is  a small,  hand-held,  bat- 
tery-powered device  commonly 
used  by  laryngectomies.  Since  these 
tracheotomized  patients  are  func- 
tionally alaryngeal,  it  was  thought 
that  this  device  might  work  well  in 
this  patient  population.  While 
admittedly  not  an  original  idea,  it  is 
useful,  simple  and  merits  dissemi- 
nation and  wider  use.  Two  cases  il- 
lustrate the  usefullness  of  this  de- 
vice. 

Case  reports 

The  first  patient  was  an  elderly  man 
who  was  involved  in  a motor  ve- 
hicle accident,  intubated,  ventilator- 
dependent  for  a prolonged  period, 
and  who  eventually  required  tra- 
cheotomy. The  cuff  on  the  tracheot- 
omy tube  was  inflated  continually 
for  frequent  intermittent  positive 
pressure  breathing  device  treatment, 
and  because  of  chronic  aspiration. 
He  was  frustrated  by  his  inability  to 
communicate  and  was  also  slow  to 
learn  new  swallowing  techniques 
because  he  lacked  two-way  com- 
munication with  his  speech  thera- 
pists. Use  of  the  electrolarynx  was 
explained  to  him  and  his  nurses  by 
the  speech  therapist,  and  within  a 
few  days  he  was  able  to  communi- 
cate his  needs.  Even  though  he  was 
unable  to  hold  the  device  up  to  his 
neck,  the  nurses  easily  learned  to  do 
this  so  he  could  speak. 

The  second  case  involved  a 65- 
year-old  woman  with  severe  chronic 
obstructive  pulmonary  disease  who 
was  ventilator-dependent.  A Com- 
munitrach 1 was  tried  initially  to 
help  her  communicate,  but  this  was 
fraught  with  problems.  Tracheal 
secretions  blocked  the  special  air 
port,  the  stream  of  air  passing 
through  her  larynx  and  out  her 


Fig  1.— Tracheotomy  tube  with  inflatable  cuff  (pointer). 


Fig  2. -Tracheotomy  tube  in  trachea  with  Fig  3.— One  type  of  electrolarynx  (Ser- 
cuff  (pointer)  inflated.  i>ox  brand). 


mouth  for  adequate  speech  was 
annoying  to  her,  and  tracheotomy 
tube  changes  were  difficult  because 
of  tracheal  mucosal  granulations 
growing  into  the  fenestrated  por- 
tion of  the  tube.  As  a result,  the 
patient  did  not  want  to  speak  and 


refused  to  use  the  "talking  trach 
tube."  The  Communitrach  1 was 
removed  and  replaced  with  a com- 
monly used  double  cannula  cuffed 
tube  and  an  electrolarynx  was  tried. 
After  a short  period  of  training,  the 
patient  was  able  to  communicate 
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verbally,  her  speech  being  clear 
enough  to  be  understood  by  a lis- 
tener on  the  telephone. 

Conclusion 

Functionally,  tracheotomized  pa- 
tients with  the  cuff  inflated  are  no 
different  than  laryngectomized  pa- 
tients in  regard  to  speech.  It  seemed 
that  the  electrolarynx,  which  has 
been  used  effectively  for  years  in 
patients  with  alary ngeal  speech, 
might  work  well  in  tracheotomized 
patients  who  require  cuff  inflation. 
Indeed,  this  is  our  experience,  as 
illustrated  in  the  two  cases  presented. 
Effective  communication  is  vital  for 
the  patients,  the  health  care  teams 
and  the  patients'  families.  The  elec- 
trolarynx provides  this  communi- 


cation ability  for  tracheotomy  pa- 
tients in  a form  that  is  easily  learned 
and  readily  accessible. 
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Fig  4.— Electrolarynx  in  use. 


'Bill,  how  dare  you  come  into  this  full  staff  meeting  and  accuse  the  hospital  of  being  understaffed. 


288 


Wisconsin  Medical  Journal  • June  1993 


Socioeconomic 


White  House  meeting  'positive  for  physicians' 


A White  House  meeting  with  se- 
lected state  medical  society 
leaders  from  around  the  nation  was 
"positive  for  physicians,"  according 
to  Kenneth  Viste,  Jr,  MD,  who  at- 
tended the  May  25  meeting.  Medi- 
cal society  leaders  from  10  states 
that  have  enacted,  or  are  about  to 
enact,  significant  health  care  reforms 
were  invited  to  the  meeting  with  Ira 
Magaziner,  President  Clinton's  sen- 
ior domestic  policy  advisor,  and 
Steve  Gleason,  DO,  a Clinton  advi- 


sor on  health  care  reform  and  chair 
of  one  of  the  Task  Force  on  Health 
Care  Reform's  working  groups.  Viste 
was  chair  of  the  SMS  Task  Force  on 
Health  Care  Reform,  which  created 
the  SMS  reform  plan  "Wisconsin 
Care." 

Viste  said  that  both  Magaziner 
and  Gleason  "conveyed  a genuine 
desire  on  the  part  of  the  administra- 
tion to  gain  the  medical  commu- 
nity's acceptance"  of  the  White 
House  reform  plan.  Viste  said  he 


believes  the  SMS  perspective  was 
sought  because  many  of  its  reform 
ideas  have  received  national  atten- 
tion. 

Viste  reported  that  the  physicians 
expressed  their  views  on  a number 
of  issues,  particularly  on  enterprise 
liability— stressing  their  belief  that 
more  meaningful  tort  reforms  were 
necessary.  "They  were  very  atten- 
tive and  interested  in  what  the  group 
had  to  say,"  he  said  of  Magaziner 
and  Gleason,  "and  they  asked  sev- 
eral follow-up  questions."  The 
group  will  be  invited  back  to  the 
White  House  when  the  plan  nears 
completion  to  make  a final  review 
and  suggest  last-minute  changes. 

Physicians  were  selected  for  their 
efforts  toward  health  care  reform. 
Others  invited  were:  Roy  Skoglund, 
MD,  past  president  of  the  Oregon 
Medical  Association,  who  worked 
to  develop  his  state's  innovative 
Oregon  Health  Plan;  Donald  T. 
Lewers,  MD,  past  president  of  the 
Medical  and  Chururgical  Faculty  of 
Maryland  and  an  active  player  in 
state  and  federal  health  system  re- 
form discussions;  Bruce  Trimble, 
MD,  past  president  of  the  Iowa 
Medical  Society  and  a member  of 
the  Iowa  Leadership  Consortium  for 
Health  Care  Reform,  which  has 
developed  a managed  competition 
plan;  Anna  H.  Chavelle,  MD,  presi- 
dent of  the  Washington  State  Medi- 
cal Association,  which  recently 
endorsed  a comprehensive  health 
Continued  on  next  page 


Medical  journal  seeks  papers  for 
special  issue  on  tobacco 
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lar are  being  sought  for  a theme  issue  to  be  published  late  in  1993.  All  sub- 
missions are  reviewed  by  the  WMJ  Editorial  Board.  Call  Lynne  Bjorgo  at  1- 
800-362-9080  or,  in  Madison,  (608)  257-6781  for  a copy  of  the  instructions  to 
authors.^ 
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system  reform  package  that  is  ex- 
pected to  be  signed  into  law  in  the 
next  few  weeks;  Edward  S.  Leib, 
MD,  Vermont  State  Medical  Society 
president  and  a strong  advocate  of 
Vermont's  health  system  reform  law, 
including  its  "global  budget"  com- 
ponent; A.  Stuart  Hanson,  MD, 
Minnesota  Medical  Association 
president  and  an  expert  on  many 
issues  surrounding  health  system 
reform  in  states;  A.  Frederick  Schild, 
MD,  Florida  Medical  Association 
past  president,  who  saw  the  land- 
mark Florida  Health  Care  and  In- 
surance Reform  Act  of  1993  enacted 
during  his  tenure;  Edward  Hill,  MD, 
Mississippi  State  Medical  Associa- 
tion past  president  and  a strong 
advocate  of  ensuring  access  to  the 
uninsured;  and  David  Holley,  MD, 


a key  leader  in  California  health 
system  reform. 

Magaziner  provided  the  group 
with  an  overview  of  the  emerging 
Clinton  reform  plan,  much  of  which 
appears  to  be  consistent  with  AMA 
policy  and  its  Health  Access  Amer- 
ica proposal.  Several  times  during 
the  meeting,  the  Clinton  plan's  goal 
of  preserving  freedom  of  choice  for 
patients  was  emphasized.  Magaz- 
iner also  indicated  that  the  plan 
envisions  groups  of  physicians  and 
other  providers  working  together  in 
accountable  health  plans  rather  than 
several  insurers  going  about  busi- 
ness in  the  traditional  sense,  and 
that  at  least  two  health  benefit  pack- 
ages would  be  available  to  every 
patient. ♦ 


Kenneth  Viste,  Jr.,  MD 


Public  health 

Trends  in  stroke  mortality  in  Wisconsin:  progress  toward 
achieving  the  year  2000  objective 

E.  Anne  Peterson,  MD;  Patrick  L.  Remington,  MD,  MPH;  Dan  E.  Peterson,  MD,  MPH; 


and  Ray  Nashold,  PhD,  Madison 

The  Healthier  People  in  Wis- 
consin goal  for  the  year  2000 
is  to  reduce  age-adjusted  mortality 
due  to  stroke  to  32  per  100,000,  a 
33%  reduction  from  the  1985  aver- 
age level  of  48  per  100,000.’  In  this 
report,  we  assess  recent  trends  in 
stroke  mortality,  review  progress 
toward  the  year  2000  objective,  and 
suggest  priority  initiatives  to  help 
Wisconsin  achieve  that  goal. 

Methods 

Death  certificate  data  were  obtained 
from  the  Center  for  Health  Statis- 
tics, Wisconsin  Division  of  Health. 
Death  certificates  listing  stroke  (ICD- 
7 codes  330-334  for  1960-65,  lCD-8 


and  lCD-9  codes  430-438  for  1970- 
91)  as  the  underlying  or  first  con- 
tributing cause  of  death  were  tabu- 
lated. Adjustments  were  not  made 
for  the  relatively  small  changes  in 
ICD  revisions.  Age-specific  death 
rates  were  calculated  for  each  5-year 
age  group  using  population  projec- 
tions from  the  Wisconsin  Depart- 
ment of  Administration.  An  overall 
age-adjusted  death  rate  was  then 
calculated  to  account  for  changes  in 
age  distribution  in  the  population 
from  1960  to  1990.  Finally,  we  calcu- 
lated the  percentage  decline  in  stroke 
mortality  for  5-year  increments  and, 
using  the  most  recent  rate  of  de- 
cline, projected  trends  to  the  year 


2000. 

To  provide  a more  stable  esti- 
mate of  the  rate  of  stroke  mortality 
for  each  year  and  to  display  more 
clearly  overall  trends,  each  rate  in 
the  figure  and  table  is  a 3-year 
moving  average  (eg,  the  rate  shown 
for  1990  is  the  average  of  the  rates 
for  the  years  1989-1991). 

Results 

The  overall  age-adjusted  death  rate 
due  to  stroke  has  declined  66%  over 
the  past  3 decades  in  Wisconsin  (see 
Table  and  Figure).  These  declines 
have  occured  in  all  age  groups  (data 
not  shown). 

Although  the  stroke  mortality  rate 
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Absolute  and  relative  decline  in  age-adjusted  stroke  mortality,  Wisconsin, 
1960-1990. 


Year 

Mortality 

rate/100,000* 

5-year 
Absolute 
decline + 

5-year 

Relative 

declinet 

1960 

125 

__ 

— 

1965 

113 

-12 

-10% 

1970 

96 

-17 

-15% 

1975 

82 

-14 

-15% 

1980 

58 

-24 

-29% 

1985 

48 

-10 

-17% 

1990 

43 

-5 

-10% 

*Age-adjusted  to  the  1970  US  population. 

'Absolute  difference  in  the  age-adjusted  rate/100,000  “ rate^^  - rate^.^. 

’Relative  difference  in  the  age-adjusted  rate/ 100,000  - ((rate^^  - rate^^/ rate^^. 


continues  to  decline,  the  rate  of 
decline  has  slowed.  The  fastest  de- 
cline in  stroke  mortality  occured 
from  1975  to  1980,  when  there  was  a 
29%  decline  in  only  5 years.  In  con- 
trast, between  1985  and  1990,  stroke 
mortality  declined  10%,  comparable 
to  the  rate  of  decline  from  1960-1965 
(Table). 

If  the  stroke  mortality  rate  con- 
tinues to  decrease  at  the  current  rate 
of  10%  every  5-years,  then  the  rate  in 
2000  would  be  35/100,000;  higher 
than  the  year  2000  objective.  If  the 
recent  trends  continue,  however,  we 
could  see  a leveling  off  at  an  even 
higher  rate. 

Comment 

Although  there  have  been  dramatic 
declines  in  stroke  mortality  over  the 
past  30  years,  considerable  progress 
must  continue  to  be  made  if  Wiscon- 
sin is  to  reach  its  goal  for  the  year 
2000. 


First,  high  blood  pressure  detec- 
tion, treatment,  and  foUow-up  needs 
to  be  improved.  Most  of  the  decline 
in  stroke  mortality  over  the  past  30 
years  has  been  attributed  to  better 
control  of  hypertension  through 


increased  primary  medical  care  and 
anti-hypertension  drug  effective- 
ness.^ Despite  these  past  achieve- 
ments, hypertension  is  still  a major 
contributor  to  stroke  mortality,  re- 
Continued  on  next  page 


"Ron's  Rule  — I give 
myself  one  week  to 
meet  new  people  and 
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failed  me  yet. 

Ron  Richmond,  A\D, 
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his  residency.  He 
wanted  to  travel,  f le 
loves  to  meet  people. 

A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  diflerent  types 
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his  hometown  to  establish  a community  health  center. 
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sponsible  for  32%  of  stroke  deaths 
according  to  a recent  CDC  review.^ 
Thus,  there  continues  to  be  clear 
need  for  increased  efforts  to  prevent 
stroke  deaths  through  better  control 
of  Stage  1 (mild  to  moderate)  hy- 
pertensives and  effective  public 
health  programs  that  reach  high- 
risk  and  low-access  groups  such  as 
rural  or  black  male  populations. 

Second,  smoking  rates  need  to  be 
reduced,  especially  among  persons 
with  pre-existing  cardiovascular 
disease.  Smoking  accounts  for  24% 
of  strokes.^  This  risk  is  independent 
of  the  effect  of  smoking  on  hyper- 
tension and  coronary  heart  disease, 
and  increases  with  the  number  of 
cigarettes  smoked.  With  smoking 
cessation,  this  risk  rapidly  decreases 
by  half;  and  within  5 years  of  cessa- 
tion, the  risk  decreases  to  the  level  of 
that  of  nonsmokers."*  For  the  pur- 
poses of  stroke  prevention,  an  em- 
phasis on  helping  the  older  smoker 
quit  would  be  most  effective.  Coun- 
seling by  physicians,  targeted  quit- 
smoking programs,  and  cigarette  tax 
increases  are  interventions  that  have 
been  documented  to  help  older 
Americans  quit  smoking. 

Finally,  improvements  in  the 
detection  and  control  of  diabetes  are 
needed.  Diabetes  mellitus  is  believed 
to  contribute  to  about  5%  of  stroke 
deaths.^  While  there  has  been  much 
improvement  in  recent  years  in  dia- 
betes control,  it  is  not  yet  clear  to 
what  extent  better  control  reduces 
the  macrovascular  complications  of 
diabetes,  such  as  stroke.^  Obesity  is 
a major  risk  factor  for  adult-onset 
diabetes. 

While  we  continue  to  see  a de- 
cline in  stroke  mortality,  the  data 
presented  in  this  report  suggest  that, 
if  the  current  trends  continue,  Wis- 
consin will  not  meet  its  year  2000 


Year 

Fig  - Trends  in  stroke  mortality  in  Wisconsin:  1960-1990  and  projection  to  2000 


goal.  Intensive  efforts  by  physicians 
and  public  health  professionals, 
particularly  in  risk  factor  reductions 
in  hypertension,  and  obesity,  are 
needed  to  prevent  needless  stroke 
mortality.  Accelerated  rates  of 
smoking  cessation  will  also  be  es- 
sential. Efforts  in  these  areas  will 
also  be  beneficial  in  reducing  mor- 
tality from  other  chronic  diseases, 
such  as  heart  disease  and  cancer. 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Cfj.vcPAV'f r 


Jerome  E.  Kronsnoble,  William  E.  Herte 
850  Elm  Grove  Road,  Elm  Grove,  WI  53122,  [414)  784-3780,  (800)437-4326 


Dr  Kindig  discusses  Clinton  plan 


We're  IN  A period  still  where 
some  of  the  basic  funda- 
mental decisions  have  yet  to  be 
made."  That  was  the  news  offered 
by  David  Kindig,  MD,  a University 
of  Wisconsin  Medical  School  pro- 
fessor and  senior  advisor  to  Health 
and  Human  Secretary  Donna  Shal- 
ala.  Addressing  about  120  people  at 
a healthcare  reform  seminar  June  11 
in  Madison,  Kindig  noted  that  when 
he  accepted  the  invitation  to  speak, 
he  thought  there  would  be  a con- 
crete proposal  to  discuss.  The  Clin- 
ton reform  plan,  however,  is  now 
expected  to  be  unveiled  in  Septem- 
ber. 

Kindig  reported  that  President 
Clinton  focuses  primary  on  health 
care  expenditures  during  reform 
talks.  Kindig  personally  advised 
Clinton  that  health  care  expendi- 


tures, which  totaled  12%  of  the  GNP 
in  1990,  are  expected  to  reach  18% 
by  2000.  With  reforms,  Kindig  said 
he  told  Clinton,  expenditures  might 
be  cut  to  16%.  To  which,  he  said  the 
president  responded,  "For  all  the 
grief  and  pain,  that's  where  we  get?" 
Without  price  controls  or  spending 
limits  there  is  little  hope  of  curbing 
costs  during  the  next  5 years  even 
under  managed  competition,  Kin- 
dig said. 

The  process  undergone  by  the 
Clinton  task  force  has  "certainly  has 
been  a complex  one,"  the  UW  pro- 
fessor noted.  "One  might  have  de- 
signed it  in  a more  efficient  way  1 
believe,  but  it's  an  enormously 
complicated  issue."  Kindig  said  he 
was  "really  certain  that  basic  presi- 
dential-level decisions— such  as  fi- 
nal decisions  on  the  scope  of  the 


Wisconsin  Senate  passes  $250,000 
cap  on  non-economic  damages 


IN  A LONG-AWAITED  MOVE,  Wis- 
consin senators  approved  in 
a 19-14  vote  passage  of  SB215, 
which  places  a $250,000  cap  on 
medical  liablity  non-economic 
damages. 

"This  is  the  first  serious  piece 
of  tort  reform  legislation  to  pass 
either  house  of  the  Wisconsin 
Legislature  in  the  last  6 years," 
noted  SMS  Executive  Vice  Presi- 
dent Thomas  L.  Adams,  CAE.  "It's 
a welcome  sign  that  state  law- 
makers are  beginning  to  realize 


that  tort  reform  is  vital  to  keeping 
health  care  costs  down." 

Mike  Kirby,  director  of  the  SMS 
Government  Relations  office,  said 
the  cap  is  expected  to  be  heavily 
debated  in  the  Assembly.  The  bill 
will  probably  be  referred  to  the 
Assembly  Committee  on  Insur- 
ance, Securities  and  Corporate 
Policy,  chaired  by  Rep  A1  Baldus 
(D-Menomonie).  SB215  originally 
included  a $1  million  cap  on  non- 
economic damages.^ 


294 


benefits,  the  phase  in,  the  financing 
strategies,  cost  containment  issues 
particularity  the  state  of  global 
budgeting,  and  particularily  the  state 
role  in  the  waiver  process— have  not 
finally  decided  and  I think  it's  im- 
portant that  they  take  all  the  time 
they  need  to  get  that  right."  He 
predicted  that  the  president's  reform 
plan  will  take  6 to  9 months  to  get 
through  Congress  and  then  implem- 
entation will  begin. 

Kim  Hetsko,  MD,  past  president 
of  the  SMS,  also  addressed  seminar 
participants,  urging  that  quality 
standards  not  be  forgotten  in  the 
push  to  lower  cost  and  achieve 
univeral  access.  "Access  usually 
takes  second  place  to  cost  contain- 
ment," he  said.  "Quality  just  gets  lip 
service."  ♦ 


Athletic  event 
immunity  bill 
passes  Assembly 

ON  A 92-4  VOTE,  the  Assembly 
passed  AB  251,  which  pro- 
vides good  faith  immunity  to  physi- 
cians who  volunteer  their  services 
at  athletic  events  sponsored  by  a 
school  or  nonprofit  agency.  The  bill 
was  introduced  by  Rep  Spencer 
Black  (D-Madison).  A companion 
bill  has  been  scheduled  for  a com- 
mittee hearing  in  the  Senate,  where 
it  is  expected  to  receive  a favorable 
response.  Joining  with  the  SMS  in 
supporting  this  legislation  were  the 
Wisconsin  Interscholastic  Athletic 
Association  and  associations  repre- 
senting school  boards  and  athletic 
directors. ❖ 
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The  next  time  you  face  a complex 

j*  j 11  11  PRN:  Physician  Resource  Network 

patient  problem . . . call  1-800-472-3660. 

More  than  600  physician  specialists  working  in  partnership  with  area  physicians. 

Medical  College  of  Wisconsin  Physicians  primarily  practice  at  the  acute  care  hospitals 
on  the  campus  of  the  Milwaukee  Regional  Medical  Center: 

Froedtert  Memorial  Lutheran  Hospital 
Milwaukee  County  Medical  Complex 
Children’s  Hospital  of  Wisconsin 


Third  of  a series 

The  effects  of  Medicare  and  Medicaid  reimbursement  on 
the  financial  viability  of  clinics  and  physician  practices 
in  medically  under-served  areas  of  Wisconsin 


Thomas  Ryan,  Anne  Bicha,  Lynn  Sherman,  and  William  Kucharski,  Madison 

A survey  of  21  physicians  and  clinic  managers  located  in  Health  Profes- 
sional Shortage  Areas  (HPSAs)  and  other  under-served  areas  in  Wiscon- 
sin found  that  to  combat  increasing  costs.  Medicare  and  Medicaid  dis- 
counts, charity  care  demands  and  physician  recruitment  difficulty,  sev- 
eral practices  rely  on  outside  sources  of  funding  to  remain  financially 
viable.  Also,  the  financial  viability  of  physician  practices  in  under-served 
areas  of  Wisconsin  is  threatened  more  by  the  reimbursement  rates  of 
Medicaid  and  Medicare  than  by  the  provision  of  charity  care.  Though  few 
are  limiting  the  number  of  Medicare  and  uninsured  patients  they  will 
treat,  many  practices  have  begun  implementing  cost-containment  meas- 
ures, including  more  strict  collection  policies.  There  are  also  indications  of 
restricted  access  for  Medicaid  patients  at  some  sites.  Wis  Med  J.1993; 
92(6):296-298. 


This  series  is  written  by  three 
students  in  the  Graduate  Pro- 
grams in  Health  Management  at  the 
University  of  Wisconsin-Madison 
who  were  retained  in  the  fall  of  1992 
by  the  SMS  Health  Care  Financing 
and  Delivery  Committee  to  conduct 
an  analysis  of  clinics  and  physician 
practices  in  under-served  areas  of 
Wisconsin.  Twenty -one  sites  partici- 
pated in  the  study,  representing  a 
cross-section  of  practices,  ranging 
from  rural  solo  practitioners  and  fed- 
erally funded  community  health 
centers,  to  a large  multi-specialty 
clinic. 

Responses  were  gathered  in  a five- 
part  survey  addressing  physician  re- 
cruitment and  retention,  the  effects 
of  uncompensated  care,  and  Medi- 
care and  Medicaid  reimbursement. 
Twelve  surveys  were  completed  by 
face-to-face  interviews,  and  9 by  a 
mail  survey.  The  information  pre- 
sented to  the  SMS  provides  a basis 
for  initiating  new  policy  and  to  re- 
form existing  policy.  This  third  ar- 
ticle addresses  the  financial  viabil- 
ity and  the  effects  of  Medicare  and 
Medicaid  reimbursement. 


Financial  viability 
Opinion  data  was  gathered  from 
each  respondent  to  determine  the 
respondents'  perceptions  of  the  fi- 
nancial viability  of  the  sites.  The 
following  was  found: 

• 16  site  respondents  noted  that 
their  practice  is  financially 
healthy; 

• three  sites  are  only  breaking  even, 
and  the  respondents  stated  that 
they  are  not  confident  about  fu- 
ture financial  health; 

• one  clinic  is  not  breaking  even 
(although  the  clinic  is  affiliated 
with  a system,  it  has  operated  at  a 
loss  for  several  years); 

• the  four  federally  funded  clinics 
are  heavily  dependent  on  exter- 
nal financial  support; 

• one  site  receives  a large  subsidy 
from  the  community;  and 

• one  non-federally  funded  site 
responded  that  the  clinic  has  had 
no  financial  problems  in  the  past 
5 years. 

Ten  sites,  almost  half,  rely  on 
sources  of  funding  other  than  pa- 
tient revenue  to  maintain  financial 


viability.  The  four  federally  funded 
clinics  are  healthy  because  of  the 
ability  to  receive  government  fund- 
ing and  cost-based  Medicaid  reim- 
bursement. Affiliation  with  a multi- 
specialty clinic  has  enabled  five  sites 
to  absorb  overhead  and  physician 
reimbursement  within  a larger  sys- 
tem. A physician  whose  clinic  re- 
ceives a large  subsidy  from  her  town 
could  not  survive  without  the  sup- 
port because  half  of  the  patient  base 
is  uninsured. 

The  external  funding  sources 
needed  for  these  rural  sites  to  main- 
tain financial  viability  indicate  the 
importance  of  a safety  net  to  keep 
these  sites  operational  in  areas  where 
patients  are  already  under-served. 
One  physician  interviewed  ex- 
pressed resentment  toward  depend- 
ence on  a larger  system,  but  in  the 
future  even  more  rural  clinics  may 
need  to  seek  affiliation  to  remain 
solvent. 

Financial  viability  is  also  main- 
tained through  cost  containment 
measures.  These  measures  include 
reducing  non-clinical  staff,  control- 
ling utility  bills  and  buying  medical 
supplies  in  bulk  to  facilitate  negoti- 
ating discounts.  Several  respondents 
said  that  rural  clinics  have  higher 
overhead  costs  than  urban  clinics 
because  costs  cannot  be  allocated 
among  many  departments.  They 
believe  reimbursement  to  rural  clin- 
ics should  be  higher,  in  part  because 
of  this. 

Medicare  and  Medicaid 
A great  portion  of  information  gath- 
ered in  the  study  resulted  from 
questions  relating  to  Medicare  and 
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Medicaid  reimbursement.  Because 
Medicare  and  Medicaid  rates  are 
typically  set  lower  than  physician 
charges,  part  of  this  care  is  viewed 
as  vmcompensated  by  most  physi- 
cians and  clinic  managers.  A major- 
ity of  respondents  noted  that  pro- 
viding care  for  a large  number  of 
patients  insured  by  Medicare  and 
Medicaid  clearly  has  greater  effect 
on  financial  viability  of  the  site  than 
does  bad  debt,  charity  care  and 
provision  of  care  to  the  uninsured. 
Indirect  costs  of  providing  care  to 
Medicare  and  Medicaid  patients 
include  the  extensive  paperwork, 
requirements,  difficulty  in  keeping 
up  with  changes  in  regulations, 
inability  to  cover  overhead  expenses, 
difficulty  of  complying  with  fraud 
and  abuse  statutes,  and  the  seem- 
ingly arbitrary  rejection  of  claims, 
delays  in  reimbursement,  and  re- 
fusal to  approve  reasonable  charges 


in  some  cases.  One  physician  said 
that  reimbursements  collected  from 
Medicare  ends  up  being  only  45  % of 
full  charges.  Another  physician  said 
that  57%,  or  $40,000  of  his  $70,000 
income,  was  written  off  before  he 
became  affiliated  with  a larger  clinic. 

One  hope  for  better  reimburse- 
ment comes  from  the  Medicare  re- 
source-based relative  value  scale 
(RBRVS)  system  that  began  a 5-year 
phased-in  implementation  Jan  1, 
1992.  A goal  is  to  improve  reim- 
bursement levels  to  family  practice 
physicians  by  making  Medicare  re- 
imbursement more  commensurate 
for  cognitive  versus  procedural  serv- 
ices through  adjustment  of  the  rela- 
tive value  unit.  Reactions  to  the 
RBRVS  system  are  mixed,  but  most 
respondents  believe  that  it  will  not 
help  them  as  much  as  anticipated. 
Reasons  cited  include  the  flaws  in 
the  calculations  of  the  relative-value 


units,  the  low  dollar  amount  for  the 
conversion  factor,  and  the  current 
system  of  having  11  reimbursement 
areas  where  suburban  and  urban 
regions  receive  higher  reimburse- 
ment for  rural  areas  for  the  same 
procedures. 

Twelve  of  the  21  survey  partici- 
pants are  currently  participating 
providers  of  Medicare  and  an  addi- 
tional four  plan  to  become  partici- 
pating with  the  next  year.  For  many, 
this  decision  is  based  on  the  finan- 
cial trade-off.  Non-participating 
status  provides  the  potential  to  bal- 
ance bill  and  limits  government  in- 
tervention. Additional  reimburse- 
ment, however,  must  be  collected 
directly  from  the  patient,  who  may 
or  may  not  pay.  Also,  beginning  in 
January  1992,  non-participating 
physicians  could  no  longer  bill  in 
excess  of  120%  of  the  non-par tici- 
Continued  on  next  page 


FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  Health  Professions 
Toll  Free 
1-800-423-USAF 
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Continued  from  preceding  page 
pating  fee  schedule  amount,  and  this 
will  be  reduced  to  115%  in  the  near 
future. 

Reasons  for  participating  include: 
less  paperwork,  more  dependable 
reimbursement,  assisting  the  elderly, 
and  patient,  state  and  media  pres- 
sures. Because  the  reimbursement 
gap  between  participating  and  non- 
participating status  is  lessening,  two 
managers  believe  almost  all  clinics 
will  eventually  become  participat- 
ing. 

Survey  participants  were  also 
asked  about  guidelines  for  accept- 
ing Medicaid  patients.  Rural  pro- 
viders say  they  feel  socially  respon- 
sible to  treat  Medicaid  patients  with 
acute  and  emergent  conditions,  and 
because  of  limited  access  to  other 
providers. 

Ten  respondents  have  seen  an 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

March  1993 

* Cantwell,  Arthur  A. 

* Carson,  Larry  V. 

* Dart,  Richard  A. 

* Dibbell,  David  G. 

* Ejercito,  Victor  S. 

* Gencheff,  Christopher  A. 
Goodman,  Lawrence  R. 
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increase  in  their  Medicaid  patient 
base  in  the  past  few  years,  several 
with  a significant  increase.  There 
are  several  indications  that  access 
for  Medicaid  patients  is  becoming 
more  restricted,  due  to  financial  con- 
siderations and  capacity  at  the  site 
of  practice.  Some  clinics  have  rules, 
such  as  seeing  Medicaid  patients 
based  on  scheduled  availability, 
limiting  the  number  that  can  be  seen 
in  one  day,  seeing  Medicaid  patients 
on  a case-by-case  basis,  or  limiting 
care  to  those  who  live  in-state  or 
within  site's  service  area.  One  phy- 
sician has  recently  started  limiting 
the  number  of  Medicaid  patients  he 
will  treat  because  of  the  poor  finan- 
cial status  of  his  practice.  Another 
physician  said  that  if  provision  of 
care  to  Medicaid  patients  is  man- 
dated, he  will  start  limiting  the 
number  he  will  serve. 


* Kad,  Sue  F. 

* Kelman,  Donald  B. 

* Miller,  Gerald  J. 

* Mixter,  Roger  C. 

* Myers,  William  O. 

* Nepple,  Earl  W. 

Parikh,  Arun  V. 

* Patel,  Priti  D. 

* Reinhart,  Richard  A. 

* Rudolph,  Laurel  A. 

* Schmidt,  Robert  T. 

* Schmitt,  Eugene  H. 

* Screnock,  Thomas 

* Spiegel,  Barry  1. 

* Taman,  Mahmoud  S. 

* Van  Raalte,  Benjamin  A. 
Weinhouse,  Elliott 

* Wood,  William  A. 

* Yousif,  N.  John 


The  effects  of  an  increase  in 
Medicaid  patients,  in  combination 
with  discounted  reimbursement  and 
the  expansive  rate  of  medical  infla- 
tion, may  reduce  access  to  care  by 
presenting  clinics  and  practices  with 
a financial  class  of  patient  (Medi- 
caid insured)  that  does  not  rank  as 
highly  as  other  financial  classed  of 
patient  in  the  informal  or  formal  pa- 
tient priorities  that  may  exist  at 
under-served  clinics  and  practices. 

Conclusion 

Next  month,  the  final  article  in  this 
series  will  present  survey  respon- 
dent suggestions  for  new  policies, 
suggestions  addressed  specifically 
to  the  SMS,  and  the  authors'  con- 
sulting groups'  recommendations 
for  the  SMS.^ 


April  1993 
Alter,  Albert  J. 

* Cheng,  Jesse  W. 

* Cohen,  Donald  J. 

* Dorman,  David  K. 

* Erickson,  Lief 

* Farley,  George  E. 

* Gandhavadi,  Ranjini  B. 

* Hitselberger,  James  F. 

* Kanin,  Harry  J. 
Kronzer,  William  W. 

* Paloucek,  James  T. 

* Roberts,  William  V. 

* Scrimenti,  Rudolph  J. 

* Troup,  Charles  W. 
Weinhouse,  Elliott 

* Windsor,  Richard  B.^ 
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Appeals  Court  declines  to  expand 
medical  tort  liability 


The  District  1 Court  of  Appeals 
recently  released  its  decision 
in  a case  in  which  the  SMS  served  as 
a friend  of  the  court,  a decision  find- 
ing in  favor  of  the  physician  defen- 
dant and  in  line  with  the  legal  argu- 
ments presented  in  the  SMS  brief. 
Although  the  case,  Victoria  v Van- 
dervelden,  has  been  portrayed  as  an 
abortion  case,  the  issue  of  law  is 
whether  a physician  may  be  liable  to 
a fetus  under  a battery  tort  despite 
the  mother's  (patient's)  consent  for 
a legal  procedure.  This  new  tort  lia- 
bility, if  recognized  by  the  court. 


could  apply  to  any  time  a physician 
treats  a pregnant  patient  and  not 
just  to  patients  seeking  abortions. 
The  court  found  that  the  physician 
was  not  liable  under  a battery  tort 
theory  and,  more  importantly,  re- 
fused to  create  a new  theory  of  tort 
liability  for  physicians. 

The  plaintiff  has  filed  an  appeal 
to  the  Wisconsin  Supreme  Court  for 
its  final  review.  The  Wisconsin 
Supreme  Court  may,  in  its  discre- 
tion, decide  whether  to  review  the 
Appeals  Court  decision  in  the 
matter.* 


Breaking  New  Ground  in  Medical  Care 


Riverview  Clinic,  a 60  member,  multi-specialty  group  located  on  the 
Rock  River  in  beautiful,  southern  Wisconsin,  is  expanding. 
Construction  of  a 41,000  square  foot  addition  plus  an 
ambulatory  surgery  center  is  underway. 

Don't  miss  this  exciting  partnership  opportunity! 

■ ■ ■ 

Clinic  members  are  looking  for  BC/BE,  MDs  in  the  following  areas: 


Endocrinology 
Family  Practice 
Internal  Medicine 
Neurology 


Oncokrgy 
Ortliopedics 
Pediatrics 
Urgent  Care 


For  confidential  consideration,  send  cover  letter  and  CV  to 
Stan  Gruhn,  M.D. 

Riverview  Clinic,  P.O.  Box  551,  Janesville,  W1  53547-0551 


Your  call  could 
make  history. 

Right  now,  if  you  call 
us,  you’ll  be  helping  us  find 
|)arts  of  our  history  we’re 
missing.  It’s  all  part  of  our 
75th  Anniversaiy 
celebration. 

Give  us  a ring. 

It  could  be  a 
historic  moment 
for  all  of  us. 

The  Easter  Seal  Story  Search 

1 -800-STORIES  (Voice  or  TDD) 


Family  McdicinK 


A Premier 
Group  Practice. 

A Quality  of  Life 
Second  To  None. 

At  Marshfield  Clinic,  a 400-physician  multi-specialty 
practice,  you’ll  experience  an  ideal  balance  between 
professional  and  clinical  excellence  and  superior  quality 
of  life.  As  a physician  with  Marshfield  Clinic  in 
Minocqua  or  Rice  Lake,  Wisconsin,  you  will  find  a 
friendly,  relaxed  but  industrious  community  focused  on 
family.  Plus,  you’ll  enjoy  the  best  that  mother  nature  has 
to  offer  year  ‘round,  while  practicing  with  one  of  the 
most  respected,  and  highly  recognized  group  practices  in 
the  nation. 

If  this  perfect  combination  appeals  to  you,  please 
contact  David  Draves  at  1-800-782-8581,  ext.  7-5376. 

MARSHFIELD  CLINIC 

1000  North  Oak  Avenue 
Marshfield,  WI  54449 
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Would  you  answer 
five  questions 
to  help  change 
the  lives  of  needy 
children  overseas? 
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Perhaps  you  have  heard  of  us.  Childreach. 
We  find  people  in  the  United  States  to 
sponsor  needy  children  in  other  parts  of  the 
world.  The  success  of  our  humanitarian 
work  depends,  to  a large  extent,  on  how 
well  we  understand  the  attitudes  of  people 
in  this  country  about  the  plight  of  poor 
children  and  families  in  far  away  places.  We 
would  greatly  appreciate  it  if  you  would 
answer  the  following  questions  and  return 
them  to  us.  This  is  a public  service 
advertisement.  But  the  real  public  service  is 
the  one  you'll  be  performing  by  answering 
these  simple  questions. 
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Please  answer  these  questions  and  mail  the 
entire  ad  hack  to  Childreach,  155  Plan  Way, 
Warwick,  RI  02886-1099.  Remember,  there 
are  no  right  or  wrong  answers,  hut  every 
answer  may  help  a needy  child  overseas! 

If  you  prefer  to  answer  hy  telephone,  call 
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i3  Please  check  this  box  if  you  would  like  us  to 
send  you  the  most  important  facts  from  a Louis 
Harris  survey  on  attitudes  of  young  Americans 
towards  children  living  in  poverty  overseas. 

Tf?auk  you  for  your  help. 


1-800-556-7918 

'-f 

IT 

childreach 
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PLAN 

INTERNATIONAL 


C hildrcach  is  formerly  Foster  Parents  Plan-  one  ot  the  oldest  and  most  respected 
sponsorship  organizations  in  the  world,  with  over  years  as  a leader  in  linking 
caring  sponsors  with  needy  children  and  their  families  ocerseas.  Non  profit.  Non- 
partisan. Non-sectarian.  Tax  deductible.  .A  copy  of  our  financial  report  is  available 
upon  request  from  N Y,  I^ept.  of  State,  Office  of  C hanties  Registration.  .Albany, 
N.^  .,  or  C hildreach. 
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Wisconsin  physicians  reach  out  to  Nicaraguan  children 


Patients  crowded  exam  room  doors  waiting  to  see  a doctor.  The  medical  team  screened  367 
children  in  less  than  a week. 


Shari  Hamilton,  assistant  editor 

OU  CAN  CHANGE  THE  WORLD... one 

I child  at  a time,"  proclaims  a 
fi  brochure  publicizing  the  works  of 
I Healing  the  Children-Wisconsin, 
I Inc.  Seven  Wisconsin  physicians 
y heeded  that  call  in  February,  setting 
S off  for  a week-long  medical  mission 
S in  Rivas,  Nicaragua,  and  recording 
memories  to  last  a lifetime. 

ii  Most  of  the  23  health  care  profes- 

1 sionals  and  staff  joining  the  Rivas 
trip  had  never  before  participated  in 
I a medical  mission.  What  they  found 
I in  Nicaragua  was  a marked  contrast 
I to  the  professional  life  they  left 
H behind.  Radio  broadcasts  had  an- 
S nounced  the  pending  arrival  of  the 
i Healing  the  Children  team.  Other 
I children  had  been  identified  by  lo- 
I cal  health  and  social  service  work- 
2 ers.  As  a result,  Caspar  Garcia  Hos- 

ipital  in  Rivas  was  jammed  with 
would-be  patients.  Each  time  the 
physicians  would  open  an  examin- 
ing room  door,  a sea  of  concerned 
I faces  would  be  revealed  in  the  en- 
t!  trance,  fortified  by  lines  of  children 
a i and  parents  extending  down  the  hall. 
||  Prospective  patients  would  lean 
[t  through  examining  room  windows 
(glass  and  screens  are  unknown)  and 
politely  inquire  as  to  when  the  ex- 
amination would  be  done.  Cats  and 
dogs  wandered  through  hallways, 
and  birds  occasionally  flew  through 
the  open  windows.  There  was  no 
hot  water  and  only  one  x-ray  ma- 


chine which  was  often  broken. 

In  a country  plagued  by  war, 
Nicaraguan  medical  care  has  suf- 
fered from  a shortage  of  medicines 
and  medical  equipment.  Many  Nica- 
raguan doctors  have  left  the  coun- 


try. Those  who  remain  earn  about 
$150  per  month  with  an  additional 
50  cents  per  hour  for  "on-call  hours." 
A Coca-Cola  costs  80  cents.  Rivas 
hospital  staff  employees  even  went 
Continued  on  next  page 
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The  medical  team  was  in  constant  demand.  Here,  Dr  McCabe  (r),  a pediatrician  at  Dean  Clinic 
and  St  Mary's  Hospital  in  Madison,  gives  an  impromptu  exam  in  the  Nicaraguan  hospital 
hallway.  Sharon  Chrusniak  (c),  a medical  technician  from  St  Joseph's  Hospital  in  Milwaukee, 
keeps  records.  — Photos  by  Bob  Rashid  of  Madison 


Continued  from  preceding  page 
on  strike  during  the  Healing  the 
Children  mission  after  the  govern- 
ment decided  to  withhold  their  pay. 

Despite  all  of  these  adversities, 
Healing  the  Children  volunteers 
achieved  their  mission  of  securing 
medical  treatment  for  children  who 
are  unable  to  get  the  medical  care 
they  need  at  home.  In  just  7 days,  the 
Wisconsin  team  screened  367  chil- 
dren, performed  45  surgeries  and 
made  41  referrals  to  the  United  States 
for  medical  care. 

Since  the  first  child  was  flown  in 
for  heart  surgery  in  1984,  the  Wis- 
consin chapter  of  Healing  the  Chil- 
dren, a non-profit,  non-partisan,  all- 
volunteer group,  has  served  more 
than  140  children  while  the  national 
organization  has  brought  health  care 
to  more  than  3,000  youth. 

Until  February,  Healing  the  Chil- 
dren-Wisconsin  volunteers  had 
never  attempted  to  perform  surgery 
outside  U.S.  borders.  Children  in 
need  of  medical  interventions  were 


instead  screened  in  their  home  coun- 
try and  flown  to  the  United  States 
for  surgery  and  follow-up  treatment. 
But  in  1993,  that  scenario  changed. 
Recruited  by  Mary  Dowling,  RN, 
the  Madison  area  coordinator  for 
Healing  the  Children,  a Wisconsin 
team  traveled  Feb.  22  to  Rivas,  a city 
about  2 and  a half  hours  (by  car) 
south  of  Managua.  Many  of  the 
Wisconsin  health  care  professionals 
had  been  involved  with  Healing  the 
Children  for  some  time,  treating 
young  patients  flown  in  from  other 
countries. 

In  addition.  Jack  Woodford,  MD, 
a pediatric  neurosurgeon  with  Dean 
Medical  Center,  also  serves  as  a foster 
parent  for  Healing  the  Children.  The 
non-profit  group  pays  to  transport 
young  patients  to  the  United  States, 
but  no  funding  is  available  for  fam- 
ily travel. 

Dr  Woodford,  one  of  the  organiz- 
ers for  the  Rivas  trip,  said  the  medi- 
cal staff  was  extremely  fortunate  to 
have  some  good  resources  to  work 


with  in  Nicaragua.  "They  did  have  a 
hospital,  which  was  essential.  They 
did  have  patient  care  beds  and  they 
did  have  nurses.  A lot  of  their  facili- 
ties had  been  totally  cleaned  out 
during  the  revolution  in  terms  of 
equipment  so  we  took  along  with  us 
almost  everything  we  needed-- 
medicine,  surgical  equipment,  ban- 
dages, even  operating  room  lights. 
We  took  all  of  the  anesthesia  and 
laboratory  equipment  that  we 
needed,  and  the  anesthesiologists 
and  the  nurses  and  the  technicians." 

A car  battery  served  as  an  emer- 
gency backup  in  the  operating  room. 
The  x-ray  machine  could  only  take 
one  x-ray  every  half  hour  because  of 
power  problems.  Dr  Woodford  said. 

An  American  military  aircraft 
transported  about  half  of  the  group's 
equipment  down  in  advance.  Other 
items  traveled  down  on  the  com- 
mercial airline  along  with  the  Heal- 
ing the  Children  delegation. 

"We  lined  up  a number  of  differ- 
ent orthopaedic  cases,  club  feet,  some 
congenital  bone  diseases,  and  some 
trauma  (cases)  that  had  not  been 
dealt  with  properly  so  that  those 
conditions  could  be  corrected  there 
(in  Rivas),"  explained  Madison 
pediatrician  Ed  McCabe,  MD,  who 
helped  screen  hundreds  of  Nicara- 
guan children.  "We  saw  a lot  of  kids 
with  facial  anomalies— cleft  lips,  cleft 
palates,  extra  digits  and  other  con- 
ditions that  the  plastic  surgeon  could 
do.  We  saw  lots  of  children  with 
congenital  eye  problems  and  stra- 
bismus." 

Dr  McCabe  also  examined  nu- 
merous children  with  medical  as 
well  as  surgical  conditions.  "That 
was  kind  of  the  frustrating  part  be- 
cause we  did  not  have  a lot  of  medi- 
cine to  take  with  us.  Those  kids  that 
had  medical  conditions— asthma, 
diabetes,  liver  disease  and  kidney 
disease— we  saw  a number  of  them 
but  we  weren't  really  equipped  in 
terms  of  medication.  Some  of  the 
physicians  there  in  Rivas  had  clinics 
where  they  could  see  the  children 
and  we  would  try  to  get  them  lined 
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1 up  to  come  back.  Occasionally,  if  it 
was  a more  complicated  problem, 
we  would  try  to  help  the  families, 
and  with  the  help  of  hospital  per- 
sonal, see  some  specialists  in  Man- 
I agua." 

I "It  was  a busy,  busy  time.  Many 

I times  they  operated  imtil  8:30  or  9 
I p.m.,  then  started  off  around  7:30  or 
j 8 the  next  morning,"  Dr  McCabe 
' recalled. 

"The  people  were  very  grateful," 
j Dr  Woodford  said.  "They  were  so 
I patient.  They  would  walk  30  miles 
, to  get  there,  then  sit  and  wait  for 
hours  until  we  could  see  their  chil- 
I dren." 

■ The  American  doctors  were  in 

great  demand  and  were  frequently 
stopped  in  the  streets  for  consulta- 
i tions.  Patient  histories  were  taken  in 

I hallways.  "So  many  of  the  questions 
we  saw  were  examples  of  no  medi- 
! cal  care"  such  as  untreated  broken 
' bones  and  bum  scars.  Dr  McCabe 
' said. 

The  medical  team  was  charmed 
by  the  country's  beauty,  particularly 
, the  lush  vegetation  and  active  vol- 
canoes, and  heartened  by  the  warm 
, spirit  of  the  Nicaraguans.  "The 
' people  are  very  friendly  and  were 
very  grateful,"  Dr  McCabe  said.  "It's 
, a very  poor  country  and  1 think  all  of 

I us  were  stmck  by  the  things  that  we 
( take  for  granted  in  the  United  States 
especially  in  the  medical  area.  They 
just  don't  have  much  of  anything." 

"Their  status  of  nutrition  was 
really  quite  good.  I think  the  reason 
for  that  is  their  dietary  staple  is  rice 
and  beans  with  an  ample  supply  of 
fresh  fmit— bananas,  mangoes,  or- 
anges," the  Dean  Clinic  pediatrician 
noted. 

One  young  girl  in  particular  drew 
I theattentionof  the  Wisconsin  medi- 

^ cal  delegation.  Zenedia  had  broken 

her  knee  when  she  was  about  2 years 
old.  Nicaraguan  doctors  had  per- 
formed seven  surgeries  to  correct  a 
bone  infection  in  her  leg.  The  infec- 
tion had  healed  but  Zenedia' s leg 
was  left  severely  deformed. 

"She's  a sweet  little  girl.  She  could 


Sei’en  surgeries  had  failed  to  correct  the  deformity  left  by  a bone  infection  in  this  girl's  leg.  The 
day  after  this  photo  was  taken,  Dr  David  Mann,  of  Madison,  performed  a complex  osteotomy 
that  straightened  her  leg.  The  operation  involved  cutting  the  bone  and  inserting  a metal  plate 
with  screws  that  put  the  leg  in  a corrected  position.  The  operation  prompted  the  Nicaraguan 
doctors  to  nickname  Dr  Mann  "Saint  David." 


keep  up  with  everybody,  but  she 
looked  like  she  was  on  a pogo  stick 
because  that  left  leg  was  about  8 
inches  shorter,"  Dr  McCabe  said. 

After  David  Mann,  MD,  an  ortho- 
paedic surgeon  from  the  University 
of  Wisconsin  hospital,  performed  a 
complex  osteotomy  that  straight- 
ened her  leg,  Nicaraguan  doctors 
dubbed  him  "Saint  David,"  reported 


Rebecca  Petersen,  of  Wauwatosa, 
executive  director  of  Healing  the 
Children- Wisconsin. 

Dr  Mann  also  corrected  numer- 
ous severe  club  foot  deformities  that 
would  have  left  children  crippled 
for  life. 

Because  many  people  live  in  open- 
sided shacks  where  cooking  is  done 
Continued  on  next  page 
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Dr  David  Mann,  from  the  Unwersity  Hospitals  in  Madison,  reineivs  a patient's  x-rays  on  the  first  day  of  the  medical  team's  arrival  at  Caspar 
Garcia  Hospital  in  Rhms,  Nicaragua. 


Contined  from  preceding  page 
over  open  fires,  bums  are  common 
among  Nicaraguan  children.  "There 
were  several  children  whose  hands 
were  burned  and  their  fingers  were 
contracted  to  the  point  where  they 
couldn't  use  them,"  Dr  McCabe  said, 
relating  that  Madison  plastic  sur- 
geon Bill  Wood,  MD,  released  the 
bum  scars  so  the  children  could 
regain  use  of  their  hands.  Wood 
also  corrected  numerous  cleft  pal- 
ates and  cleft  lips  that  caused  chil- 
dren difficulties  with  eating. 

"In  some  of  the  South  American 
cultures,  the  stigma  of  having  a birth 
defect  that's  very  obvious  would 
stigmatize  the  child  and  to  some 
effect,  the  family,  we  think  and  so 
the  correction  of  that  is  something 
that's  well  worth  it  for  these  kids," 
Dr  McCabe  noted. 

Neil  Lucchese,  MD,  an  ophthal- 
mologist with  Davis  Duehr  Eye 
Associates  in  Madison,  performed 
myriad  eye  surgeries. " If  you  would 
look  out  into  his  waiting  room,  there 


was  usually  about  100  people  and 
every  one  of  them  would  have 
crossed  eyes,"  Dr  Woodford  said. 

Carl  Sunby,  MD,  a general  sur- 
geon for  Dean  Medical  Center  and 
St  Mary's  Hospital,  experienced  in 
working  in  military  field  hospitals, 
conducted  pediatric  surgeries.  Bob 
Corliss,  MD,  also  of  the  Dean-St 
Mary's  medical  team,  was  the  cardi- 
ologist for  the  Healing  the  Children 
mission. 

In  addition  to  treating  children, 
the  American  medical  staff  concen- 
trated much  effort  on  bringing  Nica- 
raguan physicians  up  to  speed  on 
new  surgical  techniques  and  phi- 
losophies. Here,  as  in  the  patient  ex- 
amination process,  language  was  a 
barrier  but  a group  of  young  people 
who  had  attended  college  in  the  U.S. 
served  as  interpreters. 

"I  speak  some  Spanish  so  I could 
at  least  examine  patients  and  ex- 
plain things  to  families  without  a 
translator,"  Dr  Woodford  said.  "But 
if  you  had  anything  at  all  compli- 


cated you  needed  a translator."  In- 
terpreters were  stationed  in  the  op- 
erating room  where  U.S.  surgeons 
worked  hand-in-hand  with  the 
Nicaraguan  doctors,  teaching  them 
new  techniques. 

"After  we  got  down  there  we 
realized  what  we  should  have  done 
was  take  some  teaching  programs 
with  us.  You  can  go  down  there  and 
do  surgery  and  feel  good  about  it, 
however,  it's  only  a drop  in  the 
bucket,"  Dr  Woodford  said.  "It's 
almost  better  to  take  a teaching 
program  so  you  can  improve  their 
ability  to  care  for  kids.  We  took  a fair 
amount  of  equipment  down  that  will 
be  helpful  to  them.  And  almost  all  of 
the  cases  were  done  with  local  doc- 
tors." 

Dr  Woodford  did  not  see  any 
neurosurgical  cases  that  could  be 
corrected  in  Nicaragua,  but  some 
young  patients  he  saw  in  Rivas  will 
come  to  Madison  for  surgery.  An 
18-month-old  girl  with  a tumor  at 
the  front  of  her  skull  flew  back  with 
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the  group. 

The  process  for  transporting  chil- 
dren to  the  United  States  for  treat- 
ment requires  much  paperwork.  Dr 
Woodford's  daughter,  Ginger,  24, 
volunteered  her  time  to  go  with  the 
Healing  the  Children  team  to  Nica- 
ragua and  help  patients  obtain  vi- 
sas, tickets  and  other  necessary 
paperwork. 

Of  the  children  referred  for  U.S. 
treatment,  30  have  heart  abnormali- 
ties. "A  lot  of  them  will  go  to  this 
area,  some  will  go  to  Milwaukee 
and  others  will  go  to  different  parts 
of  the  country,"  Dr  Woodford  said, 
noting  that  location  of  treatment  de- 
pends on  finding  physicians  and 
hospitals  with  the  necessary  tech- 


nology to  donate  services.  All  three 
Madison  area  hospitals— University, 
St  Mary's  and  Meriter— are  partici- 
pating in  the  program  now,  he  said. 

Ironically,  it  is  somewhat  easier 
for  U.S.  physicians  to  volunteer  their 
services  in  a foreign  country  than  it 
is  to  see  indigent  patients  at  a free 
clinic  down  the  block.  In  foreign 
countries,  there  are  no  requirements 
for  professional  liability  coverage 
and  no  opportunities  for  malprac- 
tice litigation. 

At  an  evaluation  meeting  with 
Healing  the  Children  staff,  Petersen 
said  one  Nicaraguan  doctor  related 
that  prior  to  the  group's  visit  he  had 
the  firm  belief  that  Americans  were 


materialistic,  capitalistic  and  bad 
people.  After  working  side  by  side 
with  Healing  the  Children  volun- 
teers, she  said  he  learned  "Ameri- 
cans were  good  people  and  human." 

"The  Nicaraguan  physicians  said 
it  so  eloquently,  'By  you  being  here, 
there  is  evidence  of  God's  love.  We 
thought  this  kind  of  thing  would 
never  happen  in  Nicaragua  and  now 
that  it  has,  it  has  given  us  hope.  You 
gave  us  the  opportunity  for  life  and 
for  this  we  thank  you  forever'," 
Petersen  reported. 

Healing  the  Children  plans  to 
make  another  trip  to  Nicaragua 
within  a year,  provided  the  govern- 
ment there  remains  stable. ♦ 


After  working  four  consecu  live  1 2-hour  days  in  the  operating  room,  this  member  of  the  Healing  the  Children  team  gets  his  first  chance  to  watch 
the  sunset  at  San  Juan  del  Sur,  a 15-minute  drive  from  Rivas,  Nicaragua,  near  the  Costa  Rican  border. 
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John  Randolph  Currens,  MD:  1855-1921 


Cheri  Volkert,  Manitowoc 

Whose  is  the  jolly  face  I see 
For  the  first  time  in  our  clan. 

Whose,  I say,  is  the  portly  form 
That  shows  much  inner  man. 

Whose  is  the  gentle  genial  smile 
Which  endeth  with  asnort. 

Wlw,  I say,  is  the  unctuous  pile 
Of  lard,  of  beef  and  port. 

Methinks  I know  his  measure. 

His  brow,  his  silken  hat. 

His  merry  rotund  figure 
In  its  rolls  ofliinngfat. 

Methinks  I see  him  sweating 
On  the  hottest  day  of  summer 
Changing  oft  his  paper  collar. 

And  saying  "It's  a hummer!" 

Methinks  I hear  the  trunkman 
Take  his  measure  for  a belt. 

And  hear  his  muttered  "damn! 

"This  bloke  he  must  of  swelt!" 

Methinks  I hear  him  smack  his  lips 
O'er  his  glass  or  two  of  grog 
And  watch  him  wipe  away  the  drips 
And  cough  away  a "frog". 

But  nez^er  mind  the  outterpart 
With  this  you'll  all  agree; 

T'is  not  the  looks,  'tis  his  heart. 

Makes  us  all  love  J.R.C. 

—Dr  Henry  Hites,  Dec  18, 1901 

I R.C.,  AKA  John  Randolph  Cur- 
I rens,  was  bom  Jan  26,  1855,  at 
Gettysburg,  Penn.  During  the  Civil 
War,  his  father's  bam  was  used  as  a 
hospital  for  wounded  Union  sol- 
diers. Soon  afterward,  his  family 
moved  to  Plymouth,  111.  Currens 
attended  public  elementary  and  high 
schools  in  Plymouth  and,  after 
graduating  from  college  at  Carthage, 
111,  became  a school  teacher.  In  1873, 


he  decided  to  study  medicine  under 
a Icxral  physician,  entered  Rush 
Medical  College  in  Chicago  in  1875, 
then  graduated  with  honors  and 
moved  to  Two  Rivers,  Wise.,  in  1878. 

Currens  married  Julia  Pierpont,  a 
school  teacher  and  a "lady  of  cul- 
tured mind  and  refined  presence," 
in  1882.  Julia  died  in  1889,  at  age  35, 
of  "childbirth  complications."  The 
Currens'  only  child,  Carrie,  was  bom 
in  1883.  She  would  graduate  from 
the  University  of  Chicago  in  1905, 
marry  John  N.  Wallace  of  Welling- 
ton, New  Zealand,  and  never  see 


(The  doctor  and  his 
faithful  horse,  Dick, 
traveled  far  and 
wide, 

in  all  kinds  of 
weather ) 


her  father  again. 

In  1878,  Two  Rivers  was  an  in- 
dustrialized area  of  knitting  mills, 
aluminum  factories,  sawmills,  tan- 
neries, and  fishing  companies.  There 
was  no  electricity,  sewer  system, 
municipal  water  service,  or  auto- 
mobiles. Streets  were  dirt,  sidewalks 
were  board  planks,  and  all  around 
town  were  wooden  frame  buildings 
(fires  were  frequent  occurrences). 

Spelling  bees,  singing  societies, 
and  literary  clubs  were  popular, 
besides  horse  racing,  parades,  and 
sporting  events.  Two  Rivers'  Berens 
ice  cream  parlor,  famous  for  the 
original  ice  cream  sundae,  was  the 
" reputable  courting  spot"  for  young 
people. 

Josephine  Herian,  Currens'  sec- 


retary and  "faithful  clerk"  wrote, 
"Those  were  the  horse  and  saddle- 
bag days,  when  a distant  call  in  the 
middle  of  the  night  was  answered 
as  unselfishly  as  the  one  next  door  in 
broad  daylight.  The  doctor  and  his 
faithful  horse,  Dick,  traveled  far  and 
wide,  in  all  kinds  of  weather,  and  at 
any  hour ...." 

Theresa  Gauthier  Henfer,  99, 
recalls  that  "Whenever  anyone  was 
sick,  the  doctor  just  dumped  some 
pills  into  our  hands.  They  were  al- 
ways the  same  pills  too — I think 
aspirin. . . . When  my  mother  got  sick. 
Doc  Currens  visited  her  at  home  as 
there  was  no  hospital,  all  ill  were 
treated  at  home.  Sometimes  he  even 
came  twice  a day,  without  being 
called  to." 

A note  in  the  March  1881  Mani- 
towoc Tribune  read,  "Dr  Currens, 
assisted  by  Mr  Endress,  vaccinated 
154  school  children  in  a little  over 
one  hour  last  Friday  afternoon.... 
Those  who  wish  free  vaccination  will 
please  call  at  his  office  during  the 
remainder  of  this  week  after  which 
those  who  wish  to  be  vaccinated 
will  have  to  pay  for  the  same." 

In  1882,  the  Manitowcx:  County 
Medical  Society  was  organized,  and 
Dr  Currens,  a charter  member,  pre- 
sented the  first  paper:  "Alcohol,  its 
physical  and  therapeutical  action." 
Soon  afterward,  he  became  the 
health  officer  for  Two  Rivers  and 
remained  so  for  22  years. 

"There  was  no  local  project  too 
small  or  too  big  for  Dr  Currens," 
Herian  wrote.  "He  was  ever  ready 
to  lend  a hand,  or  lead  the  way,  with 
no  mercenary  motives.  In  his  40  years 
as  general  practitioner  he  performed 
many  professional  services  know- 
ing full  well  no  fee  would  be  forth- 
coming. In  public  office,  he  gave 
generously  of  his  time,  with  no 
thought  of  financial  reward." 
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On  Oct  28,  1887,  the  Vernon,  a 
steamer  of  the  Northern  Michigan 
Line,  sank  off  the  coast  of  Two  Riv- 
ers in  the  midst  of  a horrendous 
storm.  In  the  morning,  19  bodies 
were  picked  up  by  fishing  boats  and 
brought  to  shore. 

"It  was  'old  Dick'  who  made  the 
flying  trip  from  Mishicot  to  Two 
Rivers  in  16  minutes  the  day  the 
bodies  came  in,"  Herian  wrote.  "To 
be  sure,  the  haste  was  futile  ...  but 
that's  the  way  old  Doc  Currens  was. 
If  he  thought  he  was  needed,  no  risk 
was  too  great!" 

Always  alert  to  new  procedures 
in  medicine.  Dr  Currens  was  the 
first  physician  north  of  Sheboygan 
to  administer  diphtheria  anti-toxin. 
He  was  also  a pioneer  in  the  treat- 
ment of  tuberculosis.  He  lobbied  for 
and,  in  1895,  was  rewarded  by  the 
installation  of  a sewage  system  for 
Two  Rivers,  which  "decreased  ma- 


larial and  typhoidal  maladies." 

During  these  years,  Manitowoc 
County's  population  was  about 
37,000,  of  which  17  were  physicians. 
Louis  Falge,  MD,  noted,  "...a  long 
period  of  reckless  overproduction 
of  cheap  doctors  has  resulted  in 
general  overcrowding.  What  the 
country  needs  is  not  more,  but  fewer 
and  better  doctors."  In  1897,  Cur- 
rens was  notified  by  telegraph  of  his 
appointment  by  Gov  Schofield  to  be 
a member  of  the  first  Board  of  Wis- 
consin Medical  Examiners.  Until 
then,  anyone  could  practice  medi- 
cine in  Wisconsin,  although  those 
who  had  not  graduated  medical 
school  could  not  assume  the  title  of 
doctor  or  collect  fees  in  court. 

The  law  of  1897,  instigated  by 
this  first  examining  board,  de- 
manded that  anyone  beginning  to 
practice  medicine  and  surgery  in 
Wisconsin  after  July  1, 1897,  had  to 


first  obtain  a certificate  of  qualifica- 
tion from  the  board;  those  already 
practicing  were  exempted. 

Currens  served  on  this  board  for 
8 years,  6 as  president.  He  also  helped 
organize  and  was  first  president  of 
the  Confederation  of  Reciprocating 
Medical  Licensing  and  Registration 
Boards,  which  permitted  physicians 
to  interchange  licenses  among  states. 

In  1899,  Currens  was  elected  to 
another  board,  as  announced  in  the 
Jan  10,  1899,  issue  of  Die  Waheirt: 
"Members  of  his  own  profession  in 
the  state  and  county  honored  Dr 
Currens  by  election  as  president  of 
the  Manitowoc  County  Medical 
Society."  One  of  the  society's  early 
accomplishments  was  to  "prevail 
upon"  the  newspapers  to  stop  pub- 
lishing the  names  of  physicians  in 
connection  with  operations  or  cases. 
Generally,  the  newspapers  respected 
Continued  on  next  page 
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the  request. 

In  1906,  Currens  was  elected 
president  of  the  Wisconsin  Medical 
Society.  "No  man  on  that  board  and 
no  physician  in  the  state  did  more 
and  worked  as  untiringly  and  un- 
selfishly for  the  uplift  of  the  medical 
profession,"  wrote  Falge.  "That  his 
self-sacrificing  efforts  were  duly 
appreciated  and  acknowledged  by 
the  fraternity  is  shown  by  the  fact 
that  he  was  chosen  president...."  He 
was  also  an  honorary  member  of  the 
Milwaukee  Medical  Society  and  a 
member  of  the  AMA. 

Despite  of  his  many  honorary 
offices,  one  of  the  movements  that 
Currens  took  greatest  pride  in  was 
the  founding  of  the  Maple  Crest 
Sanatorium  for  tuberculosis  patients 
at  Whitelaw  in  1913.  Credited  with 
being  " the  father  of  the  San,"  he  was 
one  of  the  first  to  be  actively  in- 
volved with  the  Tuberculosis  Or- 
ganization. It  was  through  his  asso- 
ciation with  the  state  medical  board 
and  related  associates  that  Mani- 
towoc County  was  the  first  in  Wis- 
consin to  establish  a county  sanato- 
rium. Currens  served  on  the  board 
of  trustees  from  its  opening  until  the 
spring  of  1921,  when  he  asked  to  be 
relieved  for  health  reasons. 

Currens  was,  according  to  the 
Manitowoc  County  Chronicle,  "...  one 
who  at  all  times  rose  to  the  occasion 
for  public  welfare  and  contributed 
unselfishly  in  service  and  purse  to 
the  needy  with  whom  he  came  in 
contact....  He  belonged  to  the  era  of 
physicians  ...  driving  far  into  the 
country,  and  making  themselves 
genuinely  beloved  by  all  who  know 
them,  not  only  as  physicians  but  as 
counselors  and  as  friends." 

Vivian  Snyder,  a lifelong  resident 
of  Two  Rivers,  remembers  Currens 
visiting  her  grandmother  and  plop- 
ping down  at  her  kitchen  table, 
dipping  home-baked  donuts  into 
powdered  sugar,  drinking  coffee, 
and  talking  to  her  about  his  cases. 

"My  grandmother  acted  as  his 
midwife  until  he  got  a partner," 


Snyder  recalls.  "There  were  very  few 
phones  at  that  time,  but  my  grand- 
mother and  my  Aunt  Polly  were 
fortunate  to  have  one.  So  Doc  Cur- 
rens would  call  them  up  and,  if  he 
was  busy  on  a call,  would  have  them 
go  to  whoever  needed  help  and  stay 
there  until  he  arrived. 

"There  were  so  many  births  and 
he  used  midwifes  a lot— he  had  to. 
One  spring,  he  drove  his  horse  and 
buggy  way  out  into  the  coimtry. 
While  he  was  helping  the  farmer's 
wife  have  her  baby,  the  farmer  ran 
between  them  and  delivering  his 
own  calves. 

"Once  we  had  a disastrous  flu 


'I  started  crying, 
and  when  I looked 
up  at  Doc  Currens, 
he  was  in  tears,  too. 
That's  the  way  he 
was.' 


epidemic,  about  1918,  and  every 
house  was  hit.  Doc  Currens  came 
and  answered  calls,  he  worked 
constantly....  There  were  no  antibi- 
otics back  then  so  everyone  was 
using  home  remedies — anything  in 
hopes  of  curing  that  deadly  flu." 

Theresa  Henfer  remembers  the 
day  in  1916  when,  right  after  her 
mother  died,  she  took  her  6-year- 
old  brother  to  Currens  to  have  a 
huge  hand  abscess  drained.  "He 
gave  my  brother  something  that 
made  him  sleepy.  But  as  the  doctor 
began  cutting  into  the  abscess,  my 
brother  started  screaming  and  crying 
for  "ma  ma,"  over  and  over.  Then  I 
started  crying  and  when  I looked  up 
at  Doc  Currens,  he  was  in  tears,  too. 
That's  the  way  he  was." 

Home  remedies  were  common, 
so  too  was  Currens'  prescribed  drink. 
Herian  wrote  about  'Currens  Park' 
and  its  famous  spring:  "...  a man. 


woman,  or  child  coming  from  there 
carrying  a bottle  of  spring  water 
was  a familiar  site  ...  it  was  the  pre- 
scribed drink  of  most  of  the  good 
doctor's  patients.  He  himself  made 
daily  trips  there  and  a 'jug  of  spring 
water'  was  always  on  ice  for  his  own 
use. 

"One  day  he  sent  a sample  of  it  to 
the  state  laboratory  of  hygiene  for  a 
routine  exam.  The  report  read,  'Unfit 
for  drinking  purposes.'  The  towns- 
people were  unconvinced  though 
and  the  daily  trek  continued — no 
casualties  were  ever  reported." 

According  to  Herian,  "He  was  a 
man  of  unusual  stature  ...  who  en- 
joyed public  speaking  and  excelled 
in  that  art....  Most  of  his  speeches 
revealed  his  familiarity  with  the 
scriptures  and  the  poets,  Robert 
Bums  being  his  favorite....  His  let- 
ters of  condolences  were  master- 
pieces of  the  literary  style  of  the 
day— 'Angel  of  death,'  'a  pearl 
among  roses,'  'may  he  who  tempers 
the  wind  to  the  shorn  lamb 
strengthen  you  in  this  hour  of  sor- 
row'..." 

In  addition  to  being  a popular 
physician  who  built  a respectable 
practice,  Currens  was  also  a staunch 
Republican  and  city  activist.  Cur- 
rens became  a member  of  the  Ma- 
sonic order,  held  all  offices  in  the 
Two  rivers  chapter,  and  was  highly 
influential  in  the  development  of 
the  lodge  there.  Currens  then  be- 
came one  of  the  first  persons  to  work 
diligently  for  a public  library  in  Two 
Rivers,  and  when  the  original  ar- 
ticles of  association  were  issued,  his 
name  was  on  them.  In  1890,  he  or- 
ganized and  was  a charter  member 
of  the  Two  Rivers  lodge  of  the 
Modern  Woodmen,  and  later,  the 
Loyal  Order  of  the  Moose.  In  1901, 
he  organized  the  Two  Rivers  Mu- 
nicipal Water  and  Light  Commis- 
sion and  helped  obtain  the  electric 
interurban  line  between  Manitowoc 
and  Two  Rivers  in  the  spring  1902. 

Falge  wrote  that  Currens,  in  his 
entire  public  career,  was  never  a 
"yes"  man  and  that  his  elections 
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were  always  won  by  a substantial 
majority.  His  election  poster  for  the 
mayoral  race  read:  "You  know  me.  1 
am  for  the  people,  and  hope  to  be 
elected  by  the  people.  1 favor  the 
reduction  of  the  price  of  public  utili- 
ties and  cost  of  living,  the  building 
of  homes,  beautifying  streets,  con- 
struction of  civic  centers,  and  bene- 
fiting all  the  people.  1 believe  in  the 
American  flag  and  everything  it  rep- 
resents. I hope  by  past  record  and 
civic  experience  entitles  me  to  your 
confidence  and  support  next  Tues- 
day, April  first."  Currens  won,  serv- 
ing five  terms,  two  from  1905  to 
1909,  and  three  from  1915  to  1921, 
retiring  at  his  own  request. 

As  mayor,  he  dedicated  a new 
public  high  school,  promoted  nu- 
merous civic  projects,  and  was 
elected  president  of  the  Wisconsin 
League  of  Municipalities  in  1918. 

In  1916,  Currens  wrote  the  fol- 
lowing Labor  Day  proclamation  to 
the  citizens  of  Two  Rivers:  "We  are 
about  to  celebrate  the  legal  holiday 
of  the  sons  and  daughters  of  honest 
toil,  known  as  Labor  Day.  In  order 
to  make  this  celebration  a success, 
let  all  business  be  stopped,  as  far  as 
possible,  on  that  day.  Let  us  deco- 
rate our  homes  and  business  places 
with  American  flags  and  let  every- 
body carry  or  wear  a flag  on  this 
occasion.  Let  neighbor  extend  the 
glad  hand  to  neighbor  and  to  the 
visiting  friends  'within  our  gates'. 

"Everybody  is  requested  to  form 


in  procession  and  show  that  we  all 
love  and  respect  honest  labor. 

"Don't  forget  the  flag!" 

During  World  War  1,  Currens  was 
chair  of  the  second  district  draft 
board,  its  headquarters  at  Two  Riv- 
ers. His  secretary  wrote,  "...as  much 
as  he  disliked  sending  the  boys  off 
to  war,  he  performed  the  duties  of 
his  appointment  with  scrupulous 
attention.  Many  of  the  young  men, 
inspired  by  his  patriotic  zeal,  re- 
membered him  only  as  the  grand 
old  man  who  accompanied  each 
draft  contingent  to  the  railroad  sta- 
tion, and  their  letters  brought  him 
many  happy  moments." 

Currens  was  also  a US  pension 
examiner  for  20  years,  was  active  in 
the  Liberty  Loan  campaigns,  was 
affiliated  with  the  Royal  Arch  of 
Manitowoc,  and  a member  of  the 
Eastern  Star. 

A well-known  patriot  at  heart. 
Memorial  Day  and  the  Fourth  of 
July  were  red  letter  days  for  Cur- 
rens. "He  was  a proud  figure  astride 
his  well  groomed  horse,"  Herian 
wrote,  "pacing  up  and  down  main 
street  as  marshal  of  the  day;  in  later 
years,  his  high,  black  silk  hat  tow- 
ered above  the  heads  of  the  other 
dignitaries  leading  the  parade  in  an 
open  carriage." 

Being  one  of  the  first  Two  Rivers' 
citizens  to  own  an  automobile,  Cur- 
rens bought  a 1920  Oakland  Sedan 
and,  for  a very  short  time,  drove  it 


proudly  down  the  dusty  roads  on 
his  way  to  house  calls. 

In  1921,  he  ate  Thankdsgiving 
dinner  at  a friend's  house  and  by  the 
next  morning  was  seriously  ill.  A 
few  days  later,  after  being  tended  to 
continuously  by  his  fellow  physi- 
cians, John  Currens  died.  The  Dec  1, 
1921,  Manitowoc  Herald  read,  "The 
death  of  Dr  Currens  causes  wide- 
spread sorrow....  Possessed  of  Quali- 
ties that  won  and  held  friends  ...  he 
belonged  to  the  old  school  of  physi- 
cians who  believed  that  his  profes- 
sion imposed  a duty  to  the  commu- 
nity and  self-sacrifice  for  the  benefit 
of  those  who  needed  his  services, 
was  practiced  by  the  decadent,  who 
had  made  himself  beloved  in  his 
profession.  Hags  at  Two  Rivers  are 
at  half  mast  in  honor  of  Dr.  Currens, 
whose  death  hast  cast  a pall  over  the 
city." 

The  Dec  1, 1921,  Manitowoc  Times 
remembered  him  as  a philanthro- 
pist at  heart  and  a leader  in  civic  ac- 
tivities. "Dr  Currens  was  regarded 
as  one  of  the  leading  figures  of 
Manitowoc  County,"  it  stated.  "He 
was  known  throughout  the  state, 
and  was  held  in  great  esteem  by  his 
fellow  practicioners....  The  presi- 
dency of  the  Manitowoc  County 
Medical  Society  and  other  honors 
accorded  him,  acted  as  a stimulant 
to  his  desire  to  serve  his  fellow  citi- 
zens for  whom  he  sacrificed  the  last 
few  moments  of  his  busy  life."^ 


Precious  Life 

This  nurse  was  once  a patient  at  St.  Jude 
Children’s  Research  Hospital.  She  fought  a 
tough  battle  with  childhood  cancer.  And  won. 

Until  every  child  can  be  saved,  our  scien- 
tists and  doctors  must  continue  their  research 
in  a race  against  time.  To  find  out  more,  write 
St.  Jude  Hospital,  P.O.  Box  3704,  Memphis, 
TN  38103,  or  call  1-800-877-5833. 

-^m  ST.JUDECHILDRE1S'S 
■ # RESEARCH  HOSPITAL 

Danny  Thomas.  Founder 
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Physician-Citizen  of  the  Year  nomination  letter 


Two  YEARS  AGO,  the  SMS  opened 
to  the  public  the  nomination 
process  for  its  Physician-Citizen  of 
the  Year  award.  The  result  was  an 
overwhelming  outpouring  of  admi- 
ration and  affection  for  Wisconsin's 
physicians.  As  a service  to  the 
members  of  the  SMS,  the  WMf  is 
sharing  some  of  these  nominating 
letters  with  its  readers. 

The  letters  are  edited  only  for 
length  and  the  removal  of  personal 
names  (we'll  call  all  of  them  "Dr 
Badger").  The  letters  reprinted  are 
not  necessarily  the  nominations  of 
the  winning  physicians. 

Dr  Badger  of would  make 

an  excellent  recipient  of  the  SMS 
Physician-Citizen  of  the  Year  award. 
He  has  demonstrated  his  ability  to 
serve  as  both  an  excellent  health 
care  professional  and  as  an  active, 
concerned  citizen. 

Dr  Badger  has  an  excellent  repu- 
tation as  a physician.  While  being  a 


Physician  briefs 

The  * indicates  a member  of  the 
AMA. 

Richard  A.  Duchelle,  MD,*  a cardi- 
ologist and  Wauwatosa  resident,  has 
been  presented  the  Golden  Trum- 
pet Award  by  the  Centurions  of  St 
Joseph's  Hospital.  Dr  Duchelle  is 
being  recognized  for  his  establish- 
ment of  the  cardiology  program  and 
the  development  of  the  intensive 
care  unit  at  the  hospital. 

Julie  Freischlag,  MD,*  associate 
professor  of  surgery  and  vice  chair- 
man of  the  department  of  vascular 


knowledgeable  and  dedicated  doc- 
tor, it  is  his  compassion  that  most 
impresses  me.  Let  me  cite  just  one 
example.  On  a Sunday  evening  in 
August  of  1989,  my  great  nephew 

lay  dying  at Medical  Center. 

Bom  with  multiple  handicaps,  in- 
cluding blindness  and  motor  im- 
pairments, 4-year-old  Eric  suffered 
complications  arising  from  an  en- 
larged heart  (too  much  love  to  give). 
Dr  Badger  was  the  attending  physi- 
cian. He  did  all  that  he  could  to 
preserve  Eric's  life,  but  to  no  avail. 
Eric  died.  But  Dr  Badger's  work  was 
just  beginning.  He  needed  to  an- 
nounce this  loss  of  life  to  Eric's  par- 
ents and  to  help  them  survive  the 
ordeal.  Often  have  my  niece  and 
nephew-in-law  conunented  about 
the  compassion  Dr  Badger  exhib- 
ited and  the  strength  they  took  from 
him.  They  will  always  appreciate 
the  "humanness"  that  he  displayed. 

Dr  Badger  is  also  an  active,  con- 


surgery  at  the  Medical  College  of 
Wisconsin,  received  the  Veterans 
Affairs  Medical  Center  Federal 
Women's  Programming  Outstand- 
ing Achievement  Award.  Dr  Freis- 
chlag was  honored  for  her  efforts  to 
support  the  achievements  of  women, 
including  patients,  students  and 
collegues.  Prior  to  her  work  at  the 
college,  she  was  on  the  faculty  at 
UCLA's  Medical  School. 

Rodney  J.  Halvorsen,  MD,*  will  join 
the  Manitowoc  Clinic's  department 
of  obstetrics  and  gynecology  on  Sept 
1.  He  will  join  Sivakami  Kangayap- 


cemed,  and  conscientious  citizen. 
He  has  served  as  a member  of  (our 
local)  Board  of  Education  for  4 years 
and  as  president  of  this  board  for 
one  year.  He  continues  to  serve  in 
this  capacity  through  very  difficult 
times.  The  (local)  school  district  is 
undergoing  a reorganization  of  its 
schools.  Of  necessity,  some  students 
will  need  to  change  schools  and  other 
changes  will  be  made;  change  can 
be  very  threatening  to  many  people. 
Dr  Badger  has  taken  the  leadership 
and  has  made  difficult,  sometimes 
unpopular,  decisions  based  upon  his 
vision  of  what  is  good  for  children. 
He  has  had  supporters  and  detrac- 
tors, but  through  much  turmoil  has 
provided  conscientious  leadership. 
All  must  respect  him  for  his  sincer- 
ity and  professionalism. 

Dr  Badger  is  an  outstanding 
physician  and  citizen.  I would  like 
to  nominate  him  for  the  Physician- 
Citizen  of  the  Year  award.^ 


pan,  MD,  in  providing  comprehen- 
sive obstetrical  and  gynecological 
health  care  for  women.  Dr  Halvorsen 
received  his  medical  degree  and 
specialty  training  from  the  Medical 
College  of  Wisconsin  in  Milwaukee. 
He  is  currently  completing  his  resi- 
dency there  and  serves  as  chief  resi- 
dent. He  is  a member  of  the  AMA 
and  is  a junior  fellow  of  the  Ameri- 
can College  of  Obstetrics  and  Gyne- 
cologists. 

Winston  Hollister,  MD,  corporate 
medical  director  for  Medical  Science 
Laboratories  (MedScience)  and 
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medical  review  officer  for  the  Whea- 
ton Franciscan  System's  drug  abuse 
program,  will  be  listed  in  the  Regis- 
try of  Certified  Medical  Review  Officers 
for  demonstrating  a standard  level 
of  knowledge  of  the  regulatory,  tech- 
nical, procedural  and  biomedical 
factors  necessary  for  competent 
performance  as  a medical  review 
officer.  He  will  determine  the  valid- 
ity of  drug  test  results  and  provide 
for  the  privacy  and  confidentiality 
of  employee  test  results,  review 
quality  control  and  other  aspects  of 
testing  and  assess  and  monitor  the 
treatment  progress  of  employees  in 
rehabilitation. 


William  K.  Nystrom,  MD,  of  the 
Curative  Workshop  and  Rehabilita- 
tion Center  has  received  the  1993 
Wisconsin  Brain  Trauma  Associa- 
tion Clinical  Service  Award  for  his 
persistence  in  securing  a grant  to 
create  a community-based  service 
delivery  system  for  people  who  have 
suffered  brain  injuries.  It  provides 
integrated  and  individualized  spe- 
cialized services  to  meet  the  needs 
of  survivors,  their  families  and  car- 
egivers. 

Venkat  Rao,  MD,  has  been  named 
president  and  chief  executive  offi- 
cer of  the  clinical  practice  plan  of  the 
UW  Medical  School  and  Affiliated 


County  medical  society  news 


Chippewa.  The  Chippewa  County 
Medical  Society  met  at  the  Flame 
Supper  Club  on  March  9, 1993.  The 
following  new  members  were  ap- 
proved: Lee  Crandall,  MD;  Vincent 
Miller,  MD;  Bardo  Sanchez,  MD;  Ron 
Waits,  MD;  and  Timothy  Steinmetz, 
MD.  Dr.  Phil  Happe  of  Eau  Claire 
reviewed  the  SMS  healthcare  reform 
proposal. 

Columbia-Marquette-Adams.  New 
members  accepted  into  the  Colum- 
bia-Marquette-Adams County 
Medical  Society  are:  Daniel  C.  Deetz, 
MD;  and  James  W.  Reed,  Jr.,  MD. 

Dane.  The  Dane  County  Medical 
Society  approved  membership  for 
the  following  physicians:  Daniel  M. 
Albert,  MD;  Samuel  J.  Asirvatham, 
MD;  Neal  P.  Barney,  MD;  Garin  D. 
Barth,  MD;  Brad  R.  Beinlich,  MD; 
George  A.  Boush,  MD;  Robin  L. 
Chene,  MD;  Michelle  L.  Cihla,  MD; 
Tracy  P.  Cotter,  MD;  Mitchell  H. 
Dejonge,  MD;  Kae  L.  Ferber,  MD; 


Michael  C.  Fiore,  MD;  Dale  A. 
Gerdes,  MD;  Jeffrey  A.  Goldstein, 
MD;  Jeffrey  E.  Grossman,  MD;  John 
T.  Heinrich,  MD;  John  R.  Hoch,MD; 
Lawrence  J.  Jonaus,  Jr.;  Timothy  J. 
Kinsella,  MD;  Kurt  K.  Kloss,  MD; 
Katherine  Kulak,  MD;  Timothy  B. 
LeSage;  Ross  L.  Levine,  MD;  Ken- 
neth J.  Mack,  MD;  Steven  B.  Magill, 
MD;  Garrold  M.  Pyle,  MD;  Thomas 
C.  Rayson,  MD;  Thomas  V.  Ringer, 
MD;  Douglas  L.  Smith,  MD;  Rickey 
L.  Snipes,  MD;  Jonathan  G.  Stock, 
MD;  TTiomas  P.  Sutula,  MD;  Daniel 
J.  Vargo,  MD;  Anthony  P.  Vastola, 
Jr.,  MD;  Michael  A.  Wilson,  MD; 
Shyh-Shiun  Wu,  MD;  John  B. 
Wyman,  MD;  and  Roger  S.  Zundel, 
MD. 

Eau  Claire-Dunn-Pepin.  The  Tri- 
County  Medical  Society  approved 
the  following  new  members:  Mary 
Giorlando,  MD;  Vasant  Raikar,  MD; 
Morgan  Warffuel,MD;  Lily  Liu,  MD; 
Michael  Gitter,  MD;  Robert  McCuUy, 
MD;  and  Paul  Mulcahy,  MD.  The 
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University  Physicians  and  will  re- 
structure the  physicians  group  to 
deal  with  exp>ected  changes  in 
medical  economics  and  health  care 
delivery. 

Lyall  C.  Stilp,  MD,*  of  Oshkosh, 
has  been  selected  to  join  the  Arthro- 
scopy Association  of  North  Amer- 
ica. AANA,  the  Chicago-based  pro- 
fessional medical  association,  is 
composed  of  approximately  1,000 
surgeons  who  have  completed  post- 
graduate training  in  the  use  of  the 
arthroscope.  Dr  Ship  graduated  from 
Yale  Medical  School  and  is  board 
certified  as  an  orthopaedic  surgeon.  ♦ 


featured  speaker  was  State  Repre- 
sentative Rob  Kreibich. 

Fond  du  Lac.  The  Fond  du  Lac 
County  Medical  Society  approved 
the  membership  of  Anthony  M. 
Gausas,  MD;  and  Daisy  1.  Santa,  MD. 

Kenosha.  Mark  Fetko,  MD,  has  been 
accepted  into  the  Kenosha  County 
Medical  Society. 

La  Crosse.  The  following  physi- 
cians were  elected  to  membership 
in  the  La  Crosse  County  Medical 
Society:  Lori  Campbell,  MD;  Rhonda 
E.  Damschen,  MD;  Lori  A.  Devine, 
MD;  Martin  L.  Devine,  MD;  David  J. 
Henningsen,  MD;  Edward  J.  Malone, 
111,  MD;  Charles  W.  Schauberger, 
MD;  Michael  Uy,  MD;  and  Gary  L. 
Wood,  MD. 

Marathon.  The  Marathon  County 
Medical  Society  approved  the 
membership  application  of  Stephen 
M.  Speltz,  MD. 

Continued  on  next  page 
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Milwaukee.  The  Medical  Society  of 
Milwaukee  County  accepted  the  fol- 
lowing new  members:  Mounir  L. 
Agaiby,  MD;  Marcel  Andre  Cesar, 
MD;  Michael  R.  Jaff,  DO;  James  A. 
Leibsohn,  MD;  Jane  M.  Stark,  MD; 
Elzbieta  Flores,  MD;  Yury  Shklyar, 
MD;  Diptendu  Samanta,  MD;  and 
Stephen  M.  Gutting,  MD. 

Ozaukee.  The  Ozaukee  County 
Medical  Society  accepted  the  fol- 
lowing new  members:  Robert 

Stumpf,  MD;  Jordan  Sennett,  MD; 
and  George  Munkwitz,  MD. 


Obituaries 

Brewer,  Gordon  W.,  MD,  died 
March  5, 1993.  He  was  born  June  21, 
1906.  He  received  his  medical  de- 
gree from  the  University  of  Wiscon- 
sin, specializing  in  Ophthalmology. 
Dr  Brewer  served  his  internship  at 
Milwaukee  Lutheran  Hospital  and 
his  residency  at  the  Milwaukee 
County  Hospital.  He  was  a member 
of  the  Racine  County  Medical  Soci- 
ety, SMS,  and  Milwaukee  Ophthal- 
mology Society. 

Ferderbar,  Phillip  J.,  MD,  died  Feb 
12,  1993,  at  the  age  of  37.  He  was 
born  June  2, 1955,  in  Milwaukee.  He 
graduated  from  the  Medical  Col- 
lege of  Wisconsin  in  Milwaukee  in 
1987.  He  served  his  residency  at  St 
Mary's  Hospital  in  Milwaukee,  the 
Medical  College  of  Wisconsin,  and 
Northwest  University  in  Chicago. 
He  practiced  medicine  in  the  Mil- 
waukee area.  He  was  a member  of 
the  State  Medical  Society  in  Wiscon- 
sin and  Illinois.  Dr  Ferderbar  is  sur- 
vived by  his  wife,  Cathy;  his  chil- 
dren, Matty  and  Elizabeth;  his  par- 
ents, Ivan  and  June  Ferderbar;  a sis- 


Rock. The  Rock  County  Medical 
Society  accepted  the  following  new 
members:  Theodore  W.  Corey,  MD; 
James  W.  Forest-Lam,  MD;  Anestis 
N.  Gianitsos,  MD;  Jeanne  M.  Godar, 
MD;  Nancy  E.  Good,  MD;  Kerry  H. 
Hendrickson,  MD;  Ronald  L. 
Kodras,  MD;  Daniel  R.  Kraeger,  DO; 
Peter  Y.  Lee,  MD;  Stephen  A. 
Lindahl,  MD;  Roger  C.  Mixter,  MD; 
Norman  R.  Newcomb,  MD;  Robbin 
E.  Papendick,  DO;  Robert  A.  Penn, 
Jr.,  MD;  Samuel  B.  Picone,  MD;  Stan 
Poreba,  MD;  Christian  J.  Posner,  MD; 
Laura  J.  Simon,  MD;  William  J.  Sul- 
livan, MD;  Gregory  A.  Summers, 


ter,  Linda  Sturtevant;  a nephew  and 
two  nieces. 

Forkner,  William,  MD,  died  April 
15,  1993,  in  Palm  Springs,  Calif,  at 
the  age  of  56.  He  graduated  from  the 
University  of  Texas  Medical  Branch 
in  1963  and  served  his  internship  at 
the  USAF  Hospital  Carswell  Air 
Force  Base  in  Texas.  Following  his 
residency  at  the  VA  Hospital  in 
Dallas,  he  worked  as  an  industrial 
physician  at  the  Kohler  Company. 
He  went  into  private  practice  in  1973. 
Dr  Forkner  served  as  medical  direc- 
tor for  the  Comprehensive  Health 
Center,  was  chair  of  the  advisory 
Emergency  Medical  Services  Coun- 
cil, and  served  as  medical  advisor  to 
the  local  sheriff's  and  police  depart- 
ments. He  was  honored  as  the 
"Physician  of  the  Year"  in  1976  by 
the  Wisconsin  Heart  Association. 

Kempton,  Leo  V.,  MD,  died  March 
19, 1993,  in  La  Crosse.  He  was  born 
July  19,  1921,  in  Superior.  Prior  to 
his  medical  career.  Dr  Kempton 
served  in  the  US  Navy  and,  as  a 


MD;  Andrea  V.  Tarjan,  MD;  Maria 
E.Taveras,MD;  John-Peter  Temple, 
MD;  and  Sara  Zibert,  MD. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  the  fol- 
lowing new  members:  Larry  F. 

Bogart,  MD;  Todd  K.  Cannon,  DO; 
Burton  Cox,  Jr.,  FO;  Edward  G.  Kass, 
MD;  and  Debra  A.  Wiedmeyer,  MD. 

Wiimebago.  Ronald  Schreiber,  MD, 
has  been  accepted  into  the  Winne- 
bago County  Medical  Society.^ 


radio  messenger,  broadcast  the  first 
message  that  the  Japanese  had  at- 
tacked Pearl  Harbor.  After  the  war, 
he  graduated  from  the  UW-Madi- 
son  Medical  School.  He  served  his 
internship  at  the  Charles  T.  Miller 
Memorial  Hospital  in  St  Paul,  Min- 
nesota. He  served  a fellowship  at 
the  Harvard  School  of  Public  Health 
in  Boston.  For  6 years,  he  served  in 
general  practice  in  Burlington.  He 
received  additional  training  in  psy- 
chiatry at  Presbyterian  St  Luke's 
Hospital  in  Chicago  and  opened  a 
private  practice  in  Elmhurst,  111.  In 
1976,  he  moved  to  La  Crosse,  first  at 
Gunderson  Clinic  and  then  at  St 
Francis  Medical  Center,  including 
teaching  activities  in  the  May  Fam- 
ily Practice  Residency.  He  also 
served  in  Crawford  County  in  the 
Prairie  du  Chien  area.  Following 
brief  service  in  North  Carolina,  he 
served  at  St  Joseph's  Hospital  in 
Arcadia.  He  was  also  a consultant  to 
the  Human  Resource  Center  of 
Douglas  County  Mental  Health 
Clinic.  Dr  Kempton  was  a member 
of  the  AMA,  SMS,  a life  member  of 
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Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.*> 


the  American  Psychiatric  Associa- 
tion, the  Wisconsin  Psychiatric  As- 
sociation, and  the  Central  Neuro 
Psychiatric  Association.  He  is  sur- 
vived by  his  wife,  Alice;  seven  broth- 
ers; one  sister;  and  many  nieces  and 
nephews. 

Kriz'Hettwer,  Rose  A.,  MD,  for- 
merly of  Shorewood,  died  Feb  27, 
1993,  in  Monmouth  Beach,  NJ.  She 
was  bom  in  New  York  City  and 
received  her  bacheloP s and  medical 
degrees  from  the  University  of 
Minnesota.  She  served  as  assistant 
professor  of  pharmacology  at  Mar- 
quette Medical  School  from  1921  to 
1927  and  was  an  honorary  member 
of  the  medical  staff  of  the  old  Mil- 
waukee Deaconess  Hospital.  She 
retired  in  1964.  Dr  Kriz'Hettwer  was 
a member  of  the  SMS,  Medical  Soci- 
ety of  Milwaukee  County,  AMA, 
and  the  Wisconsin  Medical  Woman's 
Society.  She  is  survived  by  her  son, 
Karl  of  New  Jersey;  and  a sister, 
Julia  Papez  of  Hartland. 

Langenfeld,  Gregory  P.,  MD,  died 
March  27, 1993,  in  Theresa.  He  was 
bom  Nov  12,  1914,  in  Theresa.  He 
received  his  medical  degree  from 
Northwestern  University  and  served 
an  internship  and  residency  at  Mil- 
waukee County  Hospital.  Dr 
Langenfeld  joined  his  father  in  the 
medical  profession  in  1942.  He  was 
honored  in  1992  by  the  SMS  for  50 
years  of  medical  service  to  the  com- 
munity. He  was  a member  of  the 
SMS,  AMA,  and  Dodge  County 
Medical  Society.  He  is  survived  by 
his  wife,  Margaret;  one  son,  Peter  of 
San  Diego;  two  daughters,  Kristin 
Langenfeld  of  Farmington,  NM, 
Judith  Temby  of  Mount  Horeb;  and 
four  grandaughters.  A son,  Mark  G. 
Langenfeld,  MD,  preceded  him  in 

I death  April  19, 1991. 

! 

I 

j Moffett,  James  Leo,  MD,  of  Lake 
City,  Ha,  died  April  4, 1993.  He  had 

! resided  in  Lake  City  since  1976, 
where  he  was  employed  by  the  VA 
Medical  Center  imtil  his  retirement 


in  1984.  Prior  to  Lake  City,  he  had 
resided  in  Platteville,  where  he  was 
in  general  private  practice  from  1945 
until  1975.  Dr  Moffett  was  a native 
of  Douglas,  ND.  He  graduated  from 
the  University  of  Wisconsin  in  1938 
and  received  his  medical  degree  at 
the  University  of  Louisville-Ken- 
tucky.  He  was  a veteran  of  World 
War  11.  He  was  a former  member  of 
the  Grant  County  Medical  Associa- 
tion, AMA,  SMS,  and  Hying  Physi- 
cians Association.  He  was  preceded 
in  death  by  his  first  wife,  Qara  Louise 
Weigell  Moffett.  Survivors  include 
his  wife,  Mary,  Lake  City;  two  sons, 
Philip  Jon  Moffett,  of  Sun  Prairie, 
and  Peter  James  Moffett,  of  New 
Bern;  one  step-son,  Jeffrey  Donald 
Kitto,  of  Lake  City;  one  daughter, 
Jill  Ann  FusseU,  of  Grapevine,  Texas; 
one  step-daughter,  Jennifer  Marie 
Groom,  of  Columbia,  Term;  and  six 
grandchildren. 

Mokrohisky,  Stephen  Michael, 
MD,  of  Madison,  died  April  6, 1993. 
He  was  bom  Oct  1,  1942,  and  re- 
ceived his  medical  degree  from 
Creighton  University  in  Omaha, 
Neb.  He  completed  training  in 
Orthopedic  Surgery  at  the  Univer- 
sity of  Wisconsin-Madison  Hospi- 
tals and  Clinics  and  the  Veterans 
Administration  Hospital  in  North 
Chicago,  111.  In  1982,  he  began  a solo 
practice  in  general  orthopedics  and 
sports  medicine  in  southwestern 
Wisconsin.  He  was  also  an  orthope- 
dic consultant  for  CHIRON  Ltd.  He 


was  a member  of  the  AMA,  SMS, 
Dane  County  Medical  Society,  and 
the  Platteville  Kiwanis.  He  is  sur- 
vived by  his  wife.  Sue;  two  daugh- 
ters, Becky  of  Omaha,  and  Christy 
of  Milwaukee;  two  sons,  Stephen  IV 
and  Matt  of  Madison;  his  mother, 
Mary  Mokrohisky,  of  Green  Bay;  a 
brother.  Dr  Stefan  Thomas  of  Den- 
ver; and  three  sisters,  Mary  Kay 
Henningsen  of  Omaha,  Susan  Con- 
way of  Birmingham,  Mich,  and  Jane 
Zachman  of  Green  Bay. 

Nellen,  James  W.,  MD,  died  April 
22, 1992,  in  Sun  City,  Ariz.  Dr  Nellen 
was  a physician  for  the  Green  Bay 
Packers  professional  football  team 
for  20  years  and  he  practiced  ortho- 
pedic surgery  in  Green  Bay  for  40 
years.  During  his  career,  he  served 
as  president  of  the  medical  staff  of  St 
Vincent  Hospital  in  Green  Bay,  the 
Wisconsin  Orthopedic  Society  and 
the  Brown  County  Medical  Society. 
He  was  a Board  of  Regents  member 
from  1965  to  1973,  serving  as  presi- 
dent in  1970.  Dr  Nellen  was  the  first 
orthopedic  surgeon  to  be  carried  by 
an  National  Football  League  club. 
Dr  Nellen  received  his  medical 
degree  in  1939  from  the  University 
of  Wisconsin.  He  joined  the  US  Navy 
during  World  War  II  and  served  as 
a surgeon  on  the  USS  Rixey.  He  left 
the  Navy  as  a lieutenant  commander 
in  1946  to  complete  his  residency  in 
Philadelphia,  Penn.  Dr  Nellen  is 
survived  by  his  wife,  Ruth;  two  sons, 
James  II,  of  Green  Bay,  and  Richard 
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of  Bozeman,  Mont;  two  daughters, 
Maribeth  Nielsen,  of  West  Bend,  and 
Suzanne,  of  Bozeman,  Mont;  and 
two  sisters. 

Sakaguchi,  Shimpei,  MD,  died 
March  7, 1993,  in  Denver.  He  was  a 
pediatric  surgeon  and  former  presi- 
dent of  the  Milwaukee  County 
Medical  Society.  He  was  75  years 
old.  Dr  Sakaguchi  was  a graduate  of 
the  University  of  Colorado,  where 
he  received  a bachelor's  degree  in 
pharmacy  in  1938.  He  was  a 1942 
graduate  of  the  University  of  Colo- 
rado Medical  School.  After  serving 
an  internship  at  Colorado  General 
Hospital,  he  did  his  residency  at  the 
Milwaukee  Children's  Hospital  and 
at  Columbia  Hospital  in  Milwau- 
kee. He  served  as  chief  of  surgery 
and  chief  of  staff  at  Milwaukee 


Children's  Hospital.  Dr  Sakaguchi 
is  survived  by  his  wife,  June,  of 
Arvada;  a daughter,  Laura  Novo- 
sad,  of  Westminister,  Colo;  four 
brothers;  and  four  sisters. 

Shapiro,  Herman  H.,  MD,  died 
March  5, 1993.  He  was  bom  Nov  23, 
1904.  He  graduated  from  the  UW 
Medical  School  in  1932  and  served 
his  residency  at  Wisconsin  General 
Hospital.  Past  positions  held  include 
associate  professor  of  clinical  medi- 
cine at  the  UW  Medical  School, 
commanding  officer  of  the  44th 
General  Hospital,  US  Army  Reserve, 
and  president  of  the  Wisconsin  Heart 
Association.  He  also  was  a member 
of  the  Dane  County  Medical  Soci- 
ety, SMS,  and  the  AMA. 


Warner,  David  E.,  MD,  died  April 
3,  1993.  He  was  bom  in  Dubuque, 
Iowa,  Sept  2, 1943.  He  received  his 
medical  degree  from  Ohio  State 
University  in  1969  and  served  his 
residency  in  cardiac-thoracic  surgery 
at  the  University  of  Michigan  Medi- 
cal School  in  Ann  Arbor.  Since  1975 
he  has  been  associated  with  the  Fox 
Valley  Surgeons  and  the  Appleton 
Heart  Institute  at  Appleton  Medical 
Center.  He  was  a member  of  the 
AMA,  American  Holistic  Medical 
Association,  and  the  SMS.  He  is 
survived  by  his  wife,  Nancy;  a 
daughter,  Kim;  a son,  Eric;  his  par- 
ents, John  and  Marian  Warner,  of 
Davenport,  Iowa;  his  father  and 
mother-in-law,  Ed  and  Elizabeth 
Larson,  of  Germantown,  Md;  three 
brothers  and  a sister.  ♦ 


After 

tuberculosis, 
malnutrition, 
and  polio, 
fourth  grade 
is  a day 
at  the  beach. 

Wlmi  you’re  11  years  old  and  you’ve 
lived  through  as  much  as  Palani,  even 
the  chance  to  attend  school  is  sonie- 
thin^.  But  today  thinks  to  Easter  Seals, 
Palani  tuis  received  a leheelchiir,  got- 
ten academic  tutoring,  and  gone  to 
camp.  Alt  of  which  hive  given  her  th’ 
chince  every  kid  deserves:  th’  chince 
to  be  a kid.  Palani  is  just  one  of  millions 
of  peopk  with  disabilities  that  Easter 
Seal  quality  rehabilitation  programs 
have  h’lpcd.  Give  to  Easter  Seals. 

GIVE  THE  POWER  TO  BECOME. 
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Wisconsin  Medical  Journal 
instructions  to  authors 


Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  scientific  and  socioeconomic 
manuscript  must  be  accompanied 
by  a cover  letter  containing  the  fol- 
lowing sentence:  "In  consideration 
of  the  Wisconsin  Medical  Journal's 
taking  action  in  reviewing  and  edit- 
ing this  submission,  the  author(s) 
hereby  transfer(s),  assign(s),  or  oth- 
erwise convey(s)  all  copyright 
ownership  to  the  WMJ  in  the  event 
that  this  work  is  published  in  the 
WMJ."  All  co-authors  must  sign  the 
letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent 
and  provide  a complete  address  and 
telephone  number.  All  coauthors 
should  have  contributed  to  the  study 
and  manuscript  preparation.  They 
should  be  thoroughly  familiar  with 
the  substance  of  the  final  manuscript 
and  be  able  to  defend  its  conclu- 
sions. 

The  Journal  expects  authors  to  dis- 
close any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely  ac- 
knowledged on  the  title  pages,  as 
should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organiza- 
tion, grammar,  spelling,  and  punc- 
tuation, and  in  accordance  with 
AMA  style  (AMA  Manual  of  Style, 
8th  ed,  and  AMA  Manual  for  Authors 
and  Editors).  Suggestions  for  titles 
are  welcome,  but  are  subject  to  the 
constraints  of  clarity,  space,  gram- 


mar and  style. 

The  corresponding  author  will  be 
asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements 
of  fact.  Galley  proofs  are  for  correct- 
ing errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  pa- 
per. The  authors  are  responsible  for 
all  statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  corre- 
sponding author. 

Preparation  of  scientific  manu- 
scripts 

• Submit  papers  to:  Wisconsin  Medi- 
cal Journal,  PO  Box  1109,  Madison, 
WI 53701;  Ph:  608-257-6781  or  1-800- 
362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 
sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photocopies).  Type  on  one  side  only 
of  standard-sized  white  bond  pa- 
per, using  1-inch  margins.  Double- 
Space throughout. 

• Organization  for  scientific  papers: 

Abstracts— 150  words  or  less,  stat- 
ing the  problem  considered,  meth- 
ods, results  and  conclusions.  Cite  no 
references. 

Methods— Describe  the  selection  of 
observational  or  experimental  sub- 
jects, including  controls.  Identify  the 
methods,  procedures  and  equipment 
well  enough  to  allow  replication. 

Resw/fs— Provide  results  in  the  test, 
tables  or  illustrations.  If  tables  or  il- 
lustrations are  used,  emphasize  or 
summarize  only  the  most  important 
observations  in  the  text. 

Discussion— Discuss  the  conclu- 


sions that  follow  from  the  results,  as 
well  as  their  limitations  and  rela- 
tions to  other  studies.  Show  how  the 
conclusions  relate  to  the  purpose  of 
the  study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 
completeness  of  references.  Refer- 
ences must  follow  AMA  style  and 
abbreviations  of  journal  names  must 
follow  those  in  Index  Medicus.  Con- 
sult the  Wisconsin  Medical  Journal  for 
examples  of  proper  form. 

• Acknowledge  all  illustrations  and 
tables  taken  from  other  publications, 
and  submit  written  permission  to 
reprint  from  the  original  publishers. 

Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use 
in  the  text.  Acceptable  abbreviations 
of  clinical,  technical  and  general 
terms  can  be  found  in  the  AMA 
Manual  for  Authors  and  Editors  and 
AMA  Manual  of  Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scien- 
tific writing.  (Examples:  For  "pre- 
sented with"  use  "had;"  for  "experi- 
enced a weight  loss"  use  "lost 
weight.") 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in  pa- 
rentheses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  Inter- 
national System  units  (SI)  in  paren- 
theses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in  the 
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byline.  If  an  author  holds  two  doc- 
toral degrees  (eg,  MD  and  PhD,  or 
MD  and  DDS),  either  or  both  may  be 
used,  according  to  the  author's  pref- 
erence. Honorary  American  desig- 
nations (eg  FACP  or  FACS)  are  omit- 
ted. If  the  author  holds  a doctorate, 
master's  and  bachelor's  degrees  are 
omitted.  Courtesy  titles  (eg,  Mr, 
Mrs,  Ms)  are  omitted  from  bylines 
and  text. 

Illustrations 

Authors  are  encouraged  to  submit 
black  and  white  photos,  graphs  and 
charts  when  such  illustrations  will 
aid  in  the  readers'  understanding  of 
the  article.  If  color  illustrations,  suit- 
able for  use  on  the  WMJ  cover  are 
available,  the  author  should  notify 
the  WMJ  office  when  the  paper  is 
submitted.  Use  of  art  submitted  as 
cover  illustrations  is  not  guaranteed. 

Review  process 

Each  scientific  manuscript  is  re- 
viewed by  the  medical  editor  and 


the  members  of  the  editorial  board. 
The  opinions  of  outside  consultants 
may  be  sought  at  the  medical  edi- 
tor's discretion.  The  medical  editor 
has  the  final  decision  as  to  whether 
a scientific  paper  will  be  published. 

Socioeconomic  manuscripts  are 
reviewed  by  the  SMS  senior  staff 
and  legal  counsel.  As  publisher,  the 
SMS  secretary-general  manager  has 
the  final  decision  as  to  whether  a 
socioeconomic  paper  is  published. 

Editorials,  letters,  and  soundings 
are  reviewed  by  the  medical  editor, 
SMS  senior  staff,  and  legal  counsel. 
Authorship  of  editorials  is  reserved 
for  members  of  the  WMJ  editorial 
board,  editorial  associates,  and  SMS 
elected  officials.  Editorials  are  signed 
by  the  authors,  are  the  authors'  opin- 
ions, and  do  not  necessarily  reflect 
the  policies  of  the  SMS.  Letters  are 
signed  by  the  authors,  are  the  au- 
thors' opinions,  and  do  not  neces- 
sarily reflect  the  policies  of  the  SMS. 
Authorship  of  letters  is  open  to  the 
public,  but  letters  are  limited  to  500 


words  and  subject  to  editing  tor 
length,  clarity  and  style. 

Publication  support 
Authors  of  articles  that  are  longer 
than  2 typeset  pages  (including 
tables  or  illustrations),  or  roughly  5 
typewritten  pages,  may  be  asked  by 
the  editorial  board  to  provide  publi- 
cation support  in  the  amount  of  $100 
per  typeset  page  beyond  the  second. 
Such  support  is  not  mandatory  and 
is  not  asked  for  until  after  a paper  is 
accepted  for  publication.  Provision 
of  support  helps  defray  the  cost  of 
publishing  the  Journal  and  is  left  to 
the  conscience  of  each  author. 

Copyright 

Accepted  manuscripts  become  the 
property  of  the  Journal  and  may  not 
be  published  elsewhere,  in  part  or  in 
whole,  without  permission  from  the 
Journal.  Abstracts  may  be  repro- 
duced without  specific  permission, 
provided  that  acknowledgement  of 
the  source  is  made.« 


MICHIGAN’S  UPPER  PENINSULA 


St.  Francis  Hospital  is  a 110-bed  acute  care  facility 
owned  and  operated  by  the  OSF  Healthcare  System. 
The  hospital  has  a patient  draw  of  over  55,000.  The 
Order  of  St.  Francis  is  committed  to  providing  quality 
healthcare  in  the  Upper  Peninsula.  The  hospital  is 
1986  new  and  equipped  with  state-of-the-art  resources. 
The  hospital  will  sponsor  with  income  guarantees  and 
bonuses.  We  are  currently  looking  for  the  following: 

* Farnily  Practice  * Internal  Medicine 

* Neurology  * OB/GYN 

* Orthopedic  Surgery  * Urology 

* Otolaryngology 

The  Upper  Peninsula  has  some  of  the  most  rustic  and 
scenic  areas  this  country  has  to  offer.  Escanaba  is  a 
resort  community  on  Lake  Michigan  and  the  area  offers 
hiking,  golf,  sailing,  skiing  and  hunting  in  a beautiful  and 
safe  environment  for  the  family. 

For  confidential  consideration,  send  cover  letterand  CV 
to: 

Ken  Arndt 

Franciscan  Physician  Placement 
4541  N.  Prospect,  Suite  400 
Peoria,  IL  61614 

800-438-4592  / FAX:  309-685-1997 
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SUBURBAN  COLUMBUS,  OHIO.  One 
cardiologist  serving  a population  of 
100,000  in  a college  town  needs  another 
cardiologist.  Modem  hospital  has  com- 
plete range  of  non-invasive  diagnostic 
equipment.  Possible  to  do  caths  one-half 
day/ week  at  OSU.  1:4  weekend  call, 
weeknight  coverage,  in-house  hospital 
physician  seven  nights/ week.  Near  Co- 
lumbus with  its  major  university,  rec- 
reation, shopping.  Call  Walter  F.  Smith, 
800-221-4762.  6/93 


Specialist  at;  THE  MONROE  CLINIC, 
1515  Tenth  St.,  Monroe,  WI  53566.  1- 
800-373-2564.  2,4,6,8,9,10/93 

MADISON,  WISCONSIN.  Family  Prac- 
tice positions  available.  Excellent  sal- 
ary, benefits,  lifestyle.  Contact  Profes- 
sional Staff  Coordinator,  Group  Health 
Cooperative,  One  South  Park  Street, 
Madison,  WI  53715:  (608)  251-1156. 
GHC  is  an  equal  opportunity/ affirma- 
tive action  employer.  5-8/93 


SOUTHWESTERN  WISCONSIN  50 
physician  multi-specialty  group  prac- 
tice seeks  BC/BE  physicians  in  the  fol- 
lowing disciplines:  Internal  Medicine, 
Cardiology,  Family  Practice,  OB/GYN, 
Otorhinolaryngology  and  General  Sur- 
gery. No  buy-in  costs.  Call  schedules 
you  can  live  with.  Guaranteed  income 
plus  productivity.  Generous  benefit 
package  including  5 week  vacation/ 
CME,  $3,500  CME  allowance.  New  fa- 
cility scheduled  for  completion  in  1993. 
Call  or  send  C.V.  to:  Physician  Staffing 


Seeking  information:  Milwau- 
kee Radium  Hosp.,  573  Cass  St. 
(c.l914),  Drs.  Oscar  Strauss  & J.N. 
Daniels,  or  Phys.  Radium  Assn,  of 
Wis.  (c.1920).  Call  414-257-5635 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX;608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


WISCONSIN:  Excellent  opportunity 
for  emergency  physician  to  join  stable, 
well-established,  8-  member,  fee-for- 
service  group  staffing  560  bed  tertiary- 
care  Medical  College  of  Wisconsin  Af- 
filiate teaching  hospital.  35,000  ED  visits 
annually.  Excellent  specialty  backup. 
Exceptional  compensation  and  benefit 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

5-7/93 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
URGENT  CARE 
OB/GYN 


Single  and  multi-specialty,  and  solo 
opportunities  available. 

Wisconsin  Nebraska 
Kansas  Illinois 

Texas  Ohio 

For  additional  information  please  contact: 

Strelcheck  & Associates,  Inc. 

10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 
1-800-243-4353 
Metro  Milwaukee  241-9500. 
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— Classified  ads 

package.  Will  consider  non-emergency 
medicine  trained  physicians  board  certi- 
fied in  other  primary  care  specialty  to 
provide  double  coverage.  Send  CV  to 
David  Moss,  MD,  FACEP,  Professional 
Emergency  Care  Ltd.,  5000  West  Cham- 
bers St.,  Milwaukee,  WI  53210,  or  call 
414/447-2171.  4/TFN,93 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 
cine, Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 
recreational.  Northern  Michigan,  fam- 
ily-oriented community.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  John  Schon,  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49601.  800-236-3240.  6-7/93 


INTERNAL  MEDICINE 
MINNESOTA 

Progressive  primary  care  based 
multispecialty  group  seeking  BE/ 
BC  internist  to  expand  existing  3 
person  department.  We  are  look- 
ing for  someone  interested  in  in- 
patient as  well  as  out-patient  medi- 
cine. Subspeciality  interest  would 
be  an  advantage. 

Located  just  20  minutes  north  of 
downtowm  Minneapolis,  the  area 
offers  suburban  living  with  easy 
access  to  an  unlimited  array  of 
family,  cultural,  education  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including:  paid  vacation 
and  CME;  all  insurances  paid  and 
partnership  potential  after  one 
year.  Please  respond  with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 
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Physicians  Exchange 

Continued 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opportunities  in  family  practice,  inter- 


PEDIATRICIAN 

Position  available  for  Board 
Certified/Board  Eligible 
Pediatrician  in  a 50+ 
physician  multi-specialty 
Clinic  located  on  LaJce 
Michigan  in  southeast 
Wisconsin.  Conveniently 
located  one  hour  north  of 
Milwaukee  in  a city  of 
50,000  Nvith  a drawing  area 
of  100,000.  Excellent  benefit 
package  including  relocation 
expenses. 


Please  contact  James  J. 
Gularek,  Administrator  at: 


The  Sheboygan  Cunic 


2414  Kohler  Memorial  Drive 
Sheboygan,  Wisconsin  53081 
414/457-4461  or  1-80(M57-4461 


MEDICAL 
ASSOCIATES 
NORTH 

A Medical  Sennce  Corporation 

Emergency  Room  Coverage 
Ashland,  Wisconsin,  Medical  As- 
sociates North,  a progressive  20- 
physician  multi-specialty  group, 
is  currently  seeking  a family  prac- 
tice physician  to  work  shifts  in  the 
hospital's  emergency  room.  An 
extremely  competitive  hourly 
wage  plus  full  benefits  package. 
Outstanding  quality  of  life  on  the 
shore  of  Lake  Superior.  Excep- 
tional school  system,  recreational 
offerings,  and  much  more.  Con- 
tact Michael  C.  Metcalf,  Adminis- 
trator, Medical  Associates  North, 
1625  Maple  Lane,  Ashland,  WI 
54806.  (715)  682-6247  collect. 

4-6/93 


nal  medicine  and  ob/gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportu- 
nities with  North/University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 
cess to  Minneapolis/ St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  If  you're  BC/ BE,  send  your  CV 
or  call  in  confidence:  Mark  Billmayer, 
North  Memorial  Medical  Center,  3300 
Oakdale  Ave.  North,  Robbinsdale,  MN 
55422.  Nationwide  and  Canada  1-800- 
275-4790.  In  the  Twin  Cities,  call  612- 
520-1336.  3-8/93 

PEDIATRICIAN,  B.C.,  OR  PEDIATRI- 
CIAN-INTERNIST to  join  general  Pe- 
diatrician and  Neonatologist-Pediatri- 
cian  in  N.W.  Indiana.  Superior  schools 
and  community,  many  recreational  op- 
portunities, 50  miles  from  Chicago.  Six 
weeks  per  year  PGE  & vacation.  Early 
full  partnership.  Send  CV  and  cover 
letter  to  Doctors  Covey  and  Marquez, 
South  Ridge  Pediatric  Center,  P.C.,  Suite 


3,  2101  Comeford  Rd.,  Valparaiso,  Indi- 
ana, 46383.  3-8/93 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties;  family  practice, 
internal  medicine,  urology,  oncology. 
Competitive  salary,  excellent  fringe 
benefits.  Address  inquiries  and  CV  to: 
Medical  Associates  Administrator,  PO 
Box  427,  Menomonee  Falls,  WI  53052- 
0427.  3-8/93 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  Der- 
matology, Family  Medicine,  Gastroen- 
terology, Obstetrics/Gynecology,  Pedi- 
atrics, Occupational  Medicine  and  Urol- 
ogy. Large  multi-specialty  group  lo- 
cated in  central  Wisconsin.  Competitive 
salary  (incentive  after  first  year).  Com- 
prehensive benefit  package  including 
malpractice  insurance,  flexible  benefit 
plan  and  profit  sharing.  Modern  facility 
located  directly  across  the  street  from 
250-bed  acute  care  facility.  The  area  is 
ideal  for  outdoor  enthusiasts  (including 
large  downhill  ski  area)  with  outstand- 


PHYSICIAN 

Are  you  ready  for  a change  from 
Clinical  Medicine?  We  have  a full 
time  position,  located  in  Plymouth, 
MN,  in  Insurance  Medicine.  Pri- 
mary duties  involve  providing 
medical  consultation  to  life  un- 
derwriters and  claims  reviewers, 
interpreting  ECGs  and  chest  x-rays 
and  occasional  physical  examina- 
tions. Excellent  benefits,  regular 
hours,  weekends  free.  Internal 
medicine  or  board  certified  family 
practitioners  preferred.  If  you're 
interested  in  employment  with  the 
insurance  leader,  send  a resume 
and  salary  history  to; 

J.  Krysinski,  HRAD 
THE  PRUDENTIAL 
P.O.  Box  1143 
Mirmeapolis,  MN  55440 

Smoke  free  Environment 
Affirmative  Action  Employer 
TDD#  (612)  553-6559 


PPS  for  PSP-' 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  53008-0791 

1-800-747-0606  (4l4)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-specialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  winning  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8480,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703.  2-12/93 
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Physicians  Exchange 

Continued 

ing  cultural  activities  year  round.  Write 
or  call  collect  David  K.  Aughenbaugh, 
MD,  Medical  Director,  Wausau  Medical 
Center,  2727  Plaza  Drive,  Wausau,  Wis- 
consin 54401,  telephone  (715)  847-3235. 

2/93;TFN 

PEDIATRICS-ORTHOPEDIC  SUR- 
GERY-FAMILY PRACTICE-INTER- 
NAL MEDICINE-UPPER  MIDWEST. 
B/E  or  B/C  physicians  for  partnership 
in  lakes  and  trees  community.  Shared 
call,  fully  equipped  and  staffed  office, 
very  competitive  guaranteed  salary,  and 
comprehensive  benefit  package.  Also 
numerous  LOCUM  TENENS  positions 
available.  For  information  on  opportu- 
nities in  the  UPPER  MIDWEST,  send 
C.V.  to:  Mary  Jo  Cordes,  President, 

MDsearch,  P.O.  Box  21507,  St.  Paul,  MN 


Associate  Physician 

Negotiable  Salary! 


Hennepin  County’s  Pilot  City  Health 
Center  is  seeking  the  services  of  a 
part-time  to  full-time  BC/BE  Family 
Practitioner  or  Internist. 

Pilot  City  Health  Center  is  a communi- 
ty based,  ambulatory,  primary  health 
clinic  located  in  the  City  of 
Minneapolis.  Established  in  1968,  we 
provide  high  quality  health  care  to 
families  in  the  Near  North  and 
Camden  neighborhoods. 

To  inquire  or  apply,  please  call 
(612)  347-2277  or  send  VITA  to  the 
Personnel  Department,  Hennepin 
County  Bureau  of  Health,  701  Park 
Avenue  South,  Minneapolis,  MN 
55415.  VITAS  are  accepted  until  fur- 
ther notice. 

Pilot  City  Health  Center 


1 

n 

1 

HENNEPIN 

Hennepin  County  Bureau  of  Health 
Affirmative  Action  Employer 


55121;  or  call  1-800-484-9645,  ext.  7291, 
(612)454-7291,  or  FAX  (612)454-7277. 

2-7/93 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FES.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  Medical  Di- 
rector, PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552.  4-6/93 


Family  Practice  physician  to  join 
8-physician  family  practice  clinic 
in  Cloquet,  Mirmesota,  a commu- 
nity of  14,000  located  20  miles  from 
Duluth/ Superior.  Modern,  well- 
equipped  hospital  1 block  away, 
stable  forest  products-based  econ- 
omy, excellent  schools,  4-season 
outdoor  recreation.  First  year  sal- 
ary guarantee,  paid  malpractice, 
health  and  disability  insurance, 
vacation  and  CME. 

Send  CV  in  strictest  confidence  to: 
John  J.  Turonie,  Administrator 
The  Raiter  Clinic,  Ltd. 

417  Skyline  Boulevard 
Cloquet,  Minnesota  55720 
Telephone:  218/879-1271 

The  Raiter  Clinic,  Ltd.  is  an  equal 
opportunity  employer.  5-7/93 


Southern  Wisconsin:  Family 

practice  and  internal  medicine 
opportunities  available  in  metro- 
politan, suburban  and  rural  areas. 
Opportunities  include  multispe- 
cialty group,  community  hospital 
network,  teaching  and  managed 
care  setting.  Each  provides  six 
figure  salary  guarantee,  full  bene- 
fit package,  excellent  call  sched- 
ule. Must  be  BE/ BC  and  commit- 
ted to  providing  quality  care. 
Contact  John  Goff  at  1-800-236- 
7688  to  have  information  on  any 
of  these  practices  sent  to  you. 

5-10/93 


FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICIAN  to  join  progressive  13- 
physician  group  practice.  Rural  college 
town  30  miles  from  St.  Paul,  MN.  New 
clinic  and  new  hospital.  Contact  Robert 
B.  Johnson,  MD,  River  Falls,  WI  54022 
(715)  425-6701.  c9tfn/91 


Wisconsin — Michigan 


Dermatology  Oncology 

Gastroenterology  Neurosurgery 

Orthopedics — Hand  Orthopedics 

Occupational  Medicine  Urology 

Single  and  multi-specialty  opportunities. 
Locations  in  cities  on  or  near  a lake. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1-800-243-4353  or  414-241-9500. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon.Wl  53092 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
workweek.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owmed 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Bor  dwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 
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Physicians  Exchange 

Continued 

MILWAUKEE  SUBURB.  Established 
and  growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opportunity.  Positions 
available  in  internal  medicine,  family 
practice,  and  pediatrics.  Please  send  CV 
to  Administrator,  Park  Crest  Medical 
Clinic,  SC,  2665  South  Moorland  Rd,  New 
Berlin,  WI  53151.  3tfn/91 


Medical  Meetings-Continuing 
Medical  Education 


Oak  Avenue,  Marshfield,  WI  54449.  1- 
800-782-8581,  ext.  5207.  6-8/93 

Issues  in  Primary  Care.  September  17- 
18, 1993,  Landmark  Inn  Resort  and  Con- 
ference Center,  Egg  Harbor,  Wisconsin. 
Contact:  Marshfield  Clinic,  Office  of 
Medical  Education,  1000  North  Oak  Ave- 
nue, Marshfield,  WI  54449.  1-800-782- 
8581,  ext.  5207.  6-8/93 


For  Sale 


Office  for  Sale:  Equipped  for  pri- 
mary care  or  surgical  specialty. 
Could  accommodate  partners. 
Terms  negotiable.  Contact:  Rich- 
ard Eder,  M.D.,  P.O.  Box  431, 
Hayward,  WI  54843  (715-634- 
2878)  5-6/93 


Medical  Meetings-Continuing 
Medical  Education 


Practical  Strategies  in  the  Evaluation 
and  Management  of  the  Geriatric  Pa- 
tient. September  9-10, 1993,  The  Pointe 
Resort  and  Conference  Center,  Minocqua, 
Wisconsin.  Contact:  Marshfield  Clinic, 
Office  of  Medical  Education,  1000  North 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  55  cents  per  word,  with  a 
minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address 
communi-cations  to:  Wisconsin 

Medical  Journal,  Box  1109,  Madison, 
WI  53701;  or  phone  608-257-6781;  or 
toU-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  American 
Medical  Association. 


AMA 

December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


For  Sale 


Practice  for  Sale:  East  side  Mil- 
waukee physician  desires  to  sell 
his  primary  care-family  practice, 
near  hospital.  Good  patient  mix. 
Great  opportunity  for  dynamic 
person  to  purchase  goodwill,  pa- 
tient records,  medical  equipment. 
Contact;  Barton-Collins,  Ltd.,  c/ o 
Dan  Collins,  9401  West  Beloit 
Road,  Suite  #312,  Milwaukee,  WI 
53227;  ph  414-541  -6099.  6-8/93 


State  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS  - 1994-1995 

The  1994  meeting  will  be  in  Milwaukee 
at  the  Milwaukee  Exposition  and 
Convention  Center  and  Arena 
(MECCA)  and  the  new  Hyatt  Regency 
as  the  headquarters  hotel. 

1994  - April  13-16:  Milwaukee 

1995  - April  5-8:  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free  in 
Wisconsin:  1-800-362-9080. 
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Death  is  forever. 
Heart  disease 
doesn't  have  to  be. 


THE  AMERICAN  HEART 
ASSOCIATION 
MEMORIAL  PROGRAM .. 


WE'RE  FIGHTING  FOR  NOUR  LIFE 

American  Heart  Association 

This  space  provided  as  a public  service 
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PRANACHOL®  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensrtivrty  to  any  component  of  this  medication. 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  turx^ton  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  Is  a chronic  process  and  discontinuation  of  lipid-lowehng  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hyper- 
cholesterolemia. Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essental  components  for  fetal 
devetopment  (Including  synthesis  of  steroids  and  cell  membranes).  Sirxe  HMG-CoA  reductase  inhibitors 
decrease  cholesterol  synthesis  and  possibly  the  synthesis  of  other  bologicalty  acti\«  substances  den\^  from 
chotesterol.  they  may  cause  fetal  harm  wh^  administered  to  pregnant  women.  Therefore.  HMG-CoA  redix- 
tase  inhibitors  are  contraindicated  during  pregnancy  and  in  nursing  mothers.  Pravast^n  should  be  ^min- 
istered to  women  of  childbearing  age  only  when  such  patients  are  highly  unlikely  to  conceive  and 
have  been  informed  of  the  potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of 
drug,  therapy  should  be  discontrued  and  the  patent  appnsed  of  the  potential  hazard  to  the  fetus. 
WRNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lcwenng  therapies,  have  been  assoa- 
ated  with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT.  AST)  values  to 
more  than  3 times  the  upper  limit  of  normal  occumng  on  2 or  nxxe  (not  necessanly  sequential)  occasions  have 
been  reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  U.S.  over  an  average  period  of  18  months. 
These  abnormalities  were  not  assoaated  with  cholestasis  and  did  not  app>ear  to  be  related  to  treatment 
duration.  In  those  patients  in  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who 
were  discontnued  from  therapy,  the  transaminase  leveb  usually  fell  slowly  to  pretreatment  levels.  These 
biochemical  findings  are  usually  as^ptomatic  although  worldwide  experience  indicates  that  anorexia,  weak- 
ness. arxj/or  abdominal  pain  may  also  be  present  in  rare  patients. 

As  with  other  lipid-lowenng  agents,  liver  function  tests  ^ould  be  performed  dunng  therapy  with  pravastatin. 
Semm  aminotransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six 
weeks  for  the  first  three  months,  every  eight  weeks  dunng  the  remainder  of  the  first  year,  arxj  periodically 
thereafter  (e.g..  at  about  six-rrx)nth  intervals).  Speaal  attention  should  be  given  to  patients  who  develop 
increased  transaminase  l&^s.  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subse- 
quently monitored  at  more  frequent  intervals.  If  increases  in  AST  ar^  ALT  equal  or  exceed  three  times  the  upper 
limit  of  normal  and  persist,  then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase 
elevations  follcwing  discontinuation  of  therapy  may  warrant  consideration  of  liver  bopsy. 

Active  liver  disease  or  unexplained  transamrase  elevations  are  contraindications  to  the  use  of  pravastatin 
(see  CfDNTRAINDlCATIONS).  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a 
history  of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinet- 
ics/Metabolism). Such  patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended 
dosing  range,  and  titrated  to  the  desired  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been 
reported  with  pravastatin  and  other  drugs  in  this  class.  Urcomplicated  myalgia  has  also  been  reported 
m pravastatin-treated  patents  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle 
weakness  in  con)unction  with  increases  in  creatine  phosphokinase  (CPK)  values  to  greater  than  10  times  the 
upper  limit  of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  tnals  (<0.1%). 
I^opathy  should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or 
marked  elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness 
or  weakness,  particularly  if  accompanied  by  malase  or  fever  Pravastatin  therapy  should  be  discontinued 
rf  marltedly  elevated  CPK  levels  occur  or  myopatl^  is  diagnosed  or  suspected.  Pravastatin  therapy 
should  also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition 
predisposing  to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypo- 
tension; major  surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncon- 
trolled epilepsy. 

The  risk  of  myopathy  dunng  treatment  with  lovastatin  is  increased  if  therapy  with  either  cyclospome, 
gemfibrozil,  erythromycin,  or  niacin  is  administered  concurrentfy.  There  is  no  experience  with  the  use  of 
pravastatin  together  with  cyclospome  Myopathy  has  not  been  observed  in  clinical  tnals  involving  small 
numbers  of  patients  who  were  treated  with  pravastatin  together  with  niacm.  One  tnal  of  limited  size  involving 
combined  therapy  with  pravastatin  and  gemfibrozil  shewed  a trend  toward  more  frequent  CPK  elevations  and 
patient  withdrawals  due  to  musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  com- 
pared with  the  groups  receiving  placebo,  gemfibrozil,  or  pravastatin  nxootherapy.  Myopathy  was  not  reported 
in  this  tnal  (see  PRECAUTIONS;  Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was 
added  to  a previously  well  tolerated  regimen  of  pravastatin;  the  myopathy  resolved  when  clofibrate  therapy  was 
stopped  and  pravastatin  treatment  continued  The  use  of  fibrates  alone  may  occasionally  be  associ- 
ate with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REAC- 
TIONS). This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with 
pravastatin. 

Homozygous  familial  Hypercholesten^lemta.  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hyperchol^terolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors. 

Renal  Insufficiency.  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying 
degrees  of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  obs^ved  on  the  pharma- 
cokinetics of  pravastatin  or  its  3a-hydroxy  isomenc  metabolite  (SQ  31 .906).  A small  increase  was  seen  in  mean 
AUC  values  and  half-life  (tV2)  for  the  inactive  enzymatic  nng  hydroxylation  metabolite  (SQ  31,945).  Given  this 
small  sample  size,  the  dosage  administered,  and  the  degree  of  individual  vanability.  patients  with  renal  impair- 
ment who  are  receiving  pravastatin  should  be  closely  monitored. 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tender- 
ness or  weakness,  particularly  if  accompanied  by  malaise  or  fever. 

Drug  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil,  Niacn  (Nicotinic  Acid).  Erythromycin  See 
WARNINGS  Skdetal  Muscle. 

Antipyrine  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of 
pravastatin.  Since  pravastatin  does  not  appear  to  riduce  hepatic  drug-metabolizing  enzymes,  it  is  not  ex- 
pected that  any  significant  interaction  of  pravastatin  with  other  drugs  (e  g.,  phenytom,  quinidine)  metabolized 
by  the  cytochrome  P450  system  will  occur. 

Chdestyramme/Colestif^  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatin.  However,  when  pravastatin  was  admristered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in 
bioavailability  or  therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION  Coixomitant  Therapy.) 

\ZVarfym  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfam  corxomitantly  for 
6 days,  bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered. 
Pravastatin  did  not  alter  the  plasma  protein-binding  of  warfarin.  (Concomitant  dosing  did  increase  the  AUC  and 
Cmax  of  warfann  but  did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  m 
mean  prothrombin  time  after  6 days  of  concomitant  therapy).  Howes^r,  bleeding  and  extreme  prolongation  of 
prothrombin  time  has  been  reported  with  another  drug  in  this  class.  Patients  receiving  warfann-type  anti- 
coagulants should  have  their  prothrombin  times  closely  monitored  when  pravastatn  is  initiated  or  the  dosage 
of  pravastatin  is  changed. 

Cimetidine.  The  AUCo-i2fir  pravastatin  when  given  with  ametidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone.  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antaad. 

Digoxin:  In  a crosso\er  tnal  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for 
9 days,  the  boavailability  parameters  of  digoxin  were  not  affected.  The  AUC  of  pravastatin  tended  to  increase, 
but  the  overall  boavailability  of  pravastatin  plus  its  met^Dolites  SQ  31 ,906  and  SQ  31 .945  was  not  altered. 

Gemfibrozil  In  a crossover  study  m 20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  ^mfibrozil.  there  was  a significant  decrease  in  urinary  excretion  and  protein  binding  of  pravastatin.  In 
addition,  there  was  a significant  increase  in  AUC.  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906. 
Combination  therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studies  with  aspinn.  antacids  (1  hour  prior  to  PRAVACHOL).  ametidre.  meotrve  aad.  or 
probucol.  no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL  (pravastatin 
sodium)  was  administered. 

Other  Dnjgs:  Dunng  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHQ.  was 
added  to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers.  or  nitroglycerr 

Endocrine  Function:  HMG-C!)oA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  arculat- 
ing  cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hornxxie  production. 
Results  of  clinical  tnals  with  pravastatin  in  males  and  post-menopausal  females  were  rconsistent  with  regard 
to  possible  effects  of  the  drug  on  basal  steroid  hornxne  levels.  In  a study  of  21  males,  the  mean  testosterone 
response  to  human  chononic  gonadotropin  was  significantly  reduced  ^><0  004)  after  16  weeks  of  treatment 
with  40  mg  of  pravastatin.  Howe/er.  the  percentage  of  patents  showing  a £50%  nse  in  plasma  testosterone 
after  human  chononic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patents.  The 
effects  of  HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  be^  studied  in  adequate 
numbers  of  patents.  The  effects,  if  any,  of  pravastatin  on  the  pituitary-gonadal  axis  m pre-menopausal  females 
are  unknown  Patents  treated  with  pravastatin  who  display  cinical  ^idence  of  endocrine  dysfunction  should 
be  evaluated  appropriately.  Caution  should  also  be  exerased  if  an  HMG-CoA  reductase  inhibitor  or  other  agent 
used  to  lower  chol^terol  levels  is  administered  to  patents  also  receiving  other  drugs  (e,g„  ketoconazole, 
spironolactore.  arretidire)  that  may  dimmish  the  lev^  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking 
40  mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 

A chemically  similar  drug  r this  class  produced  optic  nerve  degeneration  (VVallenan  degeneration  of  reti- 
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nogeniculate  fibers)  in  clmcally  normal  dogs  In  a dose-dependent  fashion  staring  at  60  mg/kg/day.  a dose 
that  produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  n humans  taking  the 
highest  recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced 
vestibulocochlear  V\fallenan-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for 
14  weeks  at  180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the 
60  mg/kg  dose. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses 
of  10. 30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  caranomas  in  males 
at  the  highest  dose  (p<0.0l).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
weight  basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  gi\«n 
40  mg  pravastatn  as  measured  by  AUC. 

The  oral  administration  of  10.  30.  or  100  mg/kg  (produang  plasma  drug  levels  approximatefy  0.5  to 
5.0  times  human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant 
increase  m the  inadence  of  malignant  lymphomas  n treated  females  when  all  treatment  groups  were  pooled 
and  compared  to  controls  (p<0.05).  The  ncidence  was  not  dose-related  and  mate  mice  were  not  affected. 

A chemically  similar  drug  n this  class  was  administered  to  mice  for  72  weeks  at  25. 100,  and  400  mg/kg 
body  weight,  which  resulted  m mean  serum  drug  levels  approximatefy  3. 15,  and  33  times  higher  than  the 
mean  human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose.  Uver  carcfX>mas 
were  significantly  increased  n high-dose  females  and  mid-  and  high-dose  mates,  with  a maximum  ncidence  of 
90  percent  in  mates.  The  ncidence  of  adenomas  of  the  liver  was  significantly  increased  n mid-  and  high-dose 
females.  Drug  treatment  also  significantly  increased  the  nadence  of  lung  adenomas  n mid-  and  high-dose 
imales  and  females  Adenomas  of  the  eye  Hardenan  gland  (a  glaixJ  of  the  eye  of  rodents)  were  significantty 
higher  in  high-dose  mice  than  in  controls. 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  n the 
follcwing  studies;  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typ^imurium  or  Eschenchia  coli: 
a forward  mutation  assay  n L5178Y  TK  +/~  mcxjse  lymphoma  cells;  a chromosomal  aberration  test  in 
hamster  cells,  arxl  a gene  con\«rsion  assay  using  Saccharomyces  cerevisiae.  In  addition,  there  was  no 
evider)ce  of  mutagenicity  in  either  a dominant  lethal  test  in  mice  or  a mcronucleus  test  m mice. 

In  a study  in  rats,  with  daily  doses  up  to  5CX)  mg/kg.  pravastatin  did  not  produce  any  adverse  effects  on 
fertility  or  general  reproducti\«  performance.  However,  in  a study  with  another  HMG-(3oA  reductase  inhibitor, 
there  was  decreased  fertility  n mate  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect 
was  not  observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the 
entire  cycle  of  spermatogenesis,  including  epididyma!  rraturation}.  In  rats  treated  with  this  same  reductase 
inhibitor  at  180  mg/kg/day.  seminiferous  tubule  d^neration  (necrosis  and  loss  of  spermatogenic  epthelium) 
was  observed.  Atthou^  not  seen  with  pravastatin,  two  similar  drugs  m this  class  caused  drug-relat^  testicu- 
lar atrophy,  decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The 
clinical  significance  of  these  findings  is  unclear. 

Pregnancy:  Pregnancy  Category  X:  See  CX)NTRAINDICATIONS. 

Safety  in  pregnant  women  has  not  been  established.  FYavastatin  was  not  teratogenic  n rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or 
240x  (rat)  the  human  exposure  based  on  surface  area  {mg/meter2).  However,  in  studies  with  another  HMG- 
CoA  reductase  inhibitor,  skeletal  malformations  were  observed  m rats  and  mice.  PRAVACKX  (pravastatn 
sodium)  should  be  administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly 
unlikely  to  conceive  and  have  been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  white 
taking  PRAVACI-KX  (pravastatin  sodium),  it  should  be  discontnued  and  the  patient  advised  again  as  to  the 
potential  hazards  to  the  fetus. 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk  Because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS). 

Pediatric  Use:  Safety  and  effectiveness  n individuals  less  than  18  years  old  have  not  been  established-  Herce. 
treatment  in  patients  l^  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS  General.) 

ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient.  In  4-rrxxith  long 
placebo-controlled  tnals.  1.7%  of  pravastatin-treated  patients  and  1.2%  of  placebo-treated  patients  w^-e 
discontinued  from  treatment  because  of  adverse  experiences  attnbuted  to  study  drug  therapy,  this  difference 
was  not  statistically  significant.  In  tong-term  studies,  the  most  commoi  reasons  for  discontinuation  were 
asymptomatic  serum  transaminase  increases  and  mild,  non-speafic  gastrointestnal  complaints.  Dunng  clini- 
cal trials  the  overall  inaderxie  of  adverse  events  in  the  elderly  was  not  different  from  the  ircidence  observed  m 
younger  piatients. 

Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attnbution)  reported  in  more  than  2%  of 
pravastatin-treated  patients  in  the  placebo-controlled  trials  are  identified  in  the  table  below;  also  shown  are  ttie 
percentages  of  patients  n whom  these  medical  events  were  belie«d  to  be  related  or  possibly  related  to  the  drug: 


All  E\«nts  % 

Events  Attnbuted  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

Cardiovascular 

Cardiac  Chest  F^r 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0‘ 

1 1 

1,3 

0.9 

Gastrointestinal 

NauseaA/omiting 

7.3 

7.1 

2.9 

3,4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdominal  F^in 

5.4 

6.9 

20 

3.9 

constipation 

4,0 

7 1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

2.0 

0.7 

General 

Fatigue 

3.8 

3,4 

1.9 

1.0 

Chest  F^n 

3.7 

1-9 

0.3 

0.2 

Influenza 

2.4* 

0,7 

0.0 

0.0 

Musculoskeletal 

Localized  F^in 

10.0 

9-0 

1 4 

1.5 

Myalgia 

2.7 

1.0 

0,6 

0.0 

Nervous  System 

Headache 

6,2 

3,9 

1.7* 

0,2 

Dizzriess 

3,3 

3.2 

10 

0.5 

Renal/Genitounnary 

Unnary  Abnormality 

2,4 

2.9 

0-7 

1.2 

Respiratory 

Common  (Old 

7.0 

6.3 

0.0 

0.0 

Rhinitis 

4.0 

4 1 

0.1 

0.0 

Cough 

2.6 

1.7 

0-1 

0.0 

‘Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  in  this  class; 

Skeletal,  myopathy,  rhabdomyolysis. 

Neurdogicai  dysfurxtcn  of  certar  cranial  nerves  fncludng  alteration  of  taste,  impairment  of  esxtra-ocular  mc>^ 
ment,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  penpheral  neuropathy,  penpheral  nerve  palsy 

Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  be^  reported  rarely  which  has 
included  one  or  more  of  the  following  features:  anaphylaxis,  angoedema,  lupus  erythematous-tike  syndrome, 
polymyalgia  rheumatica.  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia.  positi\e  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens-Johnson  syndrome. 

Gastromtestnal.  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  chotestatic  jaundice,  fatty  change 
in  li\«r.  ana.  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomitng 

Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye-  progression  of  cataracts  (lens  opaaties),  ophthalmoplegia. 

Laboratory  Test  Abnormalrties:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eosnophilia  has  been  reported  Eosnophil  counts  usually  returned  to  normal 
despite  continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 
HMG-(3oA  reductase  inhibitors. 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramine,  colestipol, 
nicotinic  acid,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or 
gemfibrozil  to  therapy  with  lovastatin  or  pravastatn  is  not  associated  with  greater  reduction  in  LDL-cholesterol 
than  that  achieved  with  lovastatn  or  pravastatin  atone  No  adverse  reactons  unique  to  the  combnaton  or  n 
addition  to  those  previously  reported  for  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyolysis 
(with  or  without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used 
in  combination  with  immunosuppressi\«  drugs,  gemfibrozil,  erythromycn,  or  lipid-lowenng  doses  of  nicotinic 
acid.  Concomitant  therapy  with  HMG-COA  reductase  inhibitors  and  th^e  agents  is  generally  not  recom- 
mended. (See  V\ARNIN(3S  Skeletal  Muscle  arxl  PRE(3AUT10NS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  oi«rdoses  with  pravastatin. 

Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required. 
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Introducing  a new  program  that  helps  PRAVACHOL®  patients  get 
the  most  out  of  their  therapy... 


PRAVACHOL®  (pravastatin  sodium)  10  mg,  20  mg  tablets 


pravastatin  sodium 


20  mg 
tablets 


Introducing  the  Pravachol® 
PARTNERS  ProgranT, 
exclusively  for  your  patients 
taking  PRAvACHOL. 

Designed  with  the  help  of  250  physicians,  this 
program  was  developed  to  enhance  patients'  commit- 
ment to  your  recommendations  about  diet,  exercise 
and  medication. 

When  patients  |oin,  they'll  receive  an  informative, 
entertaining  video — Cholesterol:  The  Inside  Story, 
hosted  by  Regis  Philbin  and  Kathie  Lee  Gifford  — 
and  a subscription  to  a motivational  newsletter. 
They'd^Vert  receive  sayings  on  products  and  services 
that  cmt  heip'them  rpaintain  ,^n  enjoyable  low-fat, 
low-cholesterol  life-s^)fjp.  f 

And  it's  easy  for  you  to  hefp  f^|tots  ^roll  — just 
call  1-800-572-1034  for  information  aVid  a supply  of 
enrollment  forms. 


Bristol-Myers  Squibb  Company 

PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated 
total  and  LDL-cholesterol  levels  in  patients  with  primary  hypercholes- 
terolemia (Types  lla  and  lib)  when  the  response  to  diet  alone  has  not  been 
adequate 

Please  see  following  page  for  brief  summary  of  full  Prescribing  Information. 


The  Professional  Office  Policy  For  Physicians 


Over  half  of  Wisconsin  physicians  are  covered  by 
Physicians  Insurance  Company  for  Medical  Professional 
Liability.  Now,  PIC-Wisconsin  is  offering  physicians 
a Professional  Office  Policy  — a comprehensive  program 
covering  building,  contents,  and  on-premises  liability.  records.  Optional  coverages  are  also  available 

Combined  with  Medical  Professional  Liability  insura  Tor  accounts  receivable,  computers,  employee  dishonesty. 


The  Professional  Office  Policy  from  PIC-Wisconsin  is 
endorsed  by  tl^C^te  Medical  Society  of  Wisconsin 
for  its  ph\^t^*V members.  It  offers  broad  liability  and 
prcMgj^  coverage  including  money,  securities,  valuable 


it  offers  coordinated  coverage  for  Wisconsin  ph^ 
Best  of  all,  when  you  purchase  both  PIC-\^1 
programs  from  SMS  Insurance  Ser\dces,  th^  are 
substantial  savings  on  the  Professional  Office  Policy 
for  physicians. 


glass,  signs,  mechanical  breakdown,  and  hired/non- 
owned  autos.  Tailor  your  program  to  your  specific  needs. 

Coordinate  your  coverage  and  save,  with  the  Professional 
Office  Policy  from  PIC-Wisconsin. 


iaas 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 
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Advocacy  groups  provide  vital  support  for 
brain  disease  patients 


WE  ALL  APPRECIATE  the  value  of 
support  and  advocacy 
groups  for  patients  and  their  fami- 
lies. These  began  years  ago  with 
groups  for  people  with  diabetes  and 
alcoholism,  sharing  problems  and 
solutions,  receiving  practical  edu- 
cation about  their  illnesses.  As 
medical  technology  advanced,  we 
saw  colostomy  groups,  seizure-dis- 
order support  sessions,  and  now 
even  heart-lung  transplant  groups 
among  many  others.  These  organi- 
zations may  be  loosely  knit  or  man- 
aged on  a national  scale.  They  help 
patients  and  their  families  live  bet- 
ter and  are  important  facets  of  the 
treatment  process.  Many  physicians 
contribute  to  these  groups,  through 
validation,  education,  legislative 
work  and  cash  donations. 

An  organization  which  began  in 
Wisconsin  and  now  has  nationwide 
presence,  but  which  may  be  unfa- 
miliar to  some  physicians,  is  the 
Alliance  for  the  Mentally  111.  AMl- 
Wisconsin  was  formed  in  the  early 
1970s  to  allow  relatives  and  friends 
of  the  mentally  ill  to  come  together 
for  mutual  understanding  and  sup- 
port, and  then  with  deliberate  haste 
to  become  advocates  of  research, 
funding  and  improved  treatment  for 
some  of  our  most  seriously  ill  citi- 
zens. Word  of  the  AMI- Wisconsin 
activity  spread.  Other  states  formed 
groups  and  in  1979,  the  National 
Alliance  for  the  Mentally  111  was 
established  at  a convention  hosted 


Dr  Pauline  Jackson  gets  plenty  of  help  in  spreading  her  anti-tobacco  message. 


in  Madison. 

Contributors  to  AMI- Wisconsin 
receive  the  organization's  bimonthly 
newsletter.  The  Iris,  so  named  be- 
cause the  NAMI  has  adopted  the  iris 
as  a symbol  of  hope,  taken  from  the 
paintings  of  irises  by  Vincent  Van 
Gough  who  had  recurrent  serious 


brain  disease,  probably  bipolar  dis- 
order. The  Iris  is  an  informative 
publication  for  us  to  read  and  then 
place  in  our  waiting  rooms.  Mental 
illness  still  carries  considerable 
stigma.  Patients  and  their  families 
are  often  afraid  to  ask  for  help,  even 
Continued  on  next  page 
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Continued  from  preceding  page 
from  their  doctors.  I often  receive 
queries  from  other  physicians  as  to 
how  they  can  find  assistance  for  these 
quietly  suffering  people.  Alliance 
for  the  Mentally  111  members  are 
ready  to  help,  from  the  bewildered 
parents'  first  crisis  call  to  accompa- 
nying the  family  through  court 
procedures  and  testifying  at  legisla- 
tive hearings  on  vital  issues  such  as 
commitment  laws  and  care  for  the 
homeless  mentally  ill. 

AMI- Wisconsin  can  be  contacted 
at  1245  E Washington  Ave,  Suite 
290,  Madison,  WI  53703,  or  by  call- 
ing (608)  257-5888.  The  AMI-Wis- 
consin  staff  will  give  you  the  names 
of  local  AMI-Wisconsin  members. 

As  we  think  about  mental  illness 
and  health  care  reform,  we  must 
keep  in  mind  that  these  diseases  are 
brain  disorders,  quite  separate  from 
the  emotional  problems  of  surviv- 
ing in  our  present  world  (problems 
that  are  also  important  and  debili- 
tating, but  are  categorized  and 
treated  in  a different  manner).  The 
severe  mental  disorders  of  the  brain 
include  schizophrenia,  bipolar  dis- 
order, certain  forms  of  depression, 
panic  disorder  and  obsessive-com- 
pulsive disorder.  These  illnesses 
affect  3 out  of  every  100  people  in 
the  world  and,  thus,  are  frequently 
seen  by  physicians.  Treatment  is  70% 
effective,  allowing  patients  to  live 
comfortably  and  productively.  This 
is  as  good  or  better  a treatment  re- 
sult than  for  many  other  illnesses. 
The  treatment  is  also  cost  effective, 
whether  it  returns  the  individual  to 
full-time  employment  and  family 
responsibility  or  to  a life  outside 
institutional  costs.  As  we  work  on 
the  details  of  health  care  reform,  we 
must  consider  those  people  with 
treatable  brain  diseases  described 
as  mental  illnesses. 

♦ ❖ ❖ 

On  June  25, 1 spent  a most  enjoy- 
able hour  with  SMS  staff  children 
and  their  friends  as  we  made  the 
cover  photo  for  this  issue.  Between 


posings,  when  we  stayed  very  still, 
we  talked  about  tobacco  use.  Even 
the  littlest  children  know  that  smok- 
ing would  make  people  sick  and 
said  they  would  never  do  it.  The 
older  children  had  a good  concept 
of  the  long-term  consequences  of 
using  tobacco  products. 

Some  people,  looking  at  the  pic- 
tures, might  wonder  at  the  apparent 
jollity  of  the  group.  This  was  real. 
The  children  were  obviously  happy 
as  they  talked  about  overthrowing 


Old  Joe  and  his  trail  of  destruction. 
This  was  the  enthusiasm  of  our 
newest  generation  realizing,  even  at 
a pre-school  level,  that  they  have  the 
power  to  change  the  world.  As  we 
get  older  and  labor  so  hard  and  long, 
many  of  us  are  disenchanted  of  that 
hope.  But  fortunately  there  is  al- 
ways another  generation,  sure  of 
what  they  can  change  and  with  the 
energy  to  go  after  it.  Thus  the  chil- 
dren, who  are  soon  to  lead,  inspire 
us  all.  ❖ 
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EVP  report:  The  view  from  here 

The  quest  for  tort  refrom,  one  step  at  a time 


Tort  reform:  It  has  been  15  years 
and  three  medical  associa- 
tions ago  since  I first  heard  those 
words.  Seeking  tort  reform  has  been 
my  (and  the  profession's)  search  for 
our  own  version  of  the  holy  grail. 

The  big  reform  achieved  by  the 
SMS  back  in  1986  was  a $1  million 
cap  on  non-economic  damages  in 
medical  malpractice  cases.  We  sub- 
sequently spent  3 years  trying  to 
reduce  that  cap  to  $250,000  and  after 
it  expired,  we  spent  the  next  4 years 
trying  to  reenact  a cap,  once  again  at 
the  $250,000  level. 

As  Cervantes  noted,  "Diligence 
is  the  mother  of  good  fortune,"  so 
with  our  diligence,  and  with  control 
of  the  state  Senate  passing  to  the 
Republicans  3 months  ago,  we  were 
successful  in  passing  SB  215  through 
the  Senate.  SMS  President  Pauline 
Jackson,  MD,  and  I,  along  with  our 
lobbying  team  headed  by  Mike 
Kirby,  were  in  the  Senate  parlor  to 
hear  the  roll  call— 17  Republicans 
were  joined  by  Democratic  Senators 
Joe  Andrea  and  John  Plewa  to  pass 
the  bill.  Senate  majority  leader  Mike 
Ellis,  President  Brian  Rude,  along 
with  Senators  Joanne  Huelsman, 
Dave  Zien,  and  Peggy  Rosenzweig 


were  keys  to  our  success  in  the  Sen- 
ate. 

In  a bit  of  maneuvering,  the  Sen- 
ate Republicans  added  the  tort  re- 
form language  to  the  budget  bill. 
Unfortunately,  to  move  the  budget 
with  its  caps  of  educational  expen- 
ditures, all  policy  items  including 
tort  reform,  were  dropped  from  the 
budget  in  early  July. 

So  where  does  that  leave  us?  The 
action  now  moves  to  the  Assembly 
where  SB  215  resides  in  the  Insur- 
ance Committee,  chaired  by  Repre- 
sentative A1  Baldus.  We  will  be  de- 
pending on  a team  of  legislators, 
including  Dave  Prosser,  Mary  Pan- 
zer, Mary  Hubler,  and  Mark  Meyer 
to  help  us  move  the  bill  from  com- 
mittee to  a floor  vote  and  final  pas- 
sage. 

The  point  in  all  of  this  is  that 
controversial  legislation  takes  time. 
Time  for  the  public  to  understand 
the  problem,  time  for  the  right  legis- 
lative leaders  to  get  into  place,  and 
time  for  appropriate  consensus 
building.  We  are  nearing  the  appro- 
priate time  for  passage  of  this  just 
idea. 

The  trial  lawyers  have  spent 
himdreds  of  thousands  of  dollars  in 


Thomas  L.  Adams,  CAE 


recent  special  elections  only  to  see 
their  candidates  defeated.  The  gen- 
eral public,  civic  leaders  and  busi- 
ness leaders  are  saying  enough  is 
enough,  it  is  time  to  pass  the  non- 
economic cap.  Leadership  in  the 
Assembly  must  look  differently  at 
the  issue  to  maintain  credibility  with 
the  public. 

The  fall  legislative  floor  period 
should  be  the  time  to  pass  the  non- 
economic damages  cap  and  other 
tort  reforms.  Talk  to  your  Assembly 
member  over  the  next  2 months  and 
let  him  or  her  know  what  the  cap 
will  mean  to  you. 

The  time  for  passage  draws  nigh, 
but  our  work  is  unfinished,  passage 
is  uncertain,  and  as  we  learned  in 
Aesop's  fables,  "The  gods  help  them 
that  help  themselves."  The  time  for 
your  action  is  now.+ 


SMS 

1-800-362-9080 


Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official 
policy  of  the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors' 
and  do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of 
editorials  is  reserved  for  members  of  the  WMJ editorial  board,  editorial 
associates  and  SMS  elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors' 
and  do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of 
letters  is  open  to  the  public,  but  letters  are  limited  to  500  words  and 
subject  to  review  by  the  WMJ  editorial  board.  Write  to;  Wisconsin 
Medical  Journal,  PO  Box  1109,  Madison,  WI  53701. ♦ 


Wisconsin  Medical  Journal  • July  1993 


327 
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instructions  to  authors 


Authorship 

Manuscripts  are  considered  with  the 
understanding  that  they  have  not 
been  published  previously  and  are 
not  under  consideration  by  another 
publication. 

Each  scientific  and  socioeconomic 
manuscript  must  be  accompanied 
by  a cover  letter  containing  the  fol- 
lowing sentence:  "In  consideration 
of  the  Wisconsin  Medical  Journal's 
taking  action  in  reviewing  and  edit- 
ing this  submission,  the  author(s) 
hereby  transfer(s),  assign(s),  or  oth- 
erwise convey(s)  all  copyright 
ownership  to  the  WMJ  in  the  event 
that  this  work  is  published  in  the 
WMJ."  All  co-authors  must  sign  the 
letter. 

The  cover  letter  must  also  desig- 
nate one  author  as  correspondent 
and  provide  a complete  address  and 
telephone  number.  All  coauthors 
should  have  contributed  to  the  study 
and  manuscript  preparation.  They 
should  be  thoroughly  familiar  with 
the  substance  of  the  final  manuscript 
and  be  able  to  defend  its  conclu- 
sions. 

The  Journal  expects  authors  to  dis- 
close any  commercial  associations 
that  might  pose  a conflict  of  interest 
in  connection  with  the  submitted 
article.  All  funding  sources  support- 
ing the  work  should  be  routinely  ac- 
knowledged on  the  title  pages,  as 
should  all  institutional  or  corporate 
affiliations  of  the  authors. 

Editing 

All  manuscripts  will  be  edited  by 
the  Journal  staff  for  clarity,  organiza- 
tion, grammar,  spelling,  and  punc- 
tuation, and  in  accordance  with 
AMA  style  (AMA  Manual  of  Style, 
8th  ed,  and  AMAManual  for  Authors 
and  Editors).  Suggestions  for  titles 
are  welcome,  but  are  subject  to  the 
constraints  of  clarity,  space,  gram- 
mar and  style. 

The  corresponding  author  will  be 
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asked  to  review  a galley  proof  prior 
to  publication  to  verify  statements 
of  fact.  Galley  proofs  are  for  correct- 
ing errors;  revisions  should  be  made 
before  submission,  but  must  be  made 
prior  to  final  acceptance  of  the  pa- 
per. The  authors  are  responsible  for 
all  statements  made  in  their  work, 
including  any  changes  made  by  the 
editors  and  authorized  by  the  corre- 
sponding author. 
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• Submit  papers  to:  Wisconsin  Medi- 
cal Journal,  PO  Box  1109,  Madison, 
WI 53701;  Ph:  608-257-6781  or  1-800- 
362-9080;  FAX:  608-283-5401. 

• Authors  are  encouraged,  when- 
ever possible,  to  submit  manuscripts 
on  computer  disks,  using  IBM-com- 
patible software.  Electronic  submis- 
sions are  also  possible.  A printed 
copy  must  accompany  all  disk  and 
electronic  submissions. 

• Typed  manuscripts  must  be  sub- 
mitted in  triplicate  (one  original,  two 
photcxropies).  Type  on  one  side  only 
of  standard-sized  white  bond  pa- 
per, using  1-inch  margins.  Double- 
Space throughout. 
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sions that  follow  from  the  results,  as 
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conclusions  relate  to  the  purpose  of 


the  study.  Recommendations,  when 
appropriate,  may  be  included. 

References— Limit  to  20.  Authors 
are  responsible  for  the  accuracy  and 
completeness  of  references.  Refer- 
ences must  follow  AMA  style  and 
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Style 

• Do  not  use  abbreviations  in  the 
title  or  abstract,  and  limit  their  use 
in  the  text.  Acceptable  abbreviations 
of  clinical,  technical  and  general 
terms  can  be  found  in  the  AMA 
Manual  for  Authors  and  Editors  and 
AMA  Manual  of  Style. 

• Avoid  the  use  of  medical  jargon. 
Words  or  phrases  that  are  particular 
to  conversations  among  medical  per- 
sonnel are  inappropriate  in  scien- 
tific writing.  (Examples:  For  "pre- 
sented with"  use  "had;"  for  "experi- 
enced a weight  loss"  use  "lost 
weight.") 

• Authors  are  responsible  for  sup- 
plying the  full  and  correct  names  of 
drugs.  Use  generic  names  of  drugs, 
unless  the  specific  trade  name  of  a 
drug  is  directly  relevant  to  the  dis- 
cussion. If  the  author  so  desires, 
brand  names  may  be  inserted  in  pa- 
rentheses. 

• Units  of  measure  are  to  be  pro- 
vided in  metric,  followed  by  Inter- 
national System  units  (SI)  in  paren- 
theses. 

• Provide  each  author's  full  name 
and  highest  academic  degree  in  the 
byline.  If  an  author  holds  two  doc- 
toral degrees  (eg,  MD  and  PhD,  or 
MD  and  DDS),  either  or  both  may  be 
used,  according  to  the  author's  pref- 
erence. Honorary  American  desig- 
nations (eg  FACP  or  FACS)  are  omit- 

Wisconsin  Medical  Journal  • July  1993 


Claritin 


New,  once-a-day 


ss  (loratadine) 


Please  see  adjacent  page  for  brief  summary 
of  full  Prescribing  Information. 


m Proven  efficacy 

■ Nonsedating* 

■ Rapid-acting^ 

■ Once-a-day  dosing 

■ Low  incidence  of 
adverse  effects 

■ No  torsades  de  pointes 
type  arrhythnnias 
reported  to  date 


For  the  Nasal 
and  Non-Nasal 
Symptoms  of 
Seasonal  Allergic 
Rhinitis 


NEW,  FROM  SCHERING/KEY 


*The  incidence  of  sedation  with  CLARITIN  Tablets  (8%) 
was  simitar  to  that  of  placebo  {6%)  at  the 
recommended  dose. 

In  studies  with  CLARITIN  Tablets  at  doses  2 to  4 times 
higher  than  the  recommended  dose  of  10  mg,  a 
dose-related  increase  in  the  incidence  of  somnolence 
was  observed. 

f Relief  began  in  13%  of  treated  patients  vs  4%  of 
placebo-treated  patients  within  30  minutes  (P=.04). 
At  2 hours,  65%  of  treated  patients  48%  of 
patients  receiving  placebo  experienced  relief 
Distribution  of  onset  times  was  significantly  earlier 
for  CLARITIN  Tablets  i(s  placebo  (P=.03). 


CLARITIN* 
brand  ol loraladine 
TABinS 

Long-Acting  Antihistamine 
BRIEF  SUMMARY 

(For  full  Prescribing  Information,  see  package  insert.) 

INDICATIONS  AND  USAGE 

CLARITIN  Tablels  are  indicated  for  the  relief  of  nasal  and  non-nasal  symptoms  of  seasonal  allergic  rhinitis, 

CONTRAINDICATIONS 

CLARITIN  Tablels  are  contraindicated  In  patients  who  are  hypersensitive  to  this  medication  or  to  any  of  its  ingredients. 

PRECAUTIONS 

General:  Patients  with  liver  Impairment  should  be  given  a lower  initial  dose  (10  mg  every  other  day)  because  they  have  reduced 
clearance  ol  CLARITIN  Tablets. 

Drug  Interactions:  Drugs  known  to  inhibit  hepatic  metabolism  should  be  coadministered  with  caution  until  definitive  interaction 
studies  can  be  completed.  The  number  of  subjects  who  concomitantly  received  macrollde  antibiotics,  ketoconazole,  cimetidine, 
ranitidine,  or  theophylline  along  with  CLARITIN  Tablets  in  controlled  clinical  trials  is  too  small  to  rule  out  possible  drug-drug 
interactions  There  does  not  appear  to  be  an  increase  in  adverse  events  in  subjects  who  received  oral  contraceptives  and 
CLARITIN  Tablets  compared  to  placebo. 

Carcinogenesis.  Mutagenesis,  and  Impairment  of  Fertility:  In  an  t8-month  oncogenicity  study  in  mice  and  a 2-year  study  in 
rats,  loratadine  was  administered  in  the  diet  at  doses  up  to  40  mg/kg  (mice)  and  25  mg/kg  (rats).  In  the  carcinogenicity  studies, 
pharmacokinetic  assessments  were  carried  out  to  determine  animal  exposure  to  the  drug.  AUC  data  demonstrated  that  the  expo- 
sure of  mice  given  40  mg/kg  ol  loratadine  was  3.6  (loratadine)  and  18  (active  metabolite)  times  higher  than  a human  given 
10  mg/day.  Exposure  of  rats  given  25  mg/kg  of  loratadine  was  28  (loratadine)  and  67  (active  metabolite)  times  higher  than  a 
human  given  tO  mg/day,  Male  mice  given  40  mg/kg  had  a significantly  higher  incidence  ol  hepatocellular  tumors  (combined 
adenomas  and  carcinomas)  than  concurrent  controls  In  rats,  a significantly  higher  incidence  of  hepatocellular  tumors  (com- 
bined adenomas  and  carcinomas)  was  observed  in  males  given  10  mg/kg  and  males  and  females  given  25  mg/kg  The  clinical 
significance  ol  these  findings  during  long-term  use  of  CLARITIN  Tablels  Is  not  known. 

In  mutagenicity  studies,  there  was  no  evidence  of  mulagenic  potential  in  reverse  (AMES)  or  forward  point  mutation 
(CHO-HGPRT)  assays,  or  in  the  assay  lor  DNA  damage  (Rat  Primary  Hepatocyte  Unscheduled  DNA  Assay)  or  in  two  assays  lor 
chromosomal  aberrations  (Human  Peripheral  Blood  Lymphocyte  Clastogenesis  Assay  and  the  Mouse  Bone  Marrow  Erythrocyte 
Micronucleus  Assay),  In  the  Mouse  Lymphoma  Assay,  a positive  finding  occurred  in  the  nonactivated  but  not  the  activated 
phase  of  the  study, 

Loratadine  administration  produced  hepatic  microsomal  enzyme  induction  in  the  mouse  at  40  mg/kg  and  rat  at  25  mg/kg.  but 
not  at  lower  doses. 

Decreased  fertility  in  male  rats,  shown  by  lower  female  conception  rates,  occurred  at  approximately  64  mg/kg  and  was 
reversible  with  cessation  of  dosing,  Loratadine  had  no  effect  on  male  or  female  fertility  or  reproduction  in  the  rat  at  doses  ot 
approximately  24  mg/kg. 

Pregnancy  Category  B There  was  no  evidence  of  animal  teratogenicity  in  studies  performed  in  rats  and  rabbits  There  are,  how- 
ever. no  adeguate  and  well-controlled  studies  in  pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response.  CLARITIN  Tablets  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  Loratadine  and  its  metabolite,  descarboethoxyloratadine.  pass  easily  into  breast  milk  and  achieve  concentra- 
tions that  are  equivalent  to  plasma  levels  with  an  AUC™ii/AUCpus„i  ratio  of  1,17  and  0 85  for  the  parent  and  active  metabolite, 
respectively.  Following  a single  oral  dose  ot  40  mg,  a small  amount  of  loratadine  and  metabolite  was  excreted  into  the  breast 
milk  (approximately  0.03%  of  40  mg  over  48  hours),  A decision  should  be  made  whether  to  discontinue  nursing  or  to  discon- 
tinue the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother.  Caution  should  be  exercised  when  CLARITIN 
Tablets  are  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12  years  have  not  been  established. 

ADVERSE  REACTIDNS 

Approximate^  90.000  patients  received  CLARITIN  Tablets  tO  mg  once  daily  in  controlled  and  uncontrolled  studies.  Placebo- 
controlled  clinical  trials  at  the  recommended  dose  of  10  mg  once  a day  varied  from  2 weeks'  to  6 months'  duration.  The  rate  of 
premature  withdrawal  from  these  trials  was  approximately  2%  in  both  the  treated  and  placebo  groups. 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2%  IN 
PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LDRATADINE 

lOmgQD 
n = 1926 

PLACEBO 

n = 2545 

CLEMASTINE 

1 mg  BID 
n = 536 

TERFENADINE 

60  mg  BID 
n = 684 

Headache 

12 

11 

8 

8 

Somnolence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

Dry  Mouth 

3 
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Adverse  event  rates  did  not  appear  to  differ  significantly  based  on  age,  sex,  or  race,  although  the  number  of  non -white  sub- 
jects was  relatively  small. 

In  addition  to  those  adverse  events  reported  above,  the  following  adverse  events  have  been  reported  in  2%  or  fewer  patients 
Autonomic  Nervous  System  Altered  salivation,  increased  sweating,  altered  lacrimation.  hypoesthesia,  impotence,  thirst,  flushing. 
Body  As  A Whote  Conjunctivitis,  blurred  vision,  earache,  eye  pain,  tinnitus,  asthenia,  weight  gam,  back  pain,  leg  cramps, 
malaise,  chest  pain,  rigors,  fever,  a^ravated  allergy,  upper  respiratory  infection,  angioneurotic  edema 
Cardiovascutar  System  Hypotension,  hypertension,  palpitations,  syncope,  tachycardia 

Central  and  Peripheral  Nervous  System  Hyperkinesia,  blepharospasm,  paresthesia,  dizziness,  migraine,  tremor,  vertigo, 
dysphonia. 

Gasiroinlesimal  System  Abdominal  distress,  nausea,  vomiting,  flatulence,  gastritis,  constipation,  diarrhea,  altered  taste, 
increased  appetite,  anorexia,  dyspepsia,  stomatitis,  toothache. 

Musculoskeletal  System  Arthralgia,  myalgia. 

Psychiatric  Anxiety,  depression,  agitation,  insomnia,  paroniria,  amnesia,  impaired  concentration,  confusion,  decreased  libido, 
nervousness. 

Reproductive  System  Breast  pain,  menorrhagia,  dysmenorrhea,  vaginitis. 

Respiratory  System  Nasal  dryness,  epistaxis,  pharyngitis,  dyspnea,  nasal  congestion,  coughing,  rhinitis,  hemoptysis,  sinusitis, 
sneezing,  bronchospasm,  bronchitis,  laryngitis. 

Skin  and  Appendages  Dermatitis,  dry  hair,  dry  skin,  urticaria,  rash,  pruritus,  photosensitivity  reaction,  purpura. 

Urinary  System  Urinary  discoloration,  altered  micturition. 

In  addition,  the  following  spontaneous  adverse  events  have  been  reported  rarely  during  the  marketing  of  loratadine: 
peripheral  edema:  abnormal  hepatic  function  including  jaundice,  hepatitis,  and  hepatic  necrosis:  alopecia:  seizures:  breast 
enlargement:  erythema  multiforme, 

DVERDOSAGE 

Somnolence,  tachycardia,  and  headache  have  been  reported  with  overdoses  greater  than  tO  mg  (40  to  t80  mg).  In  the  event  of 
overdosage,  general  sympfomatic  and  supportive  measures  should  be  insfituted  promptly  and  maintained  tor  as  long  as  necessary. 
Treatment  of  overdosage  would  reasonably  consist  of  emesis  (ipecac  syrup),  except  in  patients  with  impaired  consciousness, 
followed  by  fhe  administration  of  activated  charcoal  to  absorb  any  remaining  drug.  If  vomiting  is  unsuccesstul,  or  contra- 
indicated, gastric  lavage  should  be  performed  with  normal  saline.  Saline  cathartics  may  also  be  of  value  for  rapid  dilufion  of 
bowel  contents,  Loratadine  is  not  eliminated  by  hemodialysis.  It  is  not  known  it  loratadine  is  eliminated  by  peritoneal  dialysis. 

Oral  LD50  values  for  loratadine  were  greater  than  5000  mg/kg  in  rats  and  mice.  Doses  as  high  as  tO  times  the  recommended 
clinical  doses  showed  no  effects  in  rats,  mice,  and  monkeys, 
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Delayed  recovery  from  post-thyroidectomy 

hypoparathyroidism:  a case  report 

Mark  S.  Claussen,  MD;  Gregory  B.  Pehling,  MD;  and  William  A.  Kisken,  MD,  La  Crosse 


Thirteen  hours  after  a subtotal  thyroidectomy  was  performed  for 
hyperthyroidism,  a patient  developed  carpopedal  spasms,  parathesias 
and  hypocalcemia  to  6.9  mg/ dL.  After  initial  stabilization  with  intrave- 
nous calcium  administration,  oral  calcium  carbonate  and  calcitriol  were 
required.  Ten  months  postoperatively  serum  calcium  levels  rose  and  sup- 
plementation was  gradually  discontinued.  The  serum  parathyroid 
hormone  (PTH)  level  was  1.0  pg/  mL  on  the  second  postoperative  day 
and  levels  were  imdetectable  despite  sensitive  testing  3 months  later  (nor- 
mal 10-65  pg/mL).  Two  years  after  surgery,  the  PTH  level  has  increased 
to  36  pg/mL,  but  remains  relatively  low  considering  the  patient's  contin- 
ued mild  hypocalcemia. 

To  our  knowledge,  there  has  been  no  previously  reported  case  of  long- 
term post-thyroidectomy  hypocalcemia  documenting  undetectable  para- 
thyroid function  and  subsequent  spontaneous  improvement.  This  case 
suggests  that  delayed  recovery  of  parathyroid  function  and  discontinu- 
ation of  vitamin  D and  calcium  supplementation  may  be  possible  in  some 
post-thyroidectomy  patients  with  hypocalcemia  due  to  severe 
hypoparathyroidism.  Wis  Med  J.1993;92(7):331-334. 


Dr  Claussen  and  Dr  Kisken  are  with  the 
department  of  general  surgery,  and  Dr 
Pehling  is  with  the  department  of  endo- 
crinology, at  the  Gundersen/ Lutheran 
Medical  Center  in  La  Crosse.  This  paper 
is  the  winner  of  the  1993  WMJ  Resident 
Medical  Writing  Contest.  Reprint  re- 
quests to:  William  A.  Kisken,  MD,  De- 
partment of  Surgery,  Gundersen  Clinic, 
Ltd,  1836  South  Ave,  La  Crosse,  WI 54601. 
Copyright  1993  by  the  State  Medical  So- 
ciety of  Wisconsin. 


Transient  and  permanent  hy- 
pocalcemia are  well  docu- 
mented complications  following 
thyroid  surgery.  Transient  decreases 
of  serum  calcium  levels  to  less  than 
9.0  mg/dL  have  been  reported  in 
as  many  as  83%  of  patients  under- 
going various  thyroid  procedures.’ 
Symptomatic  or  severe  hypocalce- 
mia requiring  treatment  has  been 
documented  in  1%  to  26%  of  pa- 
tients.’"® Permanent  hypocalcemia 
requiring  chronic  treatment  has  been 


reported  in  0.2%  to  33%  of  patients 
depending  on  the  complexity  and 
magnitude  of  resection.’-^'*^  A higher 
incidence  of  both  permanent  and 
transient  hypocalcenriia  has  been 
observed  after  surgery  for  Graves' 
disease  or  other  thyrotoxicosis 
compared  to  thyroid  surgery  for 
other  benign  disease.’-^'^  ’^ 

Treatment  of  post- thyroidectomy 
hypocalcemia  requires  intravenous 
admiriistration  of  calcium  to  counter- 
act symptoms  of  tetany,  parathe- 
sias, cardiac  arrhythmias  or  convul- 
sions. Oral  supplementation  with 
calcium  and  vitamin  D may  subse- 
quently be  required  on  a temporary 
or  a permanent  basis.  Currently,  no 
single  proposed  mechanism  of  post- 
operative hypocalcemia  fully  ex- 
plains all  the  findings  associated 
with  transient  and  permanent  post- 
thyroidectomy hypocalcemia.  We 
report  a case  of  post-thyroidectomy 
hypocalcemia  due  to  hypoparathy- 
roidism which  spontaneously  im- 
proved. 

Case  report 

The  condition  of  a 19-year-old 
woman  was  evaluated  5 months 
prior  to  her  admission  for  unex- 
plained weight  gain,  hot  flashes, 
rapid  heartbeat  and  trembling 
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hands.  On  examination,  she  had 
tremulousness,  brisk  reflexes  and  a 
symmetrically  enlarged  thyroid 
gland  without  palpable  nodularity. 
Free  thyroxin  index  (FTl)  was  8.2 
FTl  units  (normal  2.2-4. 6 ITI  units). 
Thyroid  stimulating  hormone  level 
was  0.3  pU/mL  (normal  0.6  - 5.4 
pU/mL). 

Aggressive  treatment  with  pro- 
pylthiouracil (PTU)  and  potassium 
iodide  solution  resulted  in  reduc- 
tion of  the  FTl  to  3.9  FTl  units.  Symp- 
tomatic control  with  PTU  and  pro- 
pranolol was  poorly  tolerated  be- 
cause of  severe  nausea  and  vomit- 
ing, necessitating  rectal  administra- 
tion of  medications.  During  this  5- 
month  period  of  medical  treatment, 
the  patient  became  pregnant.  She 
was  referred  for  surgical  treatment 
of  her  hyperthyroidism  because  of 
continued  severe  intolerance  of 
medical  management  and  concern 
about  possible  teratogenic  side  ef- 
fects of  her  medications. 

During  the  11th  week  of  preg- 
nancy, the  patient  underwent  sub- 
total thyroidectomy.  Preoperative 
total  serum  calcium  level  was  9.0 
mg/dL  (normal  8.5-10.4  mg/dL) 
and  alkaline  phosphatase  level  was 
138  lU/L  (normal  70-300  lU/L).  Two 
percent  of  the  left  and  5 % of  the  right 
thyroid  gland  were  preserved 
around  the  intact  inferior  thyroid 
arteries  and  recurrent  laryngeal 
nerves.  Three  parathyroid  glands 
were  visualized  and  preserved  with- 
out biopsy.  Pathologic  evaluation 
showed  mild  chronic  lymphocytic 
(Hashimoto's)  thyroiditis.  One  his- 
tologically normal  parathyroid 
gland  was  identified  attached  to  the 
thyroid  specimen. 

Total  serum  calcium  level  in  the 
recovery  room  was  8.3  mg/  dL. 
Calcium  levels  decreased  to  7.7  mg/ 
dL  and  7.3  mg/dL  at  5 and  9 hours 
postoperatively.  The  patient  devel- 
oped bilateral  carpopedal  spasm  and 
hand  numbness  13  hours  after  sur- 
gery. At  this  time,  the  serum  cal- 
cium level  was  6.9  mg/  dL.  Intrave- 
nous calcium  gluceptate  administra- 


tion resulted  in  rapid  resolution  of 
symptoms.  Continuous  calcium 
gluceptate  drip  maintained  calcium 
levels  greater  than  8.0  mg/ dL. 

Serum  parathyroid  hormone 
(PTH)  level  drawn  on  the  second 
postoperative  day  was  1.0  (normal 
10-65  pg/mL).  Phosphorus  levels 
ranged  from  4.2  to  4.5  mg/dL  (nor- 
mal 2. 5-4. 5 mg/  dL)  on  a low  phos- 
phate diet,  and  the  magnesium  level 
was  1.6  mg/ dL  (normal  1.7-2. 3 mg/ 
dL).  Intravenous  calcium  was  dis- 
continued on  the  fourth  postopera- 
tive day  after  the  patient  had  been 
started  on  oral  calcium  carbonate 
and  calcitriol  (1,25-dihydroxyvi- 
tamin  Dj).  Serum  calcium  level  was 
8.6  mg/  dL  at  the  time  of  discharge  6 
days  after  surgery. 

After  discharge,  the  patient  con- 
tinued oral  supplementation  with 
calcium  carbonate  and  calcitriol. 
Calcium  levels  ranged  from  7.5  to 

9.1  mg/  dL.  Three  months  after  sur- 
gery, a repeat  PTH  level  was  unde- 
tectable and  serum  calcium  was  8.6 
mg/dL.  A double  volume  sample 
was  concentrated  and  run  against 
controls  with  PTH  levels  still  unde- 
tectable by  standard  immunoassay. 
The  patient  was  euthyroid  and 
asymptomatic  on  levothyroxine  re- 
placement. Six  months  after  thyroi- 
dectomy she  delivered  a healthy, 
normally  developed  child.  One 
month  later,  serum  calcium  levels 
rose  and  calcitriol  was  gradually  dis- 
continued over  the  next  4 weeks. 
Calcium  levels  remained  between 

9.2  and  10.1  mg/dL.  The  patient 
then  discontinued  using  her  calcium 
supplements.  During  the  next  12 
months,  calcium  levels  ranged  from 
8.6  to  9.2  mg/dL  without  supple- 
mentation. Two  years  postopera- 
tively her  PTH  level  was  36  pg/  mL 
with  a serum  calcium  level  of  8.1 
mg/ dL  and  a phosphorus  level  of 
3.8  mg/ dL. 

Discussion 

Tetany  following  thyroid  surgery 
was  first  described  in  1879. In  1898, 
Moussu  relieved  experimental  tet- 


any with  an  aqueous  extract  of  para- 
thyroid tissue.’®  In  1908,  Parhon  and 
Urechie  resolved  tetany  by  intrave- 
nous administration  of  calcium.’^ 
Halsted  and  Evans  detailed  the 
vulnerability  of  the  end  artery  blood 
supply  to  the  parathyroid  gland 
during  surgery  in  1907.’^  Since  that 
time,  direct  parathyroid  injury  or 
infarction  due  to  disruption  of  the 
blood  supply  has  been  widely  ac- 
cepted as  the  hypothetical  cause  of 
post-thyroidectomy  hypocalcemia.'* 
While  parathyroid  injury  seems 
a likely  explanation  for  permanent 
hypocalcemia,  others  have  ques- 
tioned its  role  in  producing  tran- 
sient post-thyroidectomy  hypocal- 
cemia. Characterized  by  rapid  on- 
set, frequently  within  hours  of  sur- 
gery, transient  hypocalcemia  is  most 
often  clinically  insignificant,  but  can 
be 

severe  and  symptomatic.’  ®'”  **  Treat- 
ment may  be  required  for  only  a few 
days,  or  as  long  as  several  months 
before  resolution. 

Watson  and  associates  suggested 
that  calcitonin  released  during  in- 
traoperative manipulation  of  the 
thyroid  gland  could  account  for 
postoperative  hypocalcemia.  He 
demonstrated  a good  temporal  rela- 
tionship between  increasing  post- 
thyroidectomy calcitonin  levels  and 
falling  serum  calcium  levels  in 
human  patients.  An  expected  rise  in 
PTH  level  to  counteract  the  hypocal- 
cemia was  not  demonstrated.”  Cal- 
citonin has  not  been  demonstrated 
to  be  physiologically  significant  in 
human  calcium  regulation  and  three 
subsequent  studies  have  found  no 
significant  rise  in  calcitonin  levels 
following  thyroidectomy.®-''’^ 

In  Graves'  disease  and  other  thy- 
rotoxic states,  hyperthyroidism  can 
cause  generalized  bone  disease 
termed  thyrotoxic  osteodystrophy. 
It  is  characterized  by  hypocalcemia, 
elevated  serum  alkaline 
phosphatase,  negative  calcium  bal- 
ance and  decalcification  of  the  skele- 
ton.^ Michie  and  co-workers  and 
Laitenen  suggested  that  the  higher 
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incidence  of  hypocalcemia  after  thy- 
roidectomy performed  for  thyrotoxi- 
cosis could  be  explained  by  increased 
bone  uptake  due  to  resolving  thyro- 
toxic osteodystrophy Wilkins  et 
al  prospectively  studied  a group  of 
patients  undergoing  subtotal  thy- 
roidectomy for  Graves'  disease  with 
elevated  alkaline  phosphatase  (a 
marker  for  osteodystrophy  used  by 
Michie)  compared  to  Graves'  dis- 
ease patients  with  normal  alkaline 
phosphatase  and  a third  group  of 
controls.^®  No  difference  in  the  se- 
verity or  incidence  of  postoperative 
hypocalcemia  between  the  three 
groups  was  found. 

Others  argue  that  most  surgical 
patients  are  maintained  in  a euthy- 
roid state  medically  prior  to  sur- 
gery, allowing  sufficient  time  for 
correction  of  bone  calcium  deple- 
tion or  altered  skeletal  calcium  ki- 
netics.®” Even  if  a hyperthyroid  state 
would  still  exist,  T3  and  T4  levels 
would  not  be  expected  to  fall  rap- 
idly enough  to  account  for  such  a 
sudden  change  in  bone  calcium 
uptake  postoperatively.®'” 

Our  patient  was  euthyroid  for 
several  weeks  preoperatively  and 
had  a normal  serum  alkaline 
phosphatase  level.  Rapid  bone  up- 
take of  calcium,  especially  in  the 
presence  of  low  PTH  levels,  does 
not  explain  this  patient's  hypocalce- 
mia. 

Hamada  and  Mimura  showed 
statistically  significant  decreased 
PTH  levels  on  the  first  postopera- 
tive day  using  a hightly  sensitive 
assay. Falk  and  associates  showed 
decreasing  PTH  levels  6 hours  pos- 
toperatively  despite  co-existent  hy- 
pocalcemia.^ These  and  other  stud- 
ies lend  support  to  the  concept  that 
decreased  parathyroid  function  is  a 
significant  component  of  post-thy- 
roidectomy hypocalcemia  as  PTH 
levels  were  normal  or  low  in  the 
setting  of  hypocalcemia.®'^'”-’^ 

E>iminished  parathyroid  function 
can  be  caused  by  inadvertent  re- 
moval of  parathyroid  glands,  direct 
trauma  from  manipulation  of  the 


glands,  or  vascular  compromise.  An 
increased  risk  of  both  transient  and 
permanent  hypocalcemia  is  associ- 
ated with  removal  of  two  or  more 
parathyroid  glands.’  Falk  et  al  ob- 
served no  fall  in  PTH  levels  or  cal- 
cium levels  if  three  or  four  parathy- 
roid glands  were  preserved  with 
intact  circulation.  If  only  one  or  two 
glands  were  preserved,  PTH  levels 
decreased  within  6 hours  and  cal- 
cium levels  fell  temporarily  within 
24  hours.^ 

Halsted  and  Evans  reported  that 
end  artery  blood  supply  to  both 
superior  and  inferior  parathyroid 
glands  was  derived  from  branches 
from  the  inferior  thyroid  artery  in 
86%.  In  the  remainder,  the  superior 
parathyroid  glands  were  supplied 
by  the  superior  thyroid  artery. 

Several  studies  have  suggested 
that  abandonment  of  the  technique 
of  lateral  ligation  of  the  inferior  thy- 
roid artery  in  favor  of  small  vessel 
ligation  at  the  level  of  the  thyroid 
capsule  will  better  preserve  the  para- 
thyroid gland  blood  supply  and 
decrease  the  incidence  of  post-thy- 
roidectomy  hypocalcemia. 

Gann  and  Paone  hypothesized 
that  the  higher  incidence  of  post- 
thyroidectomy hypocalcemia  seen 
in  Graves'  disease  was  the  result  of 
autoimmune  induced  fibrosis  caus- 
ing compromised  parathyroid  gland 
blood  supply.’®  Devascularized 
parathyroid  glands  should  be  reim- 
planted at  the  time  of  surgery  into 
the  sternocleidomastoid  muscle  or 
the  muscles  of  the  forearm. 

Paloyan  and  co-workers  reported 
no  cases  of  permanent  hypoparathy- 
roidism in  54  consecutive  total  thy- 
roidectomies for  carcinoma  when 
devascularized  parathyroid  glands 
were  routinely  autotransplanted.®® 

Burch  and  Posillico  reported  one 
case  of  long-term  hypocalcemia  fol- 
lowing 1-131  treatment  for  hyper- 
thyroidism that  resolved  spontane- 
ously after  8 years.  Using  stored 
plasma  and  immunoreactive  assays, 
they  demonstrated  delayed  recov- 
ery of  parathyroid  function.®® 


During  normal  pregnancy,  total 
serum  calcium  levels  fall,  parallel- 
ing the  progressive  fall  in  albumin 
concentration.  Ionic  calcium  levels 
decline  only  slightly.  PTH  levels 
gradually  increase  throughout  preg- 
nancy, producing  a "physiologic 
hyperparathyroidism."  This  pre- 
serves maternal  calcium  homeosta- 
sis in  the  presence  of  expanding  fluid 
volume,  increased  renal  fum  lion 
and  placental  transfer.®® 

Our  patient's  hypoparthy- 
roidisim  to  the  point  of  undetect- 
able PI’H  levels  is  even  more  re- 
markable since  it  occurred  while  she 
was  pregnant  and  would  be  expected 
to  be  in  a mildly  hyperparathyroid 
state. 

To  our  knowledge,  our  case  is  the 
only  report  of  long-term  post-thy- 
roidectomy  hypocalcemia  docu- 
menting undetectable  parathyroid 
function  and  subsequent  delayed 
recovery.  Despite  careful  technique 
to  preserve  the  inferior  thyroid  ar- 
teries and  the  vascular  supply  to  the 
parathyroid  glands,  marked  hy- 
pocalcemia was  encountered.  In 
contrast  to  the  typical  transient  post- 
thyroidectomy hypocalcemia,  abso- 
lutely no  parathyroid  function  was 
detectable  3 months  postoperatively. 
In  contrast  to  the  typical  permanent 
postoperative  hypoparathyroidism, 
however,  some  function  has  sponta- 
neously returned  and  our  patient  no 
longer  requires  calcium  supplemen- 
tation. This  case  demonstrates  that 
delayed  recovery  of  parathyroid 
function  and  discontinuation  of  vi- 
tamin D and  calcium  supplementa- 
tion is  possible  in  some  post-thyroi- 
dectomy  patients  with  hypocalce- 
mia due  to  severe  hypoparathy- 
roidism. 
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Won't  you  please  help  these 
innocent  victims  of  gec^raphy? 


These  children  and  their  families 
are  all  victims  of  geography. 

Where  they  were  born,  poverty 
is  their  birthright.  And  try  as 
they  may,  it  is  impossible  for 
them  to  break  its  vice-like  hold. 

They  need  a helping  hand  — 
a chance  for  a better  life.  Not  a 
handout,  but  a real  chance  for 
education,  for  training,  for  clean 
water,  for  healthcare  — for  all  the  things 
that  can  help  children  and  families  grow  with  a sense  of 
hope  for  tomorrow. 

Childreach  is  a sponsorship  program  that  gives  a 
child  and  a family  overseas  that  kind  of  hope.  It  is  a pro- 
gram that  allows  you  to  make  a real  difference.  It’s  a 
difference  you’ll  see  in  pictures  and  letters.  And  it’s 
a difference  you’ll  feel  in  your  heart. 

Childreach. ..it’s  the  chance  of  a lifetime. 

For  more  information,  call 

1-800-323-2822. 


lOf 

childreach 


The  U.S.  Affiliate  of  PLAN  International 
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Adult  children  of  alcoholics:  exploring  positive  life 

outcomes 
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Alcoholism  and  alcohol  abuse 
comprise  a major  health 
concern  for  individuals  and  fami- 
lies across  this  country.  Recent  data 
from  the  National  Center  for  Health 
Statistics  and  the  National  Institute 
on  Alcohol  Abuse  and  Alcoholism^ 
indicate  that  approximately  43%  of 
Americans  (76  million  adults)  have 
been  affected  by  familial  alcohol 
abuse.  Alcoholism  is  recognized  as 
a significant  health  risk  in  Wiscon- 
sin. In  this  state,  9%  of  all  adults 
reported  "heavier"  drinking,  ie,  con- 
sumption of  60  or  more  drinks  in  a 1- 
month  period.^  In  Healthier  People  in 
Wisconsin:  Public  Health  Agenda  for 
the  Year  2000,  the  Wisconsin  Depart- 
ment of  Health  and  Social  Services 
delineated  among  its  objectives  the 
overall  reduction  of  per  capita  alco- 
hol consumption  and  a decrease  in 
the  proportion  of  adults  consuming 
more  than  2 drinks  per  day. 

The  legacy  for  millions  of  Ameri- 
cans who  are  children  of  alcoholic 
parents  is  widely  described  as  one 
of  disruption,  dysfunction,  and  de- 
teriorated relationships.  According 
to  a report  from  the  Committee  on 
Labor  and  Human  Resources,^  child 
abuse  and  neglect,  birth  defects, 
health  problems,  depression  and 
anxiety,  separation  and  divorce, 
impaired  psychological  and  social 
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adjustments,  and  increased  risk  for 
substance  abuse  are  merely  some  of 
the  potential  consequences  for  per- 
sons who  are  raised  in  alcoholic 
families. 

Discussion 

It  would  appear  from  the  vast 
amount  of  literature  that  for  many 
children  of  alcoholic  parents,  the  dif- 
ficulties they  encounter  in  childhood 
continue  into  adulthood.  The  move- 
ment in  recent  years  among  health 
and  social  services  providers  to 
address  the  problems  of  the  adult 
child  of  an  alcoholic  (AGO A)  popu- 
lation has  received  considerable 
attention  and  has  raised  public 
awareness  of  the  predicament  of 
these  persons. 

Interestingly,  while  many  stud- 
ies have  pointed  to  the  dilemmas  of 
ACOAs,  some  evidence  has  accu- 
mulated to  suggest  that  among  these 
individuals  there  is  actually  a range 
of  demonstrable  coping  skills  and 
adjustments,  extending  from  nega- 
tive to  positive."*'^®  Goodman”  cau- 
tioned that  "a  balanced  perspective" 
of  the  AGO  A population  is  needed. 
There  is  potential  danger  when 
problems  are  ascribed  solely  to  alco- 
holic family  history,  and  it  may  also 
be  true  that  the  mental  health  issues 
and  characteristics  commonly  attrib- 
uted to  AGO  As  are  in  fact  present  in 
many  non- AGO  As  as  well.”  The  fact 
remains  that  investigation  of  posi- 
tive AGOA  outcomes  has  been  less 
than  comprehensive,  while  reports 
of  negative  outcomes  continue  to  be 
generated. 

Evidence  to  indicate  that  there 
are  AGO  As  who  enjoy  positive  out- 
comes is  limited  and  only  beginning 
to  become  more  prevalent.  For  ex- 


ample, Tweed  and  RyfP^  recently 
reported  that  their  most  remarkable 
finding  was  an  overall  lack  of  no- 
table differences  in  the  self-reports 
of  AGO  As  and  a non- AGOA  com- 
parison group.  Subjects  were  very 
similar  in  such  measures  as  self-es- 
teem, achievement  and  dominance, 
identity,  intimacy,  and  generativ- 
ity,  when  deficits  in  all  of  these 
measures  had  been  reported  in  clini- 
cal and  empirical  accounts  elsewhere 
as  being  concerns  of  AGO  As. 

The  findings  of  a study  by 
Werner’®  further  support  the  notion 
that  the  prospects  for  AGO  As  can  be 
favorable.  The  term  "resilient"  was 
used  to  describe  those  children  of 
alcoholic  parents  who  did  not  dem- 
onstrate serious  coping  problems  by 
the  age  of  18  and  to  differentiate 
them  from  those  who  did.  Resilient 
subjects  were  frequently  found  to 
possess  such  personal  strengths  as 
internal  locus  of  control,  belief  in 
self  help,  orientation  to  achievement, 
positive  self-concept,  and  an  atti- 
tude of  responsibility  and  caring.’® 

In  addition  to  the  limited  avail- 
able knowledge  related  to  positive 
life  outcomes  for  many  AGOAs, 
there  are  other  problems  that  fur- 
ther complicate  the  issue  of  what  is 
known  or  not  known  about  this 
population.  These  problems  arise 
from  several  rather  considerable 
limitations  of  existing  studies. 

More  than  a decade  has  passed 
since  Nardi’®  first  suggested  that  the 
majority  of  studies  of  AGOAs  are, 
unfortunately,  atheoretical.  Soon 
after,  Scavickny-Mylant’^  agreed 
that  there  remained  a lack  of  suffi- 
cient theoretical  foundation  in 
AGOA  research.  This  situation 
remains  relatively  unchanged  today. 
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Although  role  theory  holds  some 
promise/^  it  appears  that  at  present 
there  is  no  one  universally  accept- 
able theoretical  orientation  to  the 
study  of  ACOAs.  Theoretical  sound- 
ness is  essential  if  research  is  to 
contribute  significantly  to  scientific 
understanding  of  ACOAs.  As  fur- 
ther investigation  of  both  positive 
and  negative  ACOA  outcomes  is 
conducted,  the  issues  of  develop- 
ment of  useful  ACOA  theory  and 
solid  theoretical  support  in  scien- 
tific investigations  must  be  more 
stringently  addressed. 

A review  of  the  existing  literature 
revealed  that  ACOA  studies  tend  to 
be  nearly  exclusively  quantitative 
in  design  and  methodology.  Data 
were  gathered  and  analyzed  using 
statistical,  objective  means  and  on 
the  basis  of  certain  a priori  assump- 
tions. What  few  subjective  accounts 
there  were  tended  to  be  anecdotal  or 
clinical  reports  only.  The  ACOA's 
subjective  perspective  is  important 
and  should  be  rigorously  explored 
using  the  techniques  of  naturalistic 
inquiry,^^  ie,  qualitative  methods 
which  uncover  the  nature  of  per- 
sonal experiences  with  particular 
phenomena  and  elucidate  the  de- 
tails of  phenomena  which  are  not 
easily  imparted  using  quantitative 
methods.’*  It  is  only  after  the  experi- 
ences of  ACOAs  who  perceive  they 
have  achieved  positive  outcomes  are 
explored  and  understood  that  the 
characteristics,  qualities,  or  attrib- 
utes indicative  of  positive  or  nega- 
tive outcomes  can  be  measured 
appropriately. 

In  the  few  studies  which  sug- 
gested positive  ACOA  outcomes, 
there  were  conspicuous  limitations. 
For  example,  that  "profiles  of  well- 
ness amidst  distress"  were  discov- 
ered was  somewhat  serendipitous.’^ 
These  investigators'  primary  pur- 
pose was  to  test  some  of  the  many 
assumptions  about  ACOAs  and  their 
problems  portrayed  in  clinical  re- 
ports but  unsubstantiated  with  em- 
pirical investigation.  They  did  ac- 
knowledge that  there  were  sugges- 


tions elsewhere  in  the  literature  that 
growing  up  in  a troubled  family 
environment  might  imbue  some 
individuals  with  strengths.  Their 
study  did  include,  then,  measures 
to  assess  "these  potential  positive 
consequences."’^  Nonetheless,  there 
has  been,  and  continues  to  be,  a 
dearth  of  studies  aimed  specifically 
at  exploring  positive  ACOA  out- 
comes. 

Application  of  Werner's  find- 
ings’” is  restricted  as  well.  Although 
it  was  demonstrated  that  young 
ACOAs  can  indeed  be  quite  resil- 
ient, the  study  is  limited  in  that  it 
leaves  many  questions  unanswered 
about  the  permanence  of  these  pat- 
terns of  behavior  as  these  resilient 
adolescents  confront  the  vicissitudes 
of  adulthood.  Acknowledging  this 
limitation,  Werner  stated  that  fur- 
ther follow-up  of  these  subjects  at 
age  30  is  planned.’”  It  remains  clear, 
though,  that  a more  symmetrical 
picture  of  the  prospects  in  life  for 
ACOAs  must  be  presented  through 
further  research,  particularly  of 
adults  experiencing  positive  out- 
comes. Not  enough  is  known  about 
what  transpires  in  the  lives  of  so- 
called  resilient  ACOAs  when  man- 
aging the  tasks  of  normal  young 
adult  development,  such  as  leaving 
home,  establishing  a career,  devel- 
oping intimate  relationships,  and 
incorporating  appropriate  use  of 
alcohol  within  their  social  habits. 
Are  they  able  to  maintain  their  posi- 
tive outcomes  without  need  of  out- 
side intervention?  If  they  are,  by 
what  means  does  this  result  occur? 
If  they  are  unable  to  maintain  their 
resilience,  how  does  this  happen? 

It  can  readily  be  seen,  therefore, 
that  the  need  to  know  more  about 
how  young  adults  achieve  and 
maintain  positive  outcomes  and  how 
they  perceive  their  experiences  is 
urgent.  Study  of  the  ACOA  popula- 
tion is  significant  for  nursing,  whose 
concern  for  promotion,  maintenance, 
and  restoration  of  clients'  health  is 
paramount.  Informed  by  nursing 
science  about  why  some  ACOAs  do 


well  (or  do  not  do  badly)  in  life, 
nurses  may  be  better  able  to  assist 
those  who  do  not.  Using  this  knowl- 
edge, nurses  also  would  be  better 
equipped  to  champion  their  well- 
adjusted  ACOA  clientele.  Further, 
ACOAs  at  risk  in  the  community, 
such  as  the  public  school,  the 
workplace,  and  the  college  campus, 
may  be  more  readily  identified  and 
referred  to  the  appropriate  services. 
Nurse-physician  collaboration  in  the 
identification  and  treatment  of 
ACOAs'  health  needs  would  be 
facilitated. 

A study  proposal 
To  these  ends,  the  authors  propose 
that  a nursing  investigation  be  con- 
ducted. The  purpose  of  this  pro- 
posed study  will  be  to  explore  and 
discover  how  adult  children  of  alco- 
holic parents  have  achieved  satis- 
factory life  adjustments  when  it  is 
their  perception  that  this  has  indeed 
occurred.  The  initial  research  ques- 
tions to  be  answered  are:  What  is  the 
social-psychological  process  by 
which  adult  children  of  alcoholic 
parents  achieve  self-perceived  posi- 
tive life  outcomes?  What  are  the 
experiences  of  adult  children  of  al- 
coholic parents  which  contribute  to 
their  self-identified  successful  life 
adjustments? 

The  most  appropriate  method  for 
this  study  is  the  grounded  theory 
approach.  The  specific  contribution 
of  this  method  is  to  generate  theory 
which  describes  social  and  psycho- 
logical processes  arising  as  people 
interact  and  in  relationship  to  par- 
ticular phenomena.’^  Denzin’*  sug- 
gested that  grounded  theory  ad- 
vances knowledge  when  little  is 
understood  or  theory  development 
is  minimal  for  a particular  phenome- 
non. Such  is  the  case  in  most  ACOA 
research  to  date. 

Grounded  theory  draws  heavily 
on  the  traditions  and  principles  of 
symbolic  interaction,  the  branch  of 
social  psychology  in  which  the  task 
of  its  adherents  "is  to  explain  the 
actual  formation  of  conduct  in  so- 
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cial  interaction  ...  (so)  they  empha- 
size meaning,  arguing  that  people 
act  on  the  basis  of  meanings  they 
construct  in  social  interaction."’^  This 
world  view  forms  an  appropriate 
backdrop  for  a study  of  the  process 
by  which  ACOAs,  through  their 
social  interactions,  achieve  perceived 
satisfactory  life  outcomes.  If  it  is  their 
perception  that  they  are  doing  well, 
only  they  can  relate  the  means  by 
which  this  has  been  accomplished. 
In  a grounded  theory  study,  it  is  es- 
sential to  remain  "grounded"  in  the 
data.  The  data  in  the  proposed  study 
are  the  reports  by  the  subjects  them- 
selves of  their  experiences  and  per- 
ceptions related  to  their  positive  life 
outcomes  and  the  process  by  which 
they  reached  these  ends. 

A grounded  theory  study  may 
yield  either  formal  or  substantive 
theory.  The  product  of  the  proposed 
study  will  be  a substantive  theory, 
ie,  one  which  delimits  a "specific, 
circumscribed,  and  empirical  area 
of  inquiry"  and  one  which  can  be 
used  to  build  formal  theory  and  to 
generate  effective  interventions  for 
the  target  population.^”  The  design 
of  the  study  will  be  such  that,  through 
inductive  processes,  a theory 
emerges  from  the  data.  The  purpose 
of  this  study,  then,  will  be  to  gener- 
ate a substantive  theory,  addressing 
the  specific  phenomenon  of  self-per- 
ceived positive  ACOA  life  outcomes. 

Subjects  in  this  study  will  be 
adults  18  years  of  age  and  older, 
specifically,  those  adult  children  of 
alcoholic  parents  who  perceive  that 
they  have  achieved  positive  life 
outcomes.  Accounts  of  the  effects  of 
growing  up  in  an  alcoholic  family 
are  numerous  but  inconclusive.  Still 
less  is  known  about  positive  out- 
comes in  either  children  or  adults. 
This  study  will  be  limited  to  adults. 
No  restrictions  will  be  placed  on 
subjects'  eligibility  for  inclusion  in 
the  study  other  than  their  having 
identified  themselves  as  adult  chil- 
dren of  alcoholic  parents  and  their 
stated  perception  that  they  have 
achieved  positive  life  outcomes.  No 


assumptions  will  be  made  about  the 
means  by  which  these  outcomes 
have  occurred,  eg,  self-help  pro- 
grams, support  groups,  or  profes- 
sional intervention,  which  could  be 
unfairly  or  prematurely  inferred  as 
major  contributing  factors.  Subjects 
will  be  solicited  initially  through 
classified  advertisements  placed  in 
area  newspapers,  rather  than  from 
support  groups  such  as  Al-Anon.  It 
is  anticipated  that  more  subjects  will 
be  contacted  as  needed  through  the 
so-called  "snowball  effect."  Flyers 
will  also  be  posted  throughout  the 
community. 

In  grounded  theory  research,  it  is 
generally  acknowledged  that  the  in- 
vestigator is  the  instrument.  In  this 
study,  an  open-ended  interview 
format  and  an  initial  interview  guide 
will  be  used.  Because  data  collection 
and  analysis  proceed  simultane- 
ously, the  interview  guide  will  be 
modified  accordingly.  Using  the 
interview  guide,  the  interviewer  will 
tape-record  interviews  expected  to 
be  approximately  one  hour  in  length. 
Probes  will  be  employed  to  encour- 
age further  verbalization.  Field 
notes,  journal  notes,  and  memos  will 
also  be  recorded. 

Interviews  will  be  transcribed 
verbatim  and  analyzed  by  means  of 
constant  comparative  analysis,  the 
method  described  by  Glaser  and 
Strauss,^’  which  employs  explicit 
coding  and  analytic  procedures.  The 
first  level  of  coding  involves  open  or 
substantive  coding  in  which  the  data 
are  analyzed  word  by  word  so  as  to 
indicate  general  ideas  and  dimen- 
sions in  the  data  and  their  relevance 
to  the  phenomenon  of  study.  These 
ideas  and  dimensions  may  include 
the  conditions,  interactions  among 
the  actors,  strategies  and  tactics,  and 
consequences.^  General  categories 
and  concepts  will  begin  to  be  identi- 
fied. 

Further  analysis  will  entail  axial 
coding,  coding  which  revolves 
around  the  emerging  categories.  This 
technique  involves  intense  analytic 
activity  and  again  requires  close 


scrutiny  of  the  conditions,  interac- 
tion, consequences,  etc,  one  category 
at  a time.^ 

Selective  coding  is  defined  as  "the 
process  of  selecting  the  core  cate- 
gory, systematically  relating  it  to 
other  categories,  validating  those 
relationships,  and  filling  in  catego- 
ries that  need  further  refinement  and 
development."’*  The  core  category 
or  phenomenon  will  be  the  basis  for 
the  emerging  theoretical  formula- 
tion. Interviews  of  subjects  at  this 
juncture  will  involve  theoretical 
sampling,  accumulation  of  dense 
data  which  further  elucidate  the 
theoretical  constructs.^”  Theoretical 
sampling  will  be  done  on  the  basis 
of  concepts  which  have  been  shown 
to  possess  demonstrated  theoretical 
relevance  to  the  emerging  theory.’* 
Data  analysis  in  grounded  theory, 
then,  depends  on  the  process  of 
constant  comparative  analysis. 
Constant  comparative  analysis  in- 
corporates four  main  procedures: 
comparing  incidents  applicable  to 
each  category  described,  integrat- 
ing categories  and  their  properties, 
delimiting  the  theory,  and,  finally, 
writing  the  substantive  theory  it- 
self.^’ The  product  of  this  study  will 
be  a substantive  theory  which  de- 
scribes the  experiences  of  adult  chil- 
dren of  alcoholic  parents  who  per- 
ceive they  have  attained  positive  life 
outcomes. 

Conclusion 

In  conclusion,  it  must  be  said  that  to 
be  an  ACOA  is  not  necessarily  to  be 
sentenced  to  a lifetime  of  unhappi- 
ness. There  are  at  least  two  distinct 
groups  of  ACOAs:  those  who  have 
problems  directly  attributable  to 
their  family  background  and  those 
who,  despite  less  than  optimal  fam- 
ily conditions,  have  reported  posi- 
tive Life  outcomes.  It  has  indeed  been 
the  experience  of  the  authors  that 
there  are  those  ACOAs  who  per- 
ceive that  they  have  done  well  in 
life. 

Knowing  more  about  ACOAs 
who  do  well  will  be  helpful  in  un- 
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derstanding  and  assisting  all 
ACOAs,  and  since  theory  develop- 
ment in  the  field  of  ACOA  research 
is  lacking,  the  most  appropriate 
method  for  answering  the  research 
questions  in  this  study  is  the 
grounded  theory  approach.  Discov- 
ery of  the  process  by  which  positive 
life  outcomes  are  achieved  can  be 
accomplished  most  directly  by  fo- 
cusing the  inquiry  upon  the  experi- 
encing persons  themselves.  There  is 
a compelling  need,  especially  in  the 
health-oriented  discipline  of  nurs- 
ing, to  focus  more  acutely  and  holis- 
tically on  human  strengths,  and  not 
just  on  the  weaknesses. 

(Note:  The  study  proposed  in 
this  article  is  supported  in  part  by 
awards  from  Eta  Nu  Chapter,  Sigma 
Theta  Tau  International,  and  the 
Wisconsin  Nurses  Foundation.) 
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the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


f M M tci  iX  p,'  ^ V »i  >■'  t y s!  .C.tJC/tpA\>r.y 


Jerome  E.  Kronsnoble,  William  E.  Herte 

Suite  20,  850  Elm  Grove  Road,  Elm  Grove,  WI 53122,  (414)  784-3780,  (800)  437-4326 
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ciety  from  1978  until  1983,  when  he 
joined  the  anesthesiology  group. 
Adams  graduated  from  Lenoir 
Rhyne  College  in  Hickory,  NC. 

Harry  J.  Zemel,  MD 

Fond  du  Lac 
Treasurer 
Director,  District  5 
(1993-1994) 

Dr  Zemel  was  first  elected  to  the 
Board  in  1987.  He  graduated  from 
the  University  of  Missouri  School  of 
Medicine  and  specializes  in  pathol- 
ogy. Dr  Zemel  has  been  chair  of  the 
Finance  Committee  since  1989.  He 
is  also  a member  of  the  Ad  Hoc 
Membership  Committee  and  was 


George  R.  Schneider,  MD 


Thomas  A.  Reminga,  MD 


president  of  the  Fond  du  Lac  County 
Medical  Society  in  1979. 

William  J.  Listwan,  MD 

West  Bend 

Immediate  Past  President 
(1993-1994) 

William  J.  Listwan,  MD,  an  internist 
from  West  Bend,  graduated  from 
the  Medical  College  of  Wisconsin. 
Dr  Listwan  has  been  a member  of 
the  SMS  Board  of  Directors  since 
1984,  representing  District  1 (south- 
east Wisconsin).  He  has  served  as  a 
member  of  the  Physicians  Alliance 
Commission  and  chair  of  the  Medi- 
cal Liability  Committee.  Dr  List- 
wan currently  chairs  the  SMS  Task 
Force  on  Domestic  Violence.  He 


Richard  H.  Strassburger,  MD 


Timothy  G.  McAi>oy,  MD 


also  sits  on  the  board  of  directors  of 
the  Physicians  Insurance  Company 
of  Wisconsin.  Dr  Listwan  was 
elected  president  of  the  Washington 
County  Medical  Society  and  served 
from  1976  to  1977.  He  also  served  as 
president  of  the  Wisconsin  Society 
of  Internal  Medicine  from  1989  to 
1990.  Dr  Listwan  is  currently  a mem- 
ber of  the  WISP  AC  Board.  A mem- 
ber of  the  medical  staff  at  St.  Jo- 
seph's Community  Hospital  of  West 
Bend  since  1974,  Dr  Listwan  served 
as  president  of  the  hospital's  medi- 
cal staff  from  1986-1988.  He  was 
named  medical  director  of  respira- 
tory therapy  at  St.  Joseph's  Commu- 
nity Hospital  in  1979,  and  continues 
Continued  on  next  page 
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Charles  E.  Pechous,  Jr,  MD 


Jay  F.  Schamberg,  MD 


to  serve  in  that  capacity.  DrListwan 
is  an  assistant  clinical  professor  of 
i medicine  at  the  Medici  College  of 
j Wisconsin  and  serves  as  medical 
' director  for  several  West  Bend  in- 
dustries. 

Sandra  L.  Osborn,  MD 
Madison 

Speaker,  House  of  Delegates 
(1993-1994) 

Dr  Osborn,  whose  specialty  is  pedi- 
atrics, graduated  from  the  Univer- 
sity of  Wisconsin  Medical  School  in 
Madison.  She  is  a member  of  the 
WISPAC  Board  of  Directors  and  co- 
chair of  the  SMS / WN  A Committee. 
Dr  Osborn  served  as  president  of 


Marcia  J.  S.  Richards,  MD 


Cyril  M.  (Kim)  Hetsko,  MD 


the  Dane  County  Medical  Society 
from  1982  to  1983.  She  has  also  served 
as  chair  of  the  SMS  Committee  on 
Women  Physicians,  the  House  of 
Delegates  Nominating  Committee, 
the  Credentials  Committee  and  the 
Reference  Committee  on  Scientific 
Affairs.  Dr  Osborn  also  served  on 
the  Ad  Hoc  Committee  on  Child 
Abuse  and  Neglect. 

Kenneth  I.  Gold,  MD 

Beloit 

Vice  speaker,  House  of  Delegates 
(1992-1994) 

Dr  Gold,  whose  specialty  is  internal 
medicine,  graduated  from  the  State 
University  of  New  York-Downstate. 


John  E.  Ridley,  III,  MD 


Jerry  M.  Ingalls,  MD 


He  completed  a residency  in  inter- 
nal medicine  at  University  Hospital 
in  Columbus,  Ohio,  and  a fellow- 
ship in  psychiatry  and  medicine  at 
Strong  Memorial  Hospital,  Roches- 
ter, NY.  Dr  Gold  served  on  the  SMS 
Commission  on  Continuing  Medi- 
cal Education  for  9 years,  and  was 
chair  for  3 years.  He  is  currently 
chief  of  staff  at  Beloit  Memorial 
Hospital,  and  has  served  as  presi- 
dent of  Rock  County  Medical  Soci- 
ety, president  of  Wisconsin  Society 
of  Internal  Medicine,  and  a secre- 
tary for  the  Wisconsin  Chapter  of 
American  College  of  Physicians.  He 
is  an  editorial  associate  of  the  Wis- 
Con tinned  on  next  page 
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Richard  H.  Ulmer,  MD 
Marshfield 

Chair,  Board  of  Directors 
Director,  District  4 
(1992-1995) 

Dr  Ulmer  was  elected  to  the  Board 
of  Directors  in  1986  and  served  as 
vice  chair  from  1987  to  1989  at  which 
time  he  was  elected  chair.  A gradu- 
ate of  the  Stritch  School  of  Medicine 
at  Loyola  University  in  Chicago,  he 
specializes  in  internal  medicine  and 
cardiovascular  diseases.  He  com- 
pleted a rotating  internship  and  resi- 
dency at  the  University  of  Chicago 
Hospital.  He  was  a member  of  the 
House  of  Delegate's  Nominating 
Committee  from  1978  to  1980  and 
has  served  as  an  alternate  delegate 
to  the  AM  A since  1983.  He  is  a past 
president  of  the  Wood  County 
Medical  Society. 

Raymond  C.  Zastrow,  MD 
Milwaukee 

Vice  chair.  Board  of  Directors 
Director,  District  1 
(1992-1995) 

Dr  Zastrow,  who  specializes  in  clini- 
cal pathology,  graduated  from 
Marquette  University  School  of 
Medicine  (now  the  Medical  College 


Ayaz  M.  Samadani,  MD 


of  Wisconsin).  He  served  on  the 
SMS  Physicians  Alliance  Commis- 
sion from  1977  to  1989  and  is  a 
member  of  the  WISPAC  Board  of 
Directors.  He  served  as  chair  of  the 
SMS  bylaws  committee,  a member 
of  the  Finance  Committee  and  was 
an  alternate  delegate  to  the  AMA  in 
1983  to  1984.  Dr  Zastrow  has  also 
served  on  the  SMS  ad  hoc  commit- 
tee on  the  Health  Policy  Agenda  for 
the  American  People  (HP A). 

George  R.  Schneider,  MD 
West  Allis 
Director,  District  1 
(1991-1994) 

A specialist  in  internal  medicine.  Dr 
Schneider  graduated  from  Mar- 
quette University  School  of  Medi- 
cine (now  the  Medical  College  of 
Wisconsin)  in  Milwaukee  and  served 
an  internship  at  the  University  of 
Missouri  Medical  Center  in  Colum- 
bia. He  also  completed  a residency 
at  the  Medical  College.  Dr  Schnei- 
der is  a member  of  the  American 
Society  of  Internal  Medicine  and  the 
American  College  of  Physicians. 

Richard  H.  Strassburger,  MD 
Cudahy 

Director,  District  1 
(1991-1994) 

Dr  Strassburger  received  his  medi- 


Paul A.  Wertsch,  MD 


cal  degree  from  St  Louis  University. 
A specialist  in  neurosurgery,  he 
served  an  internship  at  Milwaukee 
County  Hospital  and  residencies  at 
Milwaukee  Coimty  Hospital  and  the 
University  of  Minnesota.  Dr 
Strassburger  is  also  a director  of  the 
Medical  Society  of  Milwaukee 
County. 

Robert  F.  Purtell,  Jr,  MD 

Milwaukee 
Director,  District  1 
(1992-1995) 

A family  physician.  Dr  Purtell  gradu- 
ated from  Marquette  University 
School  of  Medicine  (now  the  Medi- 
cal College  of  Wisconsin)  in  Mil- 
waukee and  served  an  internship  at 
Misericordia  Hospital.  He  com- 
pleted a residency  at  St  Joseph's 
Hospital,  also  in  Milwaukee.  Dr 
Purtell  was  a member  of  the  SMS 
Physicians  Alliance  Commission 
from  1977  to  1989,  having  served  as 
chair.  He  is  also  active  in  the  Ameri- 
can Academy  of  Family  Physicians 
(A AFP)  and  serves  as  an  SMS  alter- 
nate delegate  to  the  AMA.  He  is  a 
member  of  the  Wisconsin  delega- 
tion to  the  AAFP,  a past  president  of 
the  Wisconsin  Academy  and  a past 
president  of  the  Marquette-Medical 
College  of  Wisconsin  Medical 
Alumni  Association. 

Continued  on  page  346 
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Do  You  Suffer  From  CPS? 


If  your  office  processes  health  insurance  claims, 
you  probably  suffer  the  stress  and  frustration  symp- 
toms of  Claims  Processing  Syndrome™.  Left 
untreated,  this  insidious  affliction  has  long  term 
effects  like  lost  employee  productivity,  delayed 
reimbursements  due  to  errors  or  omissions,  and 
dramatically  reduced  cash  flow. 

F ortunately  there  ’ s a cure  that  ’ s 
just  what  the  doctor  ordered.  Fal- 
con Medical  Systems/EMC™  is 
an  efficient  claims  management 
method  that  enables  staff  (even 
those  with  no  previous  computer 
experience!)  to  easily  process  all 
health  insurance  claims  electroni- 
cally. 

Unlike  most  EMC  software,  FMS/EMC  error 
checks  HCFA-1500  information  filled  out  manu- 
ally or  kept  in  your  A/R  system.  Missing  or  inaccu- 
rate information  is  corrected  or  replaced  with  known 
practice  information  and  any  remaining  discrepan- 
cies are  flagged  for  editing.  In  minutes,  all  finished 
claims  are  then  transmitted  over  a regular  phone 


line  to  our  on-site  clearinghouse,  JDA  Electronic 
Information  Services,  Inc. 

Talk  about  speedy  recoveries!  Resubmissions 
are  almost  non-existent  with  error  rates  approach- 
ing less  than  two  percent.  Critical  signs  like  cash 
flow  improve  since  collections  are  speeded  up  to  an 
average  of  14  days  from  submission.  To  top  it  off, 
administrative  and  per  claim  costs  are  reduced 
dramatically  as  well. 

Call  Falcon  Medical  Systems  at  (800)  535-1607 
for  the  name  of  the  Authorized  FMS  Dealer  closest 
to  you.  They’ll  make  a “house  call”  to  evaluate  your 
current  processing  method  versus  FMS/EMC  and 
show  you  just  how  easy  it  is  to  help  your  office 
permanently  recover  from  the  dreadful  scourge 
known  as  CPS. 


FALCON 

MEDICAL  SYSTEMS 

65  East  Palatine  Road 
Prospect  Heights,  IL  60070 
708-541-3933 


NEIC 


© 1 993  Falcon  Medical  Systems,  Inc.  All  rights  reserved.  Falcon.  Falcon  Medical 
Systems/EMC.  FMS/EMC  and  Claims  Processing  Syndrome  are  trademarks  of 
Falcon  Systems,  Inc. 


Andrew  B.  Crummy,  Jr,  MD 
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Thomas  A.  Reminga,  MD 
Milwaukee 
Director,  District  1 
(1992-1995) 

Dr  Reminga,  whose  specialty  is 
emergency  medicine,  graduated 
from  the  University  of  Michigan 
Medical  School  and  completed  his 
residency  at  the  University  of  Chi- 
cago. He  was  a member  of  the  SMS 
Health  Planning  Commission,  has 
served  as  an  alternate  delegate  to 
the  SMS  and  is  currently  a member 
of  the  Finance  Committee.  He  has 
served  as  president  of  the  Wiscon- 
sin American  College  of  Emergency 
Physicians  and  as  president  of  the 
Medical  Society  of  Milwaukee 
County.  He  is  the  director  of  Emer- 
gency Health  Services  of  Milwau- 
kee County. 

Timothy  G.  McAvoy,  MD 
Waukesha 
Director,  District  1 
(1993-1996) 

Dr  McAvoy  graduated  from  New 
York  Medical  College.  Specializing 
in  internal  medicine  and  emergency 
medicine.  Dr  McAvoy  served  his 
internship  at  Boston  City  Hospital. 
His  residency  was  completed  at 
Boston  City  Hospital  and  the  Uni- 
versity of  Wisconsin  Hospital  and 
Clinics  in  Madison.  He  served  as 


Mark  H.  AndreuJ,  MD 


president  of  the  Waukesha  County 
Medical  Society  and  has  been  a 
member  of  the  Physicians  Alliance 
Commission  since  1987. 

Marvin  G.  Parker,  MD 

Racine 

Director,  District  1 
(1993-1996) 

An  hematologist.  Dr  Parker  received 
his  medical  degree  from  the  Univer- 
sity of  Missouri  in  St  Louis,  and 
served  his  residency  and  fellowship 
in  internal  medicine  and  hematol- 
ogy at  the  University  of  Missouri. 
Dr  Parker  began  practice  in  Racine 
in  1966,  and  in  1986,  joined  SC 
Johnson  Wax  as  corporate  director 
of  occupational  and  preventive 
medicine  and  in  1990  became  vice 
president  of  Corporate  Medical 
Affairs.  He  has  chaired  the  SMS 
Health  Planning  Commission  for 
five  years  and  also  chaired  the  SMS 
Task  Force  on  Medical  Manpower. 

Charles  E.  Pechous  Jr,  MD 
Kenosha 

Director,  District  1 
(1993-1996) 

Dr  Pechous,  a family  practitioner 
and  general  surgeon,  graduated 
from  Loyola-Stritch  School  of  Medi- 
cine. His  internship  and  residency 
were  completed  at  Cook  County 
Hospital  in  Chicago.  Currently,  he 


Jack  M.  Lockhart,  MD 


is  the  medical  director  at  the  Mod- 
ine  Company  in  Racine.  He  is  a 
member  of  the  American  College  of 
Surgeons  and  the  Wisconsin  Chap- 
ter of  the  American  College  of  Sur- 
geons. 

Marcia  J.S.  Richards,  MD 

Milwaukee 
Director,  District  1 
(1993-1996) 

Dr  Richards  received  her  medical 
degree  from  the  University  of  Wis- 
consin Medical  School  in  Madison 
and  completed  an  internship  and  a 
residency  at  University  Hospitals. 
A board-certified  specialist  in  radia- 
tion oncology,  she  is  currently  di- 
rector of  radiation  oncology  at  St 
Luke's  Medical  Center  in  Milwau- 
kee and  is  a past  president  of  the 
Medical  Society  of  Milwaukee 
County.  She  has  also  served  as  sec- 
retary-treasurer of  the  organization 
and  is  a past  president  of  the  Wis- 
consin Society  of  Radiation  Oncolo- 
gists and  secretary- treasurer  of  the 
Wisconsin  Radiological  Society.  Dr 
Richards  has  been  a delegate  to  the 
SMS  since  1983.  She  is  active  in  the 
Wisconsin  Division  of  the  American 
Cancer  Society,  having  served  as 
chair  of  its  Breast  Cancer  Detection 
Awareness  Project  and  as  a member 
of  its  board  of  directors,  and  is  cur- 
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rently  chair  of  the  Professional 
Education  Committee. 

John  E.  Ridley,  III,  MD 

Milwaukee 
Director,  District  1 
(1993-1996) 

Dr  Ridley,  an  ophthalmologist, 
graduated  from  the  University  of 
Indiana  School  of  Medicine.  His 
residency  was  completed  at  the 
Marquette  School  of  Medicine.  He 
is  currently  the  assistant  clinical 
instructor  in  ophthalmology  at  the 
Medical  College  of  Wisconsin.  Dr 
Ridley  served  as  a captain  in  the  US 
Air  Force  from  1961  to  1963.  He  is  a 
member  of  the  Milwaukee  Ophthal- 
mology Society  and  the  American 
Academy  of  Ophthalmology. 

Jay  F.  Schamberg,  MD 
Waukesha 
Director,  District  1 
(1993-1996) 

A pathologist.  Dr  Schamberg  re- 
ceived his  medical  degree  from 
Hahneman  Medical  College  and 
served  his  internship  at  Chestnut 
Hill  Hospital  in  Philadelphia.  Dr 
Schamberg  completed  his  residency 
at  the  Peter  Bent  Brigham  Hospital 
in  Boston  and  the  University  of 
Vermont  Hospital  in  Burlington.  He 
serves  on  the  medical  staffs  of 
Community  Memorial  Hospital  and 
West  Allis  Memorial  Hospital.  Dr 


Robert  J.  Jaeger,  MD 


Schamberg  is  president  elect  of  the 
Wisconsin  Society  of  Pathologists 
and  a past  president  of  Waukesha 
County  Medical  Society. 

Cyril  M.  (Kim)  Hetsko,  MD 
Madison 

Director,  District  2 
(1993-1994) 

Dr  Hetsko,  a past  president  of  the 
SMS,  graduated  from  the  Univer- 
sity of  Rochester  School  of  Medicine 
and  Dentistry  and  completed  his  in- 
ternship and  residency  and  was  chief 
resident  at  the  University  of  Wis- 
consin Hospitals.  He  has  been  a 
member  of  the  Dean  Medical  Center 
since  1975  and  is  a clinical  associate 
professor  of  medicine  at  the  Univer- 
sity of  Wisconsin,  Madison.  Dr 
Hetsko  is  active  in  the  Wisconsin 
Society  of  Internal  Medicine,  serv- 
ing as  president  from  1987  to  1988. 
He  is  chair  of  the  SMS  Task  Force  on 
AIDS.  In  addition,  he  was  vice 
speaker  of  the  SMS  House  of  Dele- 
gates; a member  of  the  Task  Force 
on  RBRVS,  Strategic  Planning 
Committee,  and  Task  Force  on 
Physician  Discipline  and  Review; 
and  served  on  the  SMS  Board  of 
Directors  for  9 years  and  was  chair 
of  its  Finance  Committee.  He  has 
been  a member  of  the  Wisconsin 
delegation  to  the  AM  A since  1983, 
serving  as  alternate  delegate  and 
current  secretary.  He  is  a past  chair 


William  E.  Raduege,  MD 


of  the  Department  of  Medicine  at  St 
Mary's  Hospital  Medical  Center, 
Madison,  and  was  a member  of  its 
Medical  Staff  Executive  Committee. 
He  is  currently  a member  of  the 
Infection  Control  and  Pharmacy  and 
Therapeutic  committees,  as  well  as 
a past  member  of  its  Institutional 
Review  Board.  He  has  received  the 
Presidential  Award  from  the  Dane 
County  Medical  Society  and  the  SMS 
Meritorious  Service  Award.  Dr 
Hetsko  is  now  a trustee  of  the  Ameri- 
can Society  of  Internal  Medicine. 

Jerry  M.  Ingalls,  MD 

Monroe 

Director,  District  2 
(1992-1994) 

Dr  Ingalls,  is  the  medical  director  of 
St.  Clare  Hospital/ The  Monroe 
Clinic  and  director  of  the  Occupa- 
tional Medicine  department.  He 
graduated  from  Duke  University, 
Durham,  North  Carolina,  completed 
his  internship  and  residency  at  Ehike 
University  and  the  University  of 
Oklahoma.  A past  president  of  the 
Illinois  State  Medical  Society  (1975), 
he  presently  serves  on  the  SMS 
Committee  on  Health  Care  Financ- 
ing and  Delivery  and  is  chairman  of 
the  SMS  Task  Force  on  Parameters 
of  Practice  and  Outcomes  Manage- 
ment. Dr  Ingalls  also  is  an  SMS  rep- 
resentative on  the  1992  Wisconsin 
Continued  on  next  page 
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Teriy  L.  Hankey,  MD 
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Hospital  Association  and  Wiscon- 
sin Manufacturers  Association  Task 
Force. 

Ayaz  M.  Samadani,  MD 
Beaver  Dam 
Director,  District  2 
(1991-1994) 

A family  physician.  Dr  Samadani 
received  his  medical  degree  in  Paki- 
stan. He  served  his  internship  at 
Henrotin  Hospitals  in  Chicago.  He 
spent  5 years  of  post  graduate  train- 
ing in  internal  medicine  and  pediat- 
rics in  London.  He  is  a fellow  of  the 
Royal  Society  of  Tropical  Medicine 
and  Hygiene  and  certified  in  child 
health  from  the  Royal  College  of 
Physicians  and  Surgeons  of  London. 
He  has  been  in  practice  in  Beaver 
Dam  since  1971,  and  is  chair  of  the 
pediatric  department  of  Beaver  Dam 
Community  Hospital.  He  has  served 
as  secretary  and  president  of  Dodge 
County  Medical  Society  and  is  presi- 
dent of  the  Wisconsin  chapter  of  the 
Association  of  Pakistani  Physicians 
of  North  America.  He  is  a fellow  of 
the  American  Academy  of  Family 
Physicians. 

Paul  A.  Wertsch,  MD 

Madison 

Director,  District  2 
(1993-1994) 

Dr  Wertsch  graduated  from  the  Uni- 


Josqjh  C.  DiRaimondo,  MD 


versity  of  Wisconsin  Medical  School 
in  1970.  He  completed  a rotating 
internship  at  St.  Paul  Ramsey  Hos- 
pital and  a family  practice  residency 
at  USPHS  Indian  Hospital  in  Gal- 
lup, N.M.  He  was  a co-founder  of 
the  Wildwood  Family  Clinic,  where 
he  has  been  practicing  since  1978. 
Dr  Wertsch  was  chair  of  the  Depart- 
ment of  Family  Practice,  St.  Mary's 
Hospital  Medical  Center  from  1983- 
1986  and  Chief  of  Staff  at  St.  Mary's 
from  1988-1990.  He  chaired  the 
Credentials  Committee  at  St.  Mary's 
from  1986-1988.  He  was  president 
of  the  Dane  County  Medical  Society 
in  1990-91.  He  was  an  alternate 
delegate  to  the  SMS  from  1986-1989 
and  a delegate  from  1989  to  the 
present.  Committee  experience 
includes  credentials,  pharmacy  and 
therapeutics,  utilization,  bio-ethics, 
integrated  quality  assurance,  by- 
laws, medical  records,  and  execu- 
tive. 

John  D.  Wegenke,  MD 

Madison 

Director,  District  2 
(1992-1995) 

Dr  Wegenke,  a urologist,  graduated 
from  the  University  of  Wisconsin 
Medical  School  in  Madison.  He 
served  an  internship  at  San  Joaquin 
General  Hospital  in  Stockton,  Calif, 
and  internships  in  general  surgery 


Stephen  D.  Hathway,  MD 


and  urology  at  University  Hospital 
and  Clinics  in  Madison.  He  is  an 
editorial  associate  for  the  Wisconsin 
Medical  Journal,  and  has  served  the 
Dane  County  Medical  Society  in 
various  offices,  including  president. 

Andrew  B.  Crummy,  Jr,  MD 

Madison 

Director,  District  2 
(1993-1996) 

Dr  Crummy  is  a professor  of  radiol- 
ogy at  the  University  of  Wisconsin 
Hospital  and  Clinics.  A native  of 
New  Jersey,  Dr  Crummy  graduated 
from  Boston  University  Medical 
School  and  served  his  residency  at 
University  Hospital  and  Clinics  in 
Madison.  He  has  been  a member  of 
the  editorial  board  for  the  Wisconsin 
Medical  Journal  since  1985. 

Mark  H.  Andrew,  MD 
Viroqua 

Director,  District  3 
(1992-1995) 

Dr  Andrew,  a general  surgeon, 
graduated  from  the  University  of 
Wisconsin  Medical  School,  and 
served  his  internship  and  residency 
at  Southwestern  Michigan  Area 
Health  Education  Center  in  Kala- 
mazoo. He  was  elected  chairman  of 
the  Young  Physicians  Section  of  SMS 
in  1991.  He  also  is  a member  of  the 
SMS  Physicians  Alliance  Contmis- 
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John  E.  Kraus,  MD 

sion,  the  SMS  Ad  Hoc  Membership 
Committee  and  is  the  current  presi- 
dent of  the  Vernon  County  Medical 
Society. 

Jack  M.  Lockhart,  MD 

La  Crosse 
Director,  District  3 
(1992-1995) 

A specialist  in  rheumatology.  Dr 
Lockhart  graduated  from  Harvard 
Medical  School  and  served  an  in- 
ternship at  University  Hospitals  of 
Cleveland.  He  also  completed  fel- 
lowships at  the  University  of  Min- 
nesota Medical  School  in  Minnea- 
polis. Dr  Lockhart  has  served  as  a 


Philip  J.  Happe,  MD 


delegate  to  the  SMS  and  as  a mem- 
ber of  the  Nominating  Committee. 
He  also  served  on  the  SMS  Physi- 
cians Alliance  Commission  for  9 
years  and  is  a member  of  the  SMS 
Finance  Committee  and  the  Execu- 
tive Committee  of  the  La  Crosse 
County  Medical  Society. 

Robert  J.  Jaeger,  MD 

Stevens  Point 
Director,  District  4 
(1991-1994) 

Dr  Jaeger  is  a specialist  in  obstetrics 
and  gynecology.  He  attended  the 
University  of  Wisconsin  Medical 
School  and  served  an  internship  and 
residency  at  Milwaukee  County 
General  Hospital.  Dr  Jaeger  is  an 
assistant  clinical  professor  in  the  De- 
partment of  Obstetrics  and  Gyne- 
cology at  the  Medical  College  of 
Wisconsin  and  serves  on  the  board 
of  directors  of  the  University  of 
Wisconsin  Medical  Alumni  Asso- 
ciation. He  has  served  on  the  SMS 
Board  of  Directors  since  1988  and  is 
currently  a member  of  the  SMS 
Committee  on  Maternal  and  Child 
Health.  Dr  Jaeger  is  a member  of  the 
board  of  directors  for  the  Portage 
County  Medical  Society  as  well  as 
an  alternate  delegate.  He  is  presi- 
dent elect  of  the  Wisconsin  Society 
of  OB/ GYN  and  also  vice  chairman 
of  the  Wisconsin  Section  of  the 
American  College  of  Obstetrics  and 


Lloyd  R.  Colts,  MD 


Gynecology. 

William  E.  Raduege,  MD 
Woodruff 
Director,  District  4 
(1992-1995) 

William  E.  Raduege,  MD  has  served 
as  a board  member  since  1986.  He 
has  been  board  certified  as  a family 
practice  physician  since  1976  and 
has  been  practicing  medicine  in  the 
Lakeland  area  of  Minocqua- 
Woodruff  since  1973.  Dr  Raduege  is 
also  a prior  member  of  the  Commis- 
sion on  Mediation  and  Peer  Review 
from  1980-1989.  Additionally,  he  is 
the  current  delegate  to  the  State 
Medical  Society  from  the  Oneida- 
Vilas  County  chapter.  Currently, 
Dr  Raduege  is  an  assistant  clinical 
professor  with  the  Medical  College 
of  Wisconsin  and  serves  as  a Precep- 
tor with  the  University  of  Wisconsin 
Medical  School. 

James  L.  Basiliere,  MD 

Oshkosh 

Director,  District  5 
(1992-1995) 

Dr  Basiliere  was  first  elected  to  the 
Board  of  Directors  in  1986.  A board- 
certified  specialist  in  internal  medi- 
cine, Dr  Basiliere  graduated  from 
the  University  of  Wisconsin  Medi- 
cal School  in  Madison  and  served  an 
internship  and  a residency  at  the 
Continued  on  next  page 


Robert  L.  Sellers,  MD 
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San  Diego  Naval  Hospital.  He  is  a 
past  president  of  the  Winnebago 
County  Medical  Society,  past  presi- 
dent of  the  Fox  Valley  Academy  of 
Medicine  and  past  secretary  of  the 
Oshkosh  Area  Physicians  Associa- 
tion. Dr  Basiliere  has  been  a member 
of  the  Board  of  Directors  of  the 
Wisconsin  Medical  Alumni  Asso- 
ciation since  1988. 

Terry  L.  Hankey,  MD 

Waupaca 
Director,  District  5 
(1993-1996) 

Dr  Hankey  graduated  from  Wright 
State  University  and  Duke  Univer- 
sity Medical  College.  He  served  his 
residency  in  family  practice  in 
Madison.  He  has  been  in  practice  in 
Waupaca  for  18  years.  For  two  years, 
he  was  residency  director  at  the  UW 
Family  Practice  Residency  in  Wau- 
sau. He  is  past  president  of  the 
Wisconsin  Academy  of  Family 
Physicians  and  an  alternate  dele- 
gate to  the  AAFP.  He  is  a board 
member  of  the  Wisconsin  Institute 
of  Family  Medicine  and  a member 
of  the  AAFP  Committee  on  Health 
Education.  During  the  past  year.  Dr 
Hankey  has  been  chairman  of  the 
WAFP  Task  Force  on  Access  to  Care. 

Joseph  C.  DiRaimondo,  MD 
Manitowoc 
Director,  District  6 
(1991-1994) 

Dr  DiRaimondo  has  served  on  the 
Board  of  Directors  since  1985.  A 
specialist  in  orthopedic  surgery,  he 
graduated  from  Washington  Uni- 
versity Medical  School  in  St  Louis 
and  served  an  internship  and  resi- 
dency at  University  Hospital  and 
Clinics.  He  served  on  the  SMS  Phy- 
sicians Alliance  Commission  from 
1977  to  1990  and  is  a past  president 
of  the  Manitowoc  County  Medical 
Society. 

Stephen  D.  Hathway,  MD 

Green  Bay 
Director,  District  6 
(1992-1995) 


A pathologist.  Dr  Hathway  gradu- 
ated from  the  Indiana  University 
School  of  Medicine  in  Indianapolis 
and  completed  an  internship  and 
residency  at  the  South  Bend  Medi- 
cal Foundation  in  South  Bend,  Ind. 
Dr  Hathway  is  a member  of  the  SMS 
Health  Care  Financing  and  Deliv- 
ery Committee  and  served  on  the 
Committee  on  Alcoholism  and  Other 
Drug  Abuse.  He  is  also  a past  secre- 
tary of  the  Brown  County  Medical 
Society. 

John  E.  Kraus,  MD 

Marinette 
Director,  District  6 
(1992-1995) 

Dr  Kraus  has  been  a member  of  the 
Board  of  Directors  since  1986.  A 
specialist  in  internal  medicine,  he 
graduated  from  the  University  of 
Buffalo  School  of  Medicine.  He 
served  an  internship  in  internal 
medicine  at  the  Millard  Fillmore 
Hospital  in  Buffalo  and  residencies 
in  nephrology  at  Georgetown  Uni- 
versity Hospital  and  the  Cleveland 
Clinic. 

Philip  J.  Happe,  MD 

Eau  Claire 
Director,  District  7 
(1991-1994) 

A specialist  in  internal  medicine.  Dr 
Happe  graduated  from  Creighton 
University  Medical  School  in 
Omaha,  Neb,  and  served  an  intern- 
ship at  Ancker  and  St  Paul  Ramsey 


hospitals  in  St  Paul,  Minn.  He  com- 
pleted a residency  at  Creighton 
University  Affiliated  Hospital.  He 
is  a past  president  of  the  Eau  Claire- 
Dunn-Pepin  County  Medical  Soci- 
ety. Dr  Happe  was  first  elected  to 
the  Board  of  Directors  in  1985  and 
serves  on  the  Finance  Committee. 

Lloyd  R.  Cotts,  MD 

Rice  Lake 
Director,  District  7 
(1992-1995) 

Dr  Cotts  is  a primary  care  physician 
associated  with  the  Marshfield 
Clinic-Indianhead  Medical  Center. 
He  graduated  from  the  University 
of  Wisconsin  Medical  School  and 
served  his  internship  at  St.  Joseph's 
Hospital,  Marshfield.  Dr  Cotts 
served  on  the  SMS  Commission  on 
Mediation  and  Peer  Review  and  also 
served  on  the  WIPRO  Board.  He  has 
practiced  in  Rice  Lake  since  1957 
and  is  a past  president  of  the  Barron- 
Washburn-Burnett  County  Medical 
Society. 

Robert  L.  Sellers,  MD 
Superior 

Director,  District  8 
(1990-1993) 

Dr  Sellers  graduated  from  the  Uni- 
versity of  Illinois  School  of  Medi- 
cine and  is  in  family  practice.  He  is  a 
member  of  the  SMS  Finance  and 
Executive  committees.  In  addition. 
Dr  Sellers  is  a past  president  of  the 
Douglas  County  Medical  Society. ♦ 


The  1993  SMS  Board  of  Directors. 


350 


Wisconsin  Medical  Journal  • July  1993 


SMS  commissions  and  task  forces:  1993-1994 


The  following  is  a list  of  SMS  commissions  and  task 
forces,  and  their  members  for  1993-1994.  The  origi- 
nal year  of  each  member's  appointment,  as  well  as 
the  expiration  of  his  or  her  term,  at  the  annual  meet- 
ing of  the  year  designated  appears  with  each  mem- 
ber's name.  Chairs  of  commissions  are  appointed  for 
1-year  terms  by  the  Board  of  Directors.  Vice  chairs 
are  elected  at  the  first  meeting  of  each  commission 
following  the  annual  meeting.  This  issue  of  the  WMJ 
is  prepared  prior  to  most  of  these  elections;  therefore, 
some  commissions  will  not  include  these  designa- 
tions. 

Commissions 

Addictive  Diseases 

This  commission  shall  be  concerned  with  the  pre- 
vention, treatment,  and  rehabilitation  for  persons 
affected  by  addictive  disorders,  with  an  emphasis  on 
alcohol  and  other  types  of  drug  abuse. 


David  Benzer,  DO,  Wauwatosa,  1985/1991-1994, 
chair 

John  R.  Gladieux,  MD,  Milwaukee,  1988/1991-1994 
Brian  E.  Lochen,  MD,  Madison,  1991/1991-1994 
Edward  O.  Lukasek,  MD,  Sparta,  1986/1991-1994 
Randall  J.  Kieser,  MD,  Madison,  1992/1992-1995, 
vice  chair 

George  Locher,  MD,  Wausau,  1993/1993-1995 
Thomas  H.  Peterson,  MD,  Wausau,  1989/1992-1995 
Anne  M.  G.  Schierl,  MD,  Stevens  Point,  1989/1992- 
1995 

Leonard  W.  Worman,  MD,  Milwaukee,  1993/1993- 

1995 

Michael  G.  Deeken,  MD,  Wauwatosa,  1990/1993- 

1996 

Thomas  P.  Koehler,  MD,  Green  Bay,  1991  / 1993-1996 
Fred  H.  Koenecke,  Jr,  MD,  Madison,  1990/ 1993-1996 
Michael  M.  Miller,  MD,  Madison,  1990/1993-1996 
Sheila  W.  Sorkin,  MD,  Sheboygan,  1993/1993-1996 

Continued  on  next  page 


Looking  for 
answers  to  Eye  Care? 

Call  the  UW  Hospital  Eye  Clinic  Hotline! 

When  eye  care  questions  come  up,  there’s  a quick,  easy  way  to  find  the  answer. 

Call  the  Referring  Physicians  Hotline  at  the  University  of  Wisconsin  Hospital 
and  Clinics  Eye  Clinic.  We  offer  complete  pediatric  and  adult  eye  care, 
including  diagnostic  testing,  orthopedics,  low  vision  and  contact  lens  services. 

If  you  have  questions  about  eye  care  for  your  patients,  call  us  on  our  Referring 
Physicians  Hotline: 

In  Dane  County 608-263-0344 

Outside  Dane  County 608-800-446-0395 

i|  UNIVERSITY  OF  WISCONSIN 
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Sherry  Stormo,  Fond  du  Lac,  Alliance 

Staff  support:  Pat  Chritton/ Roberta  Mallet 

Continuing  Medical  Education 

This  commission  shall  consist  of  up  to  20  appointed 
members  and  the  deans  of  the  two  medical  schools  in 
Wisconsin,  or  their  designees,  with  vote.  It  shall  be 
responsible  for  all  matters  relating  to  the  whole 
continuum  of  medical  education,  i.e.,  medical  school 
and  residency  training  as  well  as  lifetime  medical 
learning  (continuing  medical  education).  In  addi- 
tion, it  shall  be  responsible  for  liaison  with  the  medi- 
cal schools  in  Wisconsin,  their  students,  residents, 
fellows  and  departments  of  continuing  medical 
education;  liaison  with  specialty  societies  in  the 
achievement  of  these  goals;  liaison  with  the  Com- 
mission on  Mediation  and  Peer  Review  and  the  Ad 
Hoc  Committee  on  Health  Planning  for  purposes  of 
implementing  continuing  medical  education  pro- 
grams related  to  responsibilities  and  activities  of 
these  two  groups;  and  the  scientific  program  of  the 
Annual  Meeting.  It  shall  be  responsible  for  accredi- 


Harry  Zemel,  MD,  delivers  the  treasurer's  report. 


tation  of  continuing  medical  education  in  hospitals 
and  other  institutions  or  organizations  within  the 
state,  but  shall  not  be  responsible  for  accreditation  of 
continuing  medical  education  within  the  state's 
medical  schools. 

Harold  G.  Danford,  MD,  Appleton,  1991/1991-1994 
Charles  E.  Fenlon,  MD,  Appleton,  1988/1991-1994 
Thomas  J.  Grau,  MD,  La  Crosse,  1991/1991-1994 
Elizabeth  T.  Sanfelippo,  MD,  Fond  du  Lac,  1990/ 
1991-1994 

Dianne  L.  Zwicke,  MD,  Milwaukee,  1987/1991-1994, 
chair 

Edward  F.  Banaszak,  MD,  Milwaukee,  1992/1992- 
1995 

Vernon  N.  Dodson,  MD,  Madison,  1992/1992-1995 
Warren  J.  Holtey,  MD,  Marshfield,  1990/1992-1995 
Kesavan  Kutty,  MD,  Milwaukee,  1993/1993-1995 
Carlos  N.  Machicao,  MD,  Marshfield,  1992/1992- 
1995 

L.  Cass  Terry,  MD,  Ph.D.,  Milwaukee,  1990/1992- 
1995 

John  W.  Beasley,  MD,  Madison,  1988/1993-1996 
Richard  P.  Day,  MD,  Madison,  1993/1993-1996 
James  M.  Lewis,  MD,  Baraboo,  1991/1993-1996 
George  Nemec,  Jr,  MD,  Woodruff,  1987/1993-1996 
Walter  J.  Vallejo,  MD,  La  Crosse,  1988/1993-1996 
Edward  Zupanc,  MD,  Monroe,  1986/1993-1996 

Medical  School  Deans'  designees: 

Thomas  C.  Meyer,  MD,  UW-Madison 

Timothy  J.  Van  Susteren,  Ph.D.,  Medical  College  of 

Wisconsin 

Staff  support:  Kristin  Krueger/ Lisa  Lawry 

Environmental  and  Occupational  Health 
This  commission  shall  be  concerned  with  the  health 
and  safety  of  persons  in  relation  to  their  environment 
and  occupation. 

Charles  A.  Capasso,  MD,  Neenah,  1986/1991-1994, 
chair 

Paul  F.  Durkee,  MD,  Beloit,  1985/1991-1994 
Julie  N.  Larsen,  MD,  Oconomowoc,  1992/1992-1994 
John  J.  Ouellette,  MD,  Madison,  1991/1991-1994 
James  M.  Pugely,  MD,  Milwaukee,  1993/1993-1994 
Mark  A.  Roberts,  MD,  Milwaukee,  1991/1991-1994 
Henry  A.  Anderson,  MD,  Madison,  1992/1992-1995 
James  L.  Basiliere,  MD,  Oshkosh,  1989/1992-1995 
Jane  K.  Sliwinski,  MD,  Green  Bay,  1990/1992-1995 
Sridhar  V.  Vasudevan,  MD,  Brookfield,  1989/1992- 
1995 

Carl  Zenz,  MD,  West  Allis,  1986/1992-1995 
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John  T.  Bolger,  MD,  Waukesha,  1990/1993-1996 
Robert  J.  Braco,  MD,  Neenah,  1992/1993-1996 
Larry  A.  Lindesmith,  MD,  La  Crosse,  1993/1993- 
1996 

Donald  B.  Lindorfer,  MD,  Waukesha,  1993/1993- 
1996 

Thomas  T.  Midthun,  MD,  Baraboo,  1993/1993-1996 
J.  Steven  Moore,  MD,  Milwaukee,  1985/1993-1996, 
vice  chair 

Susan  M.  Abell,  Kenosha,  WMGMA  representative 
Betty  Kuplic,  Sheboygan,  Alliance 

Staff  support:  Pat  Chritton/ Roberta  Mallet 

Geriatric  Health 

This  commission  shall  be  concerned  with  geriatric 
health  care  issues  and  services,  the  process  of  aging, 
and  the  means  to  achieve  the  best  possible  health 
status  and  care  for  the  aged.  This  shall  include 
services  provided  in  nursing  facilities  and  in  the 
home. 

Steven  G.  Brown,  MD,  Menomonie,  1991  / 1991-1994 
Paul  E.  Hankwitz,  MD,  Milwaukee,  1985/1991-1994, 


chair 

Richard  S.  Kane,  MD,  Milwaukee,  1989/1991-1994, 
vice  chair 

Edward  O.  Lukasek,  MD,  Sparta,  1988/1991-1994 
Joseph  N.  Blustein,  MD,  Madison,  1992/1992-1995 
Bruce  A.  Kraus,  MD,  Columbus,  1990/1992-1995 
Gary  J.  Leo,  DO,  Milwaukee,  1993/1993-1995 
Walter  Lewinnek,  MD,  Merrill,  1992/1992-1995 
Lawrence  J.  Drexler,  MD,  Marshfield,  1993/1993- 
1996 

Edwin  G.  May,  MD,  Stevens  Point,  1993/1993-1996 
Mark  A.  Sager,  MD,  Madison,  1990/1993-1996 
Thomas  H.  Williams,  MD,  Mukwonago,  1987/1993- 
1996 

Ronald  Menaker,  Marshfield,  WMGMA  representa- 
tive 

Sandra  Kontra,  Racine,  Alliance 
Staff  support:  Linda  Boyd/ Merry  Earll 
Governmental  Affairs 

This  commission  shall  plan,  organize,  and  imple- 
ment programs  to  protect  and  preserve  the  legisla- 

Continued  on  next  page 
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WANTED. 
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tive,  socioeconomic,  and  political  interests  of  the 
members  of  the  State  Medical  Society  of  Wisconsin. 
The  commission  shall  analyze  state  and  federal  leg- 
islation and  administrative  rules  and  policies,  and 
recommend  to  the  Board  of  Directors  specific  actions 
and  positions  designed  to  carry  out  this  responsibil- 
ity. The  commission  shall  also  inform  the  member- 
ship of  the  Society  regarding  proposed  legislation 
and  other  public  policy  initiatives,  seek  the  enact- 
ment of  legislation  for  the  best  interests  of  the  public, 
scientific  medicine,  and  the  medical  profession,  and 
promote  and  encourage  Society  members  to  be  po- 
litically active  individually  and  collectively.  This 
commission  shall  act  to  protect  the  socioeconomic 
interests  of  the  Society  membership  in  public  and 
private  health  care  delivery  systems  and  recom- 
mend to  the  Board  of  Directors  specific  strategies 
and  efforts  to  achieve  this  purpose.  This  commission 
shall  consist  of  members  appointed  by  the  Board  of 
Directors  in  a number  deemed  sufficient  to  execute 
the  responsibilities  delegated  to  the  commission. 
Membership  on  the  commission  shall  also  include  a 
representative  from  each  of  the  specialty  sections  of 
the  Society,  subject  to  approval  by  the  Board  of 
Directors.  These  representatives  shall  be  appointed 
by  the  sections  annually,  and  shall  have  the  right  to 
vote  on  all  matters  before  the  commission.  The  Presi- 
dent, President-elect,  Immediate  Past  President,  and 
Chairman  of  the  Board  of  the  Society  shall  serve  as  ex 
officio  members  of  the  commission  with  vote. 

Gregory  B.  Buck,  MD,  Wauwatosa,  1990/1991-1994 
Thomas  A.  Handrich,  MD,  Mequon,  1992/1992-1994 
Randall  J.  Kieser,  MD,  Madison,  1991/1991-1994 
Bruce  A.  Kraus,  MD,  Columbus,  1988/1991-1994 
Michael  C.  Reineck,  MD,  West  Bend,  1984/1991- 
1994,  chair 

Thomas  Slota,  MD,  Milwaukee,  1992/1992-1994 
Charles  L.  Steidinger,  MD,  Platteville,  1983/1991- 
1994 

Sheldon  A.  Wasserman,  MD,  Milwaukee,  1992/1992- 

1994 

Gary  L.  Bryant,  MD,  La  Crosse,  1993/1993-1995 
Carls.  Eisenberg,  MD,  Milwaukee,  1984/1992-1995, 
vice  chair 

Raymond  R.  Johnson,  MD,  Wauwatosa,  1993/1993- 

1995 

Michael  J.  Kryda,  MD,  Marshfield,  1989/1992-1995 
Larry  M.  Ojeda,  MD,  Beloit,  1989/1992-1995 
Michael  P.  Mehr,  MD,  Marshfield,  1985/1992-1995 
Bernard  F.  Micke,  MD,  Madison,  1986/1992-1995 
Joseph  E.  Trader,  MD,  Manitowoc,  1989/1992-1995 
Mark  H.  Andrew,  MD,  Viroqua,  1990/1993-1996 
Steven  K.  Dankle,  MD,  Milwaukee,  1990/1993-1996 


Vernon  N.  Dodson,  MD,  Madison,  1985/1993-1996 
Louis  C.  Hacker,  MD,  Marshfield,  1993/1993-1996 
James  W.  Hoftiezer,  MD,  Two  Rivers,  1993/1993- 
1996 

Timothy  G.  McAvoy,  MD,  Waukesha,  1987/1993- 
1996 

Robert  M.  Stem,  MD,  Milwaukee,  1990/1993-1996 
DeLore  Williams,  MD,  Elm  Grove,  1985/1993-1996 
Kevin  Hayden,  Superior,  WMGMA  representative 
Jeri  Cushman,  Racine,  Alliance 

President:  Pauline  M.  Jackson,  MD,  La  Crosse 
President-elect:  Richard  G.  Roberts,  MD,  Madison 
Immediate  Past  President:  William  J.  Listwan,  MD, 
West  Bend 

Chair  of  the  Board:  Richard  H.  Ulmer,  MD,  Marshfield 
Section  representatwes 

Allergy  Section:  Donald  A.  Bukstein,  MD,  Madison 
Anesthesiology  Section:  John  F.  Kreul,  MD,  Madison 
Dermatology  Section:  Eric  R.  Berg,  MD,  Madison 
Emergency  Medicine  Section:  Thomas  J.  Luetzow, 
MD,  Larsen 

Family  Physicians  Section:  Jack  Strong,  MD,  Maus- 
ton 

Internal  Medicine  Section:  Susan  L.  Turney,  MD, 
Marshfield 

Neurology  Section:  Gamber  F.  Tegtmeyer,  Jr,  MD, 
Madison 

Neurosurgery  Section:  Mohammed  Rafiullah,  MD, 
Racine 

Obstetrics-Gynecology  Section:  Robert  K.  DeMott, 
MD,  Green  Bay 

Ophthalmology  Section:  Jack  L.  Hughes,  MD, 
Wauwatosa 

Orthopaedic  Section:  Robert  O.  Buss,  MD,  Elm  Grove 
Otolaryngology  Section:  Ashley  G.  Anderson,  Jr, 
MD,  Madison 

Pathology  Section:  Roland  C.  Brown,  MD,  West 
Bend 

Pediatrics  Section:  Kathryn  P.  Nichol,  MD,  Milwau- 
kee 

Physical  Medicine  and  Rehabilitation  Section:  Keith 
B.  Sperling,  MD,  Madison 

Plastic  Surgery:  Benjamin  A.  VanRaalte,  MD,  Wau- 
kesha 

Psychiatry:  Robert  F.  Goerke,  MD,  Milwaukee 
Radiation  Oncology  Section:  Howard  J.  Lewis,  MD, 
Milwaukee 

Radiology:  Timothy  T.  Haherty,  MD,  Neenah 

(Other  Section  Representatives  to  be  appointed) 

Staff  support:  Mike  Kirby/Judy  Frey 

Continued  on  page  356 
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K Silkimilz,  CLU,  ChFC 
(|(  Manager 
I nsurance  Services,  Inc. 


Don  Ai mock,  LUTCF 
Milwaukee  District  Alamyer 
5A15  Insurance  Services,  Inc. 


Andy  LaVoi,  LUTCF 
Account  E.xeaitive 
Heil  Financial  Group,  Ltd 


Russ  Heil 
President 

Heil  Financial  Group,  Ltd. 


Being  There. 


\pa(r)-'f6r-m3n(t)s\  : accomplishment;  efficiency;  the Jiilfillmait  oj  a promise  or  request.  (Webster's  dictionary) 


Being  there,  in  person:  to  hear  your  concerns,  answer  your  ques- 
' tions,  and  prepare  the  best  insurance  programs  for  your  practice. 

Being  there,  at  medical  society  meetings  and  seminars:  to  keep  pace 
I with  health  care  trends  and  developments  that  affect  your  risk  exposure. 


Being  there,  as  your  community's  professional  liability  insurance 
specialist:  responsive,  reliable,  accountable. 

It  all  amounts  to  performance.  Your  local  PIC-Wisconsin  agent, 
through  SMS  Insurance  Services,  defines  it  with  a capital  "P." 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 


Continued  from  page  354 
Health  Care  Financing  and  Delivery 
This  commission  shall  be  concerned  with  all  aspects 
of  health  care  financing  and  delivery  systems,  in- 
cluding managed  health  care  plans,  and  shall  pro- 
mote an  ongoing  dialogue  on  these  issues  with  busi- 
ness, industry,  labor  and,  when  appropriate,  govern- 
ment agencies.  It  shall  also  be  concerned  with  access 
and  financing  issues  for  rural  and  inner  city  health. 

Richard  H.  Christenson,  MD,  Milwaukee,  1986/1991- 
1994 

Qyde  M.  Chumbley,  11,  MD,  Menomonee  Falls,  1991/ 
1991-1994 

Alfred  D.  Dally,  MD,  Madison,  1989/1991-1994 
Charles  V.  Ihle,  MD,  Eau  Claire,  1992/1992-1994 
Guenther  P.  Pohlmann,  MD,  Milwaukee,  1989/1991- 
1994 

Norman  J.  Schroeder,  11,  MD,  Green  Bay,  1989/1991- 
1994 

William  L.  Treacy,  MD,  Milwaukee,  1991 / 1991-1994 
Frank  H.  Urban,  MD,  Brookfield,  1993/1993-1994 
Paul  G.  Harkins,  MD,  Marshfield,  1990/1992-1995, 
vice  chair 

Peter  R.  Holzhauer,  MD,  Brookfield,  1993/1993-1995 
Jerry  M.  Ingalls,  MD,  Monroe,  1989/1992-1995 
Peter  L.  Loes,  MD,  Rhinelander,  1991/1992-1995 
Kermit  L.  Newcomer,  MD,  La  Crosse,  1987/1992- 
1995,  chair 

William  C.  Rupp,  MD,  Eau  Claire,  1993/1993-1995 
Warren  H.  Williamson,  MD,  Racine,  1984/ 1992-1995 
Edward  J.  Coleman,  MD,  Green  Bay,  1992/1993- 
1996 

Daniel  D.  Gilman,  DO,  Milwaukee,  1993/1993-1996 
Frank  S.  Guzowski,  MD,  Marshfield,  1993/1993- 
1996 

Kenneth  O.  Johnson,  MD,  Milwaukee,  1993/1993- 
1996 

Craig  Larson,  MD,  Milwaukee,  1993/1993-1996 
Rudolf  W.  Link,  MD,  Lodi,  1990/1993-1996 
Angelina  M.  Montemurro,  MD,  Kenosha,  1993/1993- 
1996 

Sam  J.  Romeo,  MD,  Milwaukee,  1993/1993-1996 
Joan  Albian,  Milwaukee,  WMGMA  representative 
Erik  Gundersen,  medical  student,  UW 

Medical  Assistance  Technical  Advisory 
Committee  (work  group) 

The  SMS  created  this  advisory  group  to  work  with 
the  Bureau  of  Health  Care  Financing  on  issues  of 
mutual  concern  regarding  the  Medicaid  program. 
Issues  for  the  group's  consideration  include:  MA 
reimbursement,  claims  issues  and  the  performance 
of  EDS,  copayments,  MA/HMCT s,  prior  authoriza- 
tions and  other  regulatory  requirements.  This  advi- 


sory group  is  a subcommission  of  the  Commission 
on  Health  Care  Financing  and  Delivery,  and  any 
recommendations  made  by  the  subcommission  will 
be  referred  to  the  parent  commission  for  review  and 
approval. 

Daniel  D.  Gilman,  DO,  Milwaukee,  chair 

Marc  F.Hansen,  MD,  Madison 

Russell  F.  Lewis,  MD,  Madison 

Way  man  Parker,  MD,  Milwaukee 

Guenther  P.  Pohlmann,  MD,  Milwaukee 

Jack  Strong,  MD,  Mauston 

Warren  H.  Williamson,  MD,  Racine 

Tom  Blinn,  Madison,  Physicians-Plus  Medical  Group 

Kevin  Hayden,  Superior,  Mariner  Medical  Clinic 

Kevin  Piper,  Madison,  DHSS 

Jeanne  Lee,  La  Salle  Clinic 

Staff  support:  Kevin  Wymore/ Merry  Earll 

Maternal  and  Child  Health 

This  commission  shall  be  concerned  with  all  aspects 
of  health  in  pregnancy,  childbirth  and  children,  with 
special  emphasis  on  the  reduction  of  maternal  mor- 
tality and  the  prevention  of  disease  or  disability  in 
children. 

Charles  A.  Hammond,  MD,  Neenah,  1985/1991-1994, 
chair 

Perry  A.  Henderson,  MD,  Madison,  1985/1991-1994 
John  E.  Inman,  MD,  Monroe,  1991/1991-1994 
Murray  L.  Katcher,  MD,  PhD,  Madison,  1988/1991- 

1994 

John  D.  Kenny,  MD,  Madison,  1987/1991-1994 
James  A.  Meyer,  MD,  Marshfield,  1988/1991-1994 
Jerome  H.  Gundersen,  MD,  La  Crosse,  1989/1992- 

1995 

Robert  J.  Miller,  MD,  Hales  Comers,  1992/1992-1995 
Paul  R.  Myers,  MD,  Neenah,  1992/1992-1995 
Ordean  L.  Torstenson,  MD,  Madison,  1989/1992- 

1995 

Patricia  A.  Barwig,  MD,  Milwaukee,  1990/1993-1996 
Susan  C.  Fee,  MD,  Marshfield,  1991/1993-1996,  vice 
chair 

Jean  Ricci  Goodman,  MD,  Marshfield,  1993/1993- 

1996 

Cynthia  L.  Jones-Nosacek,  MD,  Milwaukee,  1993/ 
1993-1996 

Timothy  J.  O'Neil,  MD,  Columbus,  1991/1993-1996 
Roberta  Baldwin,  Watertown,  Alliance 

Study  Committee  on  Maternal  Mortality  Survey 
Everett  A.  Beguin,  MD,  La  Crosse 
Gloria  M.  Halverson,  MD,  Waukesha,  chair 
Perry  A.  Henderson,  MD,  Madison 
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Frederick  J.  Hofmeister,  MD,  Wauwatosa 
John  E.  Inman,  MD,  Monroe 
Robert  J.  Jaeger,  MD,  Stevens  Point 
Stanley  A.  Korducki,  MD,  Milwaukee 
Paul  R.  Meier,  MD,  Marshfield 
Ronald  W.  Olson,  MD,  Madison 
Bernard  B.  Poeschel,  MD,  Eau  Claire 
Herbert  F.  Sandmire,  MD,  Green  Bay 
Walter  R.  Schwartz,  MD,  Wauwatosa 
Dorothy  V.  Skye,  MD,  Rhinelander 
Steven  D.  Stenzel,  MD,  Menomonie 
E.  Howard  Theis,  MD,  Fond  du  Lac 
Dennis  Worthington,  MD,  Milwaukee 

Staff  support:  Kevin  Wy more/ Merry  Earll 

Mediation  and  Peer  Review 

This  commission  shall  receive,  investigate,  and  seek 
to  resolve  differences  between  physicians  and  pa- 
tients or  other  complainants,  or  between  physicians, 
on  matters  relating  to  quality  of  care,  and  profes- 
sional ethics.  When  necessary,  it  shall  initiate  disci- 
plinary or  other  action  as  appropriate.  It  shall  serve 
as  the  Society's  advisory  body  to  private  or  govern- 
mental organizations  on  matters  affecting  medical 
peer  review  including  utilization  review,  appropri- 
ateness of  care,  and  quality  assurance.  It  shall  advise 
and  consult  with  component  societies  on  issues  of 
peer  review,  mediation,  ethics,  and  discipline  in 
concert  with  members  of  the  Board  of  Directors.  It 
shall  serve  as  the  initial  appellate  body  for  peer 
review  and  mediation  issues  that  are  appealed  from 
local  committees  of  component  societies.  It  shall 
coordinate  the  Statewide  Physician  Health  Program. 

Bruce  B.  Berry,  MD,  Milwaukee,  1991/1991-1994, 
chair 

Vinoo  Cameron,  MD,  Athens,  1991/1991-1994 
William  V.  Dovenbarger,  MD,  Marshfield,  1985/ 
1991-1994 

Donald  R.  Gore,  MD,  Sheboygan,  1992/1992-1994, 
vice  chair 

James  P.  Long,  MD,  Beloit,  1987/1991-1994 
George  A.  Pagels,  MD,  Marshfield,  1988/1991-1994 
Dorothy  V.  Skye,  MD,  Rhinelander,  1985/1991-1994 
John  E.  Woodford,  MD,  Madison,  1992/1992-1994 
Frederick  W.  Blancke,  MD,  Madison,  1987/1992- 
1995 

James  E.  Gutenberger,  MD,  Madison,  1986/1992- 
1995 

Kenneth  O.  Johnson,  MD,  Milwaukee,  1992/1992- 
1995 

Lyle  L.  Olson,  MD,  Darlington,  1985/1992-1995 
Richard  D.  Sautter,  MD,  Marshfield,  1992/ 1992-1995 
Donald  F.  Weber,  MD,  Eau  Claire,  1992/1992-1995 


Rep.  Mark  Meyer  (D-La  Crosse),  a former  staff  member  of  the 
SMS,  welcomes  the  House  of  Delegates. 


John  B.  Weeth,  MD,  La  Crosse,  1992/1992-1995 
Philip  J.  Dougherty,  MD,  Menomonee  Falls,  \9%7 f 
1993-1996 

Charles  S.  Geiger,  Jr,  MD,  West  Bend,  1993/1993- 
1996 

Martin  L.  Lobel,  MD,  Milwaukee,  1993/1993-1996 
Michael  J.  O'Neill,  MD,  Green  Bay,  1987/1993-1996 
David  A.  Satchell,  MD,  Manitowoc,  1990/1993-1996 
Joseph  C.  Tiffany,  II,  MD,  Racine,  1990/1993-1996 
Santiago  L.  Yllas,  MD,  Racine,  1987/1993-1996 
Virgil  L.  Sharp,  DO,  Waterloo,  representing  the 
Wisconsin  Association  of  Osteopathic  Physicians 
and  Surgeons 

Coordinating  Council  on  Physician  Impairment 
Gerald  C.  Kempthorne,  MD,  Spring  Green  (SMS) 
Fred  H.  Koenecke,  Jr,  MD,  Madison  (SMS) 

Mikki  Patterson,  Madison,  public  member  (MEB) 
Clark  O.  Olsen,  MD,  Ashland  (MEB) 

Walter  R.  Schwartz,  MD,  Wauwatosa  (MEB) 

Managing  Committee,  Statewide  Physician  Health 
Program 

Pauline  M.  Jackson,  MD,  La  Crosse 
Gerald  C.  Kempthorne,  MD,  Spring  Green 
Fred  H.  Koenecke,  Jr,  MD,  Madison 

Continued  on  next  page 
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Wesley  E.  McNeal,  MD,  Green  Bay 
Rebecca  D.  Niehaus,  MD,  Rhinelander 
Michael  M.  Miller,  MD,  Madison 
Marcia  J.  S.  Richards,  MD,  Milwaukee 

Medical  Director,  SPHP 
David  G.  Benzer,  DO,  Wauwatosa 

Medicaid  Medical  Audit 

R.  Marshall  Colburn,  MD,  Oregon 
Alfred  D.  Dally,  MD,  Madison 

John  A.  DeGiovanni,  MD,  Prairie  du  Sac 

Philip  J.  Dougherty,  MD,  Menomonee  Falls 

Richard  W.  Edwards,  MD,  Richland  Center 

Charles  S.  Geiger,  Jr,  MD,  West  Bend 

John  P.  Hartwick,  MD,  Jefferson 

Gerald  C.  Kempthome,  MD,  Spring  Green 

John  J.  Kief,  MD,  Rhinelander 

D.  Mark  Lochner,  MD,  Waupaca 

Virgil  L.  Sharp,  DO,  Waterloo,  representing  the 

Wisconsin  Association  of  Osteopathic  Physicians 

and  Surgeons 

G.  John  Weir,  Jr,  MD,  Marshfield 

Staff  support:  Sally  Wencel/Sonia  Porter 

Medical  Liability  and  Risk  Management 
This  commission  shall  monitor  current  risk  manage- 
ment developments  and  examine  the  range  of  op- 
tions to  reduce  liability  exposure. 

S.  Marshall  Cushman,  Jr,  MD,  Racine,  1988/1991- 
1994 

Lucille  B.  Glicklich,  MD,  Milwaukee,  1987/1991- 
1994 

Thomas  M.  Kidder,  MD,  Milwaukee,  1987/1991- 
1994,  vice  chair 

Michael  C.  Reineck,  MD,  West  Bend,  1987/1991- 

1994 

Laurens  D.  Young,  MD,  Milwaukee,  1993/1993-1994 
Gregory  B.  Buck,  MD,  Wauwatosa,  1993/1993-1995 
Joseph  C.  DiRaimondo,  MD,  Manitowoc,  1990/1992- 

1995 

Sidney  E.  Johnson,  MD,  Marshfield,  1987 / 1992-1995, 
chair 

John  J.  Kelly,  MD,  Wauwatosa,  1993/1993-1995 
Steven  L.  Lawrence,  MD,  Milwaukee,  1989/1992- 

1995 

Daniel  W.  Shea,  MD,  DePere,  1993/1993-1995 
Bruce  B.  Berry,  MD,  Milwaukee,  1989/1993-1996 
W.  Scott  Carpenter,  MD,  Marshfield,  1993/1993- 

1996 

Jerome  W.  Eons,  Jr,  MD,  Greenfield,  1989/1993-1996 
Kenneth  M.  Klatt,  MD,  Madison,  1993/1993-1996 


Charles  Schauberger,  MD,  La  Crosse,  1993/1993- 
1996 

Carolyn  Ogland  Vukich,  MD,  Madison,  1991/1993- 
1996 

Alice  Soule,  Madison,  WMGMA  representative 
Fe  Abellera,  Onalaska,  Alliance 

Staff  support:  Pat  Chritton/ Roberta  Mallet 

Medicine  and  Ethics 

This  commission  shall  be  concerned  with  the  ethical 
aspects  of  medical  practice  in  order  to  permit  discus- 
sion of  common  problems  in  the  total  treatment  and 
care  of  patients;  and,  to  clarify  the  relationship  be- 
tween ethics  and  science  in  medicine. 

Philip  J.  Dougherty,  MD,  Menomonee  Falls,  1991/ 
1991-1994 

Scott  S.  Erickson,  MD,  Marshfield,  1987/1991-1994 
John  K.  Scott,  MD,  Madison,  1990/1991-1994 
Rodney  Sorensen,  DO,  Marshfield,  1987/1991-1994 
William  G.  Weber,  MD,  Oshkosh,  1991/1991-1994 
James  F.  Zimmer,  MD,  Hales  Corners,  1991/1991- 

1994 

Donald  R.  Beaver,  DO,  Milwaukee,  1992/1992-1995 
Steven  H.  Cohen,  MD,  Milwaukee,  1993/1993-1995 
Wm.  Michael  Cross,  MD,  Green  Bay,  1992/1992- 

1995 

David  J.  Matteucci,  MD,  Kenosha,  1989/1992-1995 
Armond  H.  Start,  MD,  Madison,  1993/1993-1995 
Richard  J.  Thurrell,  MD,  Madison,  1990/1992-1995 
Richard  A.  Dart,  MD,  Marshfield,  1993/1993-1996 
Charles  E.  Gessert,  MD,  Milwaukee,  1993/1993-1996 
Charles  L.  Junkerman,  MD,  Milwaukee,  1990/1993- 
1996,  chair 

J D Kabler,  MD,  Madison,  1990/1993-1996,  vice  chair 
Kathryn  P.  Nichol,  MD,  Milwaukee,  1993/1993-1996 
Philip  H.  Utz,  MD,  La  Crosse,  1987/1993-1996 
Leah  Speltz,  Wausau,  Alliance 

Staff  support:  Linda  Boyd/ Merry  Earll 

Public  Information 

This  commission  shall  be  concerned  with  the  mem- 
bers of  this  Society  and  their  image  with  the  public. 
It  shall  plan  and  execute  programs  of  effective  public 
information  and  health  education,  assist  component 
societies  in  the  conduct  of  similar  programs,  develop 
effective  media  relations. 

Clarence  P.  Chou,  MD,  Mequon,  1991/1991-1994 
Judith  E.  Fitzgerald,  MD,  Madison,  1991/1991-1994 
Bradley  L.  Manning,  MD,  Madison,  1991/1991-1994 
Benjamin  C.  Wedro,  MD,  La  Crosse,  1987/1991- 
1994,  chair 
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Michelle  L.  Bachhuber,  MD,  Marshfield,  1993/1993- 

1995 

P.  Richard  Sholl,  MD,  Jarresville,  1990/1992-1995 
David  R.  Del  Toro,  MD,  Greenfield,  1992/1992-1995 
Jane  M.  Collis-Geers,  MD,  Milwaukee,  1993/1993- 

1996 

Gary  C.  Steven,  MD,  Milwaukee,  1993/1993-1996 
Jeffry  J.  Young,  DO,  Green  Bay,  1993/1993-1996 
Don  Anderson,  medical  student,  UW 
Jean  Lawrence,  Fond  du  Lac,  Alliance 

Staff  support:  Russell  King/ Lynne  Bjorgo 

Safe  Transportation 

This  commission  shall  be  concerned  with  the  health 
and  safety  of  all  who  may  be  affected  by  the  use  of 
vehicles  of  transportation  on  land  or  water,  or  in  the 
air.  This  includes  the  responsibility  to  review  the 
emergency  medical  systems  in  Wisconsin  that  serve 
the  needs  of  those  injured  in  transportation  acci- 
dents. 

Kay  M.  Balink,  MD,  Richland  Center,  1992/1992- 
1994 


Stephen  W.  Hargarten,  MD,  Milwaukee,  1985/ 1991- 
1994,  chair 

Susan  Kinast-Porter,  MD,  Monroe,  1985/1991-1994, 
vice  chair 

Raymond  E.  Skupniewicz,  MD,  Racine,  1990/1991- 
1994 

Richard  D.  Lindgren,  MD,  Madison,  1986/1992-1995 
Thomas  J.  Luetzow,  MD,  Larsen,  1986/1992-1995 
William  H.  Perloff,  MD,  Madison,  1992/1992-1995 
Thomas  H.  Cogbill,  MD,  La  Crosse,  1991/1993-1996 
James  L.  Concannon,  MD,  Kenosha,  1993/1993-1996 
Phiroze  L.  Hansotia,  MD,  Marshfield,  1992/1993- 
1996 

Ralph  F.  Hudson,  MD,  Eau  Claire,  1989/1993-1996 
Maxine  Omdahl,  Racine,  Alliance 

Staff  support:  Pat  Chritton/ Roberta  Mallet 

Wisconsin  Medical  Journal 

The  Wisconsin  Medical  Journal  shall  be  the  official 
journal  of  the  Society.  An  editorial  board  consisting 
of  the  medical  editor  as  chair  and  no  less  than  six 
additional  members  shall  be  responsible  for  all  scien- 

Conlinued  on  next  page 


Great  Lakes... 

G real  Locations . . . 
Great  Lifestyles. . . 


Great  groups  in  thriving  Waukesha  County,  Wl, 
seek  skilled  BC/BE  physicians. 


Family  Medicine 
Pediatrics 
OB/GYN 
Internal  Medicine 


For  more  information 
please  contact: 

Dana  Butterfield 

(800)  326-2011,  ext.  4700 


Waukesha  Memorial  Hospital 

725  American  Avenue  • Waukesha.  WI  531K8 
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tific,  editorial,  and  business  affairs  of  the  Journal.  An 
editorial  director,  serving  as  chair  of  a group  of  no 
less  than  five  editorial  associates,  shall  be  respon- 
sible for  regularly  providing  items  of  editorial  opin- 
ion for  publication  in  the  editorial  pages  of  the  Jour- 
nal. 

Richard  D.  Sautter,  MD,  Marshfield,  1990/1993-1994, 
chair  and  medical  editor 

Andrew  B.  Crummy,  Jr,  MD,  Madison,  1985/1991- 

1994 

Donald  S.  Schuster,  MD,  Madison,  1991/1991-1994 
Benjamin  C.  Wedro,  MD,  La  Crosse,  1993/ 1993-1994 
J D Kabler,  MD,  Madison,  1989/1992-1995 
Jeffrey  H.  Lamont,  MD,  Wausau,  1989/1992-1995 
Richard  A.  Reinhart,  MD,  Marshfield,  1989/1992- 

1995 

Susan  F.  Behrens,  MD,  Beloit,  1991/1993-1996 
Thomas  L.  Schlenker,  MD,  Milwaukee,  1993/1993- 

1996 

Victor  S.  Falk,  MD,  Edgerton,  medical  editor  emeri- 
tus 


"1  111  practicing 
medicine  the  way  I 
think  It  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.” 


Owen  Brodie, 
AU),  join  et] 
Compl  lealth’s 
locum  tenens 
medical  stall  in 
1989,  after  21 
years  in  private 
practice.  Since 

then  he’s  worked  in  temporary  assignments 
111  state  facilities,  filled  in  tor  attending  physicians, 
cov'ered  tor  private  practitioners  across  the  country. 


•\  pilot.  A historian.  /\  board-certitied  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 


It’s  a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1-800--I53-3030 

Salt  Lake  City  ■ .Vtlanta  ■ Grand  Rapids,  Mich. 


Editorial  associates 

(Appointed  annually  by  Board  of  Directors.) 
Kenneth  1.  Gold,  MD,  Beloit 
Russell  F.  Lewis,  MD,  Marshfield 
Laurence  J.  Marton,  MD,  Madison 
John  P.  Mullooly,  MD,  Milwaukee 
Richard  D.  Sautter,  MD,  Marshfield 
John  D.  Wegenke,  MD,  Madison 
Maxwell  IT.  S.  Weingarten,  MD,  Milwaukee 

Staff  support:  Russell  King/ Lynne  Bjorgo 

WNA-SMS  Liaison 

This  commission  shall  be  concerned  with  develop- 
ing recommendations,  as  appropriate,  regarding 
education,  legislation,  practice  arrangements  and 
delivery  patterns;  shall  facilitate  understanding  and 
acceptance  by  the  professions  and  the  public  of  chang- 
ing medical  and  nursing  relationships,  roles  and 
practices;  shall  serve  as  a consultation  resource  in 
matters  that  relate  to  joint  practice. 

SMS  members: 

Kenneth  I.  Gold,  MD,  Beloit,  1992/1992-1994 
Robert  T.  Cooney,  MD,  Portage,  1987/1992-1995 
Marc  F.  Hansen,  MD,  Madison,  1987/1992-1995 
Sandra  L.  Osborn,  MD,  Madison,  1990/1993-1996, 
co-chair 

Charles  E.  Pechous,  Jr,  MD,  Kenosha,  1993/1993- 
1996 

WNA  members: 

Susan  Bulgrin,  RN,  Portage 

Barbara  Friedbacher,  RN,  Brookfield 

Vickie  Gukenberger,  RN,  Wisconsin  Rapids,  co-chair 

Sherry'  Quamme,  RN,  Columbus 

Leona  VandeVusse,  RN,  Milwaukee 

Staff  support:  Sally  Wencel/Sonia  Porter 


Task  forces 

Task  Force  on  AIDS 

In  1987  the  Board  of  Directors  established  this  task 
force  to  advise  members  of  the  State  Medical  Society 
on  the  formulation  of  public  policy  to  address  the 
scientific,  medical,  ethical,  legal,  and  legislative  is- 
sues pertaining  to  AIDS. 

SMS  members: 

Patricia  M.  Barwig,  MD,  Milwaukee 
Gerald  J.  Dorff,  MD,  Milwaukee 
John  F.  Doyle,  DDS,  Madison 
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Charles  E.  Gessert,  MD,  Milwaukee 
Ian  H.  Gilson,  MD,  Milwaukee 
Jerome  H.  Gundersen,  MD,  La  Crosse 
Cyril  M.  Hetsko,  MD,  Madison,  chair 
Stanley  L.  Inhom,  MD,  Madison 
Charles  L.  Junkerman,  MD,  Milwaukee 
J.  Douglas  Lee,  MD,  Marshfield 
Richard  M.  Reich,  MD,  Madison 
Thomas  L.  Schlenker,  MD,  Milwaukee 
Jeffrey  E.  Taxman,  MD,  Milwaukee 
Louise  Scott,  Madison,  Alliance 

WHA  member: 

Jane  Olson,  WHA,  Madison 
Special  advisory  members: 

Jeffrey  P.  Davis,  MD,  Madison 
James  M.  Vergeront,  MD,  Madison 

Staff  support:  Don  Lord/ Lisa  La  wry 

Task  Force  on  Domestic  Violence 
This  task  force  shall  consist  of  appointed  Wisconsin 
physicians  with  interest  and  expertise  in  regard  to 
issues  of  domestic  violence.  The  task  force  shall  be 
concerned  with  helping  members  address  domestic 
violence  through  their  practices  and  shall  serve  as  a 
facilitator  within  the  physician  community,  encour- 
aging discussion  of  ways  to  increase  identification, 
treatment  and  prevention  of  domestic  violence.  The 
task  force  shall  also  be  responsible  for  keeping 
members  of  the  Medical  Society  apprised  of  recent 
developments  in  terms  of  effective  interventions 
which  benefit  victims  of  domestic  violence. 

Richard  A.  Aronson,  MD,  Madison 
Patricia  M.  Earwig,  MD,  Milwaukee 
Mark  K.  Chelmowski,  MD,  Milwaukee 
Richard  L.  Ellis,  MD,  Middleton 
Kevin  J.  Fullin,  MD,  Kenosha 
Susan  Kinast-Porter,  MD,  Monroe 
Larry  E.  La  Crosse,  MD,  Mequon 
William  J.  Listwan,  MD,  West  Bend,  chair 
' Joanne  A.  Selkurt,  MD,  Whitehall 
Paul  H.  Steingraeber,  MD,  La  Crosse 


Fe  Abellera,  Onalaska,  Alliance 
Leah  Speltz,  Wausau,  Alliance 

Staff  support:  Shari  Hamilton/Lynne  Bjorgo 

Committees  of  the  Board 

Executive 

Pauline  M.  Jackson,  MD,  La  Crosse 
president  of  the  Society 
Richard  G.  Roberts,  MD,  Madison 
president-elect  of  the  Society 
William  J.  Listwan,  MD,  West  Bend 

immediate  past  president  of  the  Society 

Richard  H.  Ulmer,  MD,  Marshfield 
chair  of  the  Board 

Raymond  C.  Zastrow,  MD,  Milwaukee 
vice  chair  of  the  Board 
Harry  J.  Zemel,  MD,  Fond  du  Lac 
chair  of  the  Finance  Committee 
Sandra  L.  Osborn,  MD,  Madison 
speaker  of  the  House  of  Delegates 
Robert  F.  Purtell,  Jr,  MD,  Milwaukee 
director  at  large 
Robert  L.  Sellers,  MD,  Superior 
director  at  large 

Ex  Officio  non-voting  members: 

Leah  Speltz,  Wausau 
Alliance  president 
Helen  Hacker,  Marshfield 
Alliance  president  elect 

Finance 

Harry  J.  Zemel,  MD,  Fond  du  Lac,  chair 
Philip  J.  Happe,  MD,  Eau  Claire 
Stephen  D.  Hathway,  MD,  Green  Bay 
Jack  M.  Lockhart,  MD,  La  Crosse 
Thomas  A.  Reminga,  MD,  Milwaukee 
Robert  L.  Sellers,  MD,  Superior 
Raymond  C.  Zastrow,  MD,  Milwaukee 
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Expense  reimbursement  policy  and  procedure  for 
physicians  on  SMS  business 


IT  IS  SMS  POLICY  to  offer  reim- 
bursement of  out-of-pocket 
expenses  incurred  by  its  officers, 
directors,  committee  chairs  and 
members,  AMA  delegates  and  al- 
ternates and  other  designated  phy- 
sicians when  such  expenses  are  in- 
curred in  the  course  of  the  conduct 
of  business  on  behalf  of  the  society. 
The  society  recognizes  that  any  such 
leadership  role  requires  a substan- 
tial contribution  in  personal  time  on 
the  part  of  the  physician.  Tradition- 
ally, this  has  been  accepted  as  a 
contribution  to  the  profession  and 
the  health  of  the  public.  Out-of- 
pocket  expenses  in  the  discharge  of 
official  functions  of  the  society  are, 
however,  reimbursable  as  set  forth 
below,  except  that  district  directors 
are  not  reimbursed  for  the  expense 
of  attending  the  annual  meeting  of 
the  society  (Bylaws,  Chapter  V,  Sec 

4). 

Officers,  directors,  committee 
chairs  and  members,  and  other 
designated  persons 
Reimbursable  expenses  include  the 
cost  of: 

• All  meals,  including  normal  tips, 
incurred  while  away  from  the 
physician's  home  city  on  SMS 
business. 

• All  meals  in  the  home  city  of  the 
physician  when  these  are  in  rela- 
tion to  an  SMS  business  meeting. 
• Entertainment  expenses  where 
such  expense  is  clearly  a proper 
and  necessary  adjunct  to  the  con- 
duct of  the  physician's  business 
function  for  the  society. 

• Valet  and  laundry  services  when 
the  physician  is  away  from  home 
city  on  SMS  business  continuously 
for  4 days  or  more. 

• Lodging  for  those  days  (nights) 
reasonably  associated  with  the 
dates  of  a meeting  for  which  ex- 
penses are  claimed. 
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• Transportation  from  home  city  to 
meeting  site  and  return  as  follows: 

Air.  Cost  of  round  trip  coach 
airfare,  plus  necessary  ground 
transportation. 

Bus  or  train.  Cost  of  round  trip 
fare,  plus  necessary  ground  trans- 
portation. 

Auto.  Mileage  at  the  current  SMS 
rate  (now  $.28)  to  and  from  the 
meeting  site,  plus  necessary  park- 
ing fees  and  highway  tolls. 

Miscellaneous  ground  transportation. 
Local  bus  and  cab  fares  as  neces- 
sary. 

Auto  rental.  All  or  some  portion  of 
such  cost  may  be  reimbursed  as  a 
substitute  for  other  ground  trans- 
port when  this  is  the  most  feasible 
alternative  following  initial  air,  bus 
or  train  travel. 

• Telephone,  fax  and  telegraph  com- 
munications relative  to  SMS  busi- 
ness. 

• Secretarial  and  copying  services, 
postage  and  stationary  used  for 
SMS  business.  (Note:  SMS  head- 
quarters is  prepared  to  handle 
most  official  correspondence  and 
reproduction  work  for  officers  and 
committee  members.  Physicians 
may  be  reimbursed,  however,  for 
personal  or  office  costs  relating  to 
secretarial,  copying,  postage  and 
stationery  used  in  conducting  SMS 
business.  Copies  of  all  official  cor- 
respondence should  be  sent  to  the 
appropriate  committee  staff  per- 
son at  SMS,  so  as  to  assure  proper 
coordination  and  record-keeping. 

• Expenses,  as  described  above,  in- 
curred by  the  president's  and 
president  elect's  spouses  when 
accompanying  in  an  official  ca- 
pacity, or  when  the  spouse  is 
expected  to  be  in  attendance,  are 
reimbursable. 


Procedure  for  claiming  expenses. 
To  obtain  reimbursement,  submit  a 
statement  of  expenses  incurred. 
Attach  copies  of  bills  or  receipts  for 
all  lodging,  travel,  and  meals  over 
$25.  Itemize  separately  costs  for  the 
eighth  item  above.  Mail  to  SMS 
Business  Services  and  Support,  PO 
Box  1109,  Madison,  W1 53701.  Reim- 
bursement will  be  made  within  two 
weeks  following  receipt  and  ap- 
proval of  the  expense  report. 

AMA  delegates  and  alternates 
AMA  delegates  and  alternates  (in- 
cluding the  young  physicians  dele- 
gate and  alternate)  from  Wisconsin 
receive  reimbursement  as  follows 
for  each  meeting  to  the  AMA  House 
of  Delegates  they  attend: 

• Round  trip  economy  air  fare 
(advance  booking  strongly  sug- 
gested.) 

• Actual  cost  of  room  (mid-range) 
for  5 nights  at  the  annual  meeting, 
and  4 nights  at  the  interim  meet- 
ing. 

• A per  diem  (currently  $60)  for  food 
and  all  incidentals  for  6 days  at  the 
annual  meeting,  and  5 days  at  the 
interim  meeting. 

• When  AMA  delegates  and  alter- 
nates are  conducting  SMS  busi- 
ness not  in  conjunction  with  meet- 
ings of  the  AMA  House  of  Dele- 
gates, their  expenses  may  be  reim- 
bursed in  the  same  manner  as 
outlined  for  officers  and  directors. 

Out-of-state  trips 
To  receive  reimbursement  for  out  of 
state  travel  members  must  have  prior 
approval  by  the  Chairman  of  the 
Board  of  Directors  and  the  Execu- 
tive Vice  President.  Travel  to  the 
AMA  House  of  Delegates  meetings 
by  the  above  mentioned  and  travel 
by  the  SMS  President  and  President 
Elect  are  exempt  from  this  policy.^* 
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SMS  financial  report 


The  following  financial  statements  of  the  State  Medical  Accrued  property,  payroll  and 


Society  of  Wisconsin  are  part  of  the  treasurer's  report 

sales  taxes 

184,324 

to  the  House  of  Delegates.  The  annual  certified  audit. 

Deferred  revenues 

2,849,629 

prepared  by  Grant  Thornton,  independent  certified 

Accrued  health  plan  costs 

33,545 

public  accountants,  is  on  file  at  Society  headquarters. 

Other 

27,695 

Members  may  review  the  audit  by  inquiry  to  the 

Total  current  liabilities 

$ 4,437,944 

SMS  executive  vice  president. 

Long-term  debt  less  current  maturities 

$ 2,268,663 

Balance  sheet 

Dec  31, 1992 

Deferred  compensation  payable 

$ 254,412 

Assets 

Membership  equity 

$ 3,326,987 

Current  assets 

Cash  and  cash  equivalents 

$ 3,339,304 

Total  liabilities  and 

Investments 

1,573,439 

membership  equity 

$ 10,288,006 

Accounts  receivable 

Trade 

76,127 

Statement  of  income  and  expenses 

Due  from  affiliates 

157,878 

Year  ended  Dec  31,  1992 

Investment  revenues  receivable 

15,649 

Inventories 

6,219 

Income 

Prepaid  expenses 

51,219 

Membership  dues 

$ 3,113,072 

Total  current  assets 

$ 5,219,835 

Sales  and  services 

1,218,115 

Investment  income 

136,655 

Royalty  income 

262,871 

Property  and  equipment — at  cost 

Rental 

242,006 

Building  and  equipment 

$ 2,569,110 

AIDS  regional  education 

Furniture  and  equipment 

1,269,250 

and  training  center  grant 

49,964 

Capitalized  lease  equipment 

225,820 

Other  grants 

93,989 

Less  accumulated  depreciation 

(1,781,488) 

Land 

65,687 

Total  income 

$ 5,116,672 

Total  property  and  equipment 

$ 2,348,379 

Expenses 

Other  assets 

Payroll  and  employee  benefits 

$ 2,543,356 

Rental  property,  net  of  accumulated 

Travel  and  conference 

536,934 

depreciation  of  $86,675 

$ 1,466,960 

General  and  administrative 

1,063,451 

Prepaid  pension  costs 

301,176 

Occupancy 

390,156 

Long-term  investment 

249,000 

Professional  fees  and  outside  services 

336,555 

Cash  value  of  life  insurance 

2,464 

AIDS  regional  education 

Investment  in  subsidiary 

345,780 

and  training  center  grant 

49,714 

Deferred  compensation  plan  assets 

254,412 

Interest  expense 

230,100 

Notes  receivable 

100,000 

Taxes 

25 

Total  other  assets 

$ 2,719,792 

Total  expenses 

$ 5,150,291 

Total  assets 

$10,288,006 

Excess  of  expenses  over  revenues 

$ 33,619 

Liabilities 

Current  liabilities 

Equity  at  Jan  1, 1992 

$ 3,314,914 

Current  maturities  of  long-term  debt 

$ 168,394 

Trade  accounts  payable 

124,292 

Equity  in  earnings  of  subsidiary 

$ 45,692 

Dues  payable  to  other  organizations 

944,439 

Accrued  payroll  and  vacation  pay 

105,626 

Equity  at  Dec  31, 1992 

$ 3,326,987 
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Charter  law  of  the  SMS 


Chapter  148 

148.015  State  society.(l)  The  State 
Medical  Society  of  Wisconsin  is 
continued  with  the  general  powers 
of  a corporation.  It  may,  from  time 
to  time  adopt,  alter  and  enforce 
constitution,  bylaws  and  regulations 
for  admission  and  expulsion  of 
members,  election  of  officers,  and 
management. 

(2)  A member  expelled  from  a 
county  medical  society  may  appeal 
to  the  state  society,  whose  decision 
shall  be  final. 

148.02  County  societies.  (1)  The 
physicians  and  surgeons,  not  less 
than  five  in  number,  of  the  several 
counties,  except  those  wherein  a 
county  medical  society  exists,  may 
meet  at  such  time  and  place  at  the 
county  seat  as  a majority  agree  upon 
and  organize  a county  medical  soci- 
ety, and  when  so  organized  it  shall 
be  a body  corporate  by  the  name  of 
the  medical  society  of  such  county, 
shall  have  the  general  powers  of  a 
corporation,  and  may  take  by  pur- 
chase or  gift  and  hold  real  and  per- 
sonal property.  County  medical  so- 
cieties now  existing  are  continued 
with  the  powers  and  privileges 
conferred  by  this  chapter. 

(2)  Physicians  and  surgeons  who, 
before  April  20,  1897,  received  a 
diploma  from  an  incorporated 
medical  college  or  society  of  any  of 
the  United  States  or  territories  or  of 
any  foreign  country,  or  who  shall 
have  received  a license  from  the 
medical  examining  board,  shall  be 
entitled  to  meet  for  organization  or 
become  members  of  the  county 
medical  society. 

(3)  If  there  is  not  a sufficient 
number  of  physicians  and  surgeons 
in  any  county  to  form  a county 
medical  society  they  may  associate 
with  those  of  adjoining  counties,  and 
the  physicians  and  surgeons  of  not 
more  than  15  adjoining  counties  may 


organize  a county  medical  society 
under  this  chapter,  meeting  at  such 
time  and  place  as  a majority  agree 
upon. 

(4)  A county  medical  society  may 
from  time  to  time  adopt,  alter  and 
enforce  constitution,  bylaws  and 
regulations  for  the  admission  and 
expulsion  of  members,  election  of 
officers,  and  management,  not  in- 
consistent with  the  constitution, 
bylaws  and  regulations  of  the  state 
society. 

148.03  Service  insurance  corpora- 
tions for  health  care.  The  state 
medical  society  or,  in  a manner 
approved  by  the  state  society,  a 
county  society,  may  establish  in  one 
or  more  counties  of  this  state  a serv- 
ice insurance  corporation  for  health 
care  under  ch.  613. 

Note  on  §148.03,  447.13,  and  449.15: 
Chapter  613  provides  in  general 
terms  for  the  creation,  governance 
and  regulation  of  service  insurance 
corporations  for  any  kind  of  health 
care,  as  well  as  for  other  types  of 
services.  All  that  is  needed  in  each 
authorizing  chapter  for  professional 


societies  is  a brief  section  giving  the 
appropriate  professional  society  the 
power  to  organize  a ch.  613  corpora- 
tion. Section  148.03  creates  that  sec- 
tion for  health  care. 

One  basic  restriction  results  from 
the  repeal  of  the  old  enabling  sec- 
tions: none  of  the  professional  socie- 
ties will  be  able  to  organize  a service 
insurance  plan  within  its  own  cor- 
porate structure.  It  is  a mistake  to 
permit  such  a mixing  of  professional 
and  insurance  activities  within  the 
same  corporation.  The  society  can, 
of  course,  control  the  service  insur- 
ance corporation  it  creates  under  ch. 
613,  but  the  service  insurance  corpo- 
ration will  be  legally  separate.  This 
will  lead  to  more  effective  (and 
appropriate)  control  by  the  insur- 
ance commissioner,  who  should 
neither  be  empowered  nor  com- 
pelled, as  arguably  he  was  under 
the  old  statutes,  to  have  any  concern 
about  the  purely  professional  ac- 
tivities of  the  societies,  because  of 
the  impossibility  of  disentangling 
the  insurance  and  professional  ac- 
tivities carried  on  by  a single 
corporation. <• 


HCFA  1500  Health  Insurance  Claim  Forms 

can  be  ordered  direct  from  SMS  Holdings  Corporation 

• 12-90  Version  mandatory  for  Medicare  and  Wisconsin  Medical 
Assistance  Program  claims 

• Forms  sold  by  SMS  Holdings  Corporation  meet  all  OCR  scanning 
requirements 

• Available  in  one-  or  two  part  form 

• Forms  will  be  shipped  within  24  hours  of  receipt  of  order 

Send  your  order  to  SMS  Holdings  Corporation,  P.O.  Box  1109,  Madi- 
son, WI  53701;  or  phone  608-257-6781  or  toll-free  800-545-0632,  FAX 
608-283-5401. 
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SMS  Constitution  and  Bylaws 


Constitution 

Article  I 

Name  of  the  association 

The  name  and  title  of  this  organization  shall  be  the 
State  Medical  Society  of  Wisconsin. 

Article  II 
Purpose 

The  purpose  of  the  Society  is  to  bring  together  the 
physicians  of  the  state  of  Wisconsin  to  advance  the 
science  and  art  of  medicine  and  the  better  health  of 
the  people  of  Wisconsin,  and  to  secure  the  enactment 
and  enforcement  of  just  medical  laws.  As  used  in  the 
Constitution  and  Bylaws,  "physician"  means  a doc- 
tor of  medicine  or  a doctor  of  osteopathy  licensed  in 
Wisconsin. 

Article  III 

Component  societies 

Component  societies  shall  consist  of  those  county 
medical  societies  chartered  by  the  House  of  Dele- 
gates of  this  Society. 

Article  IV 

Composition  of  the  association 
This  Society  shall  consist  of  members  who  shall  be 
the  members  of  and  certified  by  the  component 
county  medical  societies;  and  whose  dues  and  as- 
sessments for  the  current  year  have  been  received  by 
the  Society  executive  vice  president  in  accordance 
with  the  schedule  provided  in  the  Bylaws. 

Article  V 

House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative  body 
of  the  Society  and  shall  consist  of: 

(1)  delegates  elected  by  the  component  county 
medical  societies, 

(2)  one  delegate  representing  each  specialty  sec- 
tion of  the  Society  organized  under  the  By- 
laws, 

(3)  a speaker, 

(4)  a vice  speaker. 

The  officers  of  the  Society  enumerated  in  Article 
IX  of  this  Constitution,  directors,  and  past  presidents 
of  the  Society  shall  be  ex  officio  members,  but  with- 
out the  right  to  vote,  except  that  if  they  have  been 


Adopted  as  amended  by  the  House  of  Delegates,  April  15,  1993. 
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duly  seated  as  delegates,  they  shall  have  the  right  to 
vote.  The  speaker  and  vice  speaker  shall  be  elected 
by  and  from  the  House  of  Delegates  for  two-year 
terms,  and  shall  be  limited  to  three  consecutive  full 
terms  in  their  respective  offices.  While  holding  these 
offices,  they  shall  be  members  of  the  House  at  large 
and  shall  not  represent  any  component  county  soci- 
ety or  specialty  society. 

Article  VI 
Board  of  Directors 

The  Board  of  Directors,  hereinafter  referred  to  as 
"Board,"  shall  have  full  authority  and  power  of  the 
House  of  Delegates  between  sessions  of  the  House.  It 
shall  consist  of  the  directors,  immediate  past  presi- 
dent, president,  president-elect,  treasurer,  speaker 
and  vice  speaker  of  the  House  of  Delegates.  The 
executive  vice  president  shall  be  an  ex  officio  mem- 
ber of  the  Board,  but  without  the  right  to  vote.  A ma- 
jority of  its  voting  members  shall  constitute  a quo- 
rum. Directors  shall  be  elected  from  eight  geo- 
graphic districts  whose  boundaries  shall  be  deter- 
mined by  the  House  of  Delegates.  There  shall  be 
elected  one  director  from  each  district.  In  addition, 
there  shall  be  elected  director(s)  from  each  district 
based  on  a formula  using  the  number  of  members  in 
each  district  as  the  numerator  and  the  total  member- 
ship of  the  Society  as  the  denominator,  rounded  to 
the  nearest  whole  number.  This  calculation  shall  be 
made  every  third  year,  and,  as  nearly  as  possible,  is 
to  provide  for  no  more  than  31  district  directors  and 
shall  be  based  on  the  year  end  membership  totals. 
The  number  of  directors  established  for  each  district 
shall  be  approved  by  the  Board  and  shall  be  reported 
to  the  districts  by  the  executive  vice  president  before 
annual  elections  to  the  Board.  As  nearly  as  possible, 
one-third  of  the  members  of  the  Board  shall  be 
elected  each  year.  Each  director  shall  be  nominated 
and  elected  only  by  the  elected  delegates  of  the 
county  medical  society  of  societies  from  the  district 
in  which  the  director's  principal  place  of  practice  is 
located . Such  election  shall  be  subject  to  the  approval 
and  confirmation  of  the  House  of  Delegates.  The 
terms  of  the  directors  shall  be  for  three  years.  No 
individual  shall  be  permitted  to  serve  more  than 
three  consecutive  three-year  terms  as  director,  and 
no  more  than  a total  of  six  terms  of  service  as  director 
shall  be  permitted. 

Continued  on  next  page 
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Article  VII 
Specialty  sections 

The  House  of  Delegates  shall  provide  for  a division  of 
the  Society  into  specialty  sections. 

ArHcle  VIII 
Meetings 

Section  1 . The  Society  shall  hold  an  annual  meeting,  at 
which  time  the  House  of  Delegates  shall  meet  to  con- 
duct its  business.  The  annual  meeting  may  also  in- 
clude scientific  sessions  as  determined  by  the  Board. 

Sec  2.  The  place  for  holding  each  annual  meeting 
shall  be  fixed  by  the  House  of  Delegates,  or  by  failure 
to  act,  such  authority  is  delegated  to  the  Board.  The 
time  and  the  place  for  holding  each  annual  meeting 
shall  be  approved  by  the  Board. 

Sec  3.  Special  meetings  of  the  House  of  Delegates 
shall  be  called  by  the  speaker  on  written  request  of 
twenty  delegates  representing  at  least  10%  of  the  com- 
ponent county  medical  societies,  or  on  request  of  a ma- 
jority of  the  Board.  When  a special  meeting  is  called, 
the  speaker  shall  set  the  time  and  place.  The  executive 
vice  president  shall  mail  a notice  to  the  last  known  ad- 
dress of  each  member  of  the  House  of  Delegates  at 
least  twenty  days  before  the  date  of  the  special  meet- 
ing. The  notice  shall  specify  the  time  and  place  of  the 
meeting  and  the  purpose  for  which  the  meeting  is 
called.  The  meeting  shall  consider  no  business  except 
that  for  which  it  is  called. 

Article  IX 
Officers 

Officers  of  this  Society  shall  be  a president,  a presi- 
dent-elect, an  executive  vice  president,  and  a treas- 
urer. The  president-elect  and  treasurer  shall  be 
elected  annually  by  the  House  of  Delegates.  The 
executive  vice  president  shall  be  elected  and  the  treas- 
urer shall  be  nominated  annually  by  the  Board.  The 
president-elect  shall  automatically  succeed  to  the  of- 
fice of  president  at  the  conclusion  of  the  term  as 
president-elect.  The  treasurer  shall  be  limited  to  nine 
consecutive  terms  and  must  be  a director  of  the  Board. 
No  person  shall  hold  more  than  one  of  the  following 
offices  concurrently:  president,  president-elect,  ex- 
ecutive vice  president,  treasurer,  speaker,  vice 
speaker,  director,  except  that  the  treasurer  is  a mem- 
ber of  the  Board.  Incumbents  shall  serve  until  their 
successors  are  elected  and  installed. 

Article  X 

Funds  and  expenses 

Funds  may  be  raised  by  annual  dues  or  by  assess- 
ment on  the  members,  or  in  any  other  marmer  ap- 
proved by  the  House  of  Delegates.  The  House  may 


establish  regular  and  special  classifications  of  mem- 
bership. Dues,  if  any,  shall  be  applied  equitably  to  all 
members  in  each  class.  All  resolutions  adopted  by  the 
House  of  Delegates  providing  for  appropriations  shall 
be  referred  to  the  Board  for  implementation.  All 
expenditures  approved  by  the  Board  shall  be  included 
in  the  annual  budget. 

Article  XI 
Referendum 

The  House  of  Delegates  may,  by  a two-thirds  vote 
of  those  registered  at  that  session,  submit  any  question 
to  the  membership  of  the  Society  for  its  vote,  except 
amendments  to  the  Constitution.  Such  amendments 
are  governed  by  Article  XIII.  The  House  shall  deter- 
mine prior  to  submission  whether  a referendum  shall 
be  advisory  or  binding,  and  so  advise  the  membership 
at  the  time  of  submission.  A majority  vote  of  all  the 
members  of  the  Society  shall  determine  the  question 
on  a binding  referendum. 

Article  XII 
Seal 

The  Society  shall  have  a common  seal.  The  power 
to  change  or  renew  the  seal  shall  rest  with  the  House 
of  Delegates. 

Article  XIII 
Amendments 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a two- thirds  vote  of  the  members 
of  the  House  present  at  any  annual  meeting,  provided 
that  such  amendment  shall  have  been  introduced  in 
the  form  of  a constitutional  amendment  in  open  ses- 
sion at  the  previous  annual  meeting,  and  that  it  shall 
have  been  published  at  least  once  during  the  year  in 
the  Journal  of  this  Society,  or  sent  to  each  member  of 
the  Society  at  least  two  months  before  the  meeting  at 
which  final  action  is  to  be  taken. 


Bylaws 

Chapter  1 
Membership 

Section  1 . The  name  of  a physician  on  the  official  roster 
of  this  Society,  after  it  has  been  properly  reported  by 
the  secretary  of  the  county  society,  shall  be  prima  facie 
evidence  of  membership  and  of  the  right  to  benefits. 

Sec  2.  No  person  whose  name  has  been  dropped 
from  the  roll  of  members  of  a component  society  or 
this  Society  shall  be  entitled  to  any  of  the  rights  or 
benefits  of  this  Society,  except  that  such  rights  and 
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benefits  shall  continue  during  the  period  of  an  appeal 
by  such  person  to  the  Board  of  Directors. 

Sec  3.  Every  physician  who  holds  a license  to  prac- 
tice medicine  and  surgery  in  Wisconsin  shall  be  eli- 
gible to  apply  for  membership.  Each  county  society 
shall  be  the  judge  of  the  initial  and  continuing  qualifi- 
cations of  its  members,  as  well  as  the  appropriate 
membership  classification,  subject  to  review  and  final 
decision  by  the  Board  of  this  Society.  Members  will 
conduct  themselves  in  a manner  which  is  not  in  con- 
flict with  the  purposes  for  which  the  Society  is  organ- 
ized and  is  operating. 

Sec  4.  By  provision  of  its  constitution  or  bylaws,  a 
county  society  may  require  that  an  applicant  shall 
have  practiced  within  its  jurisdiction  for  a period  of 
one  year  as  a condition  for  election  to  membership;  or 
that  an  applicant  may  first  be  elected  to  membership 
for  a term  of  one  year  only,  then  resubmit  to  election 
by  vote  of  the  county  society  without  limitations  as  to 
term. 

Sec  5.  A member  of  a component  society  whose  li- 
cense has  been  revoked,  suspended,  non- renewed,  or 
voluntarily  surrendered,  shall  be  immediately  and 
automatically  suspended  from  membership  as  of  the 
date  of  revocation,  suspension,  non-renewal,  or  vol- 
imtary  surrender,  pending  definitive  action  by  the 
Board. 

Sec  6.  A physician's  county  society  membership 
must  be  held  in  that  county  in  which  the  physician's 
principal  practice  is  located.  However,  a physician 
living  near  a county  line  may  hold  membership  in  that 
county  most  convenient  for  attending  meetings,  with 
concurrence  of  the  component  society  in  which  the 
principal  place  of  practice  is  maintained. 

Sec  7.  A member  whose  principal  practice  is  moved 
from  within  the  territorial  limits  of  a component 
medical  society  to  the  territory  of  another  component 
of  the  State  Society  shall  not  be  eligible  to  continue 
membership  in  the  first  such  society  after  the  expira- 
tion of  the  calendar  year  in  which  such  move  shall 
have  occurred.  Such  member  shall,  however,  be  eli- 
gible to  apply  for  membership  anew,  or  by  transfer  to 
the  society  into  whose  jurisdiction  the  principal  prac- 
tice has  been  moved.  The  member  shall  be  given  a 
written  certificate  of  transfer  for  transmission  to  the 
secretary  of  the  society  in  the  county  to  which  he  has 
moved.  Pending  acceptance  or  rejection  by  the  society 
in  the  county  to  which  he  has  moved,  such  member 
shall  be  considered  to  be  in  good  standing  in  the  first 
society  and  in  the  State  Society  until  the  end  of  the 
period  for  which  dues  have  been  paid. 

Sec  8.  When  the  principal  practice  of  a member  in 
good  standing  in  a component  society  is  moved  out- 
side the  borders  of  this  state,  active  membership  in 


such  component  society  and  in  the  State  Society  may 
be  continued  by  fulfilling  all  requirements  of  mem- 
bership except  residence  pending  acceptance  as  a new 
or  transfer  member  by  the  society  of  the  area  to  which 
the  practice  has  been  transferred.  The  period  of  such 
continuing  membership  in  this  state  shall  cease  upon 
acceptance  by  a society  in  the  new  area  of  practice,  and 
shall  in  no  event  continue  beyond  two  full  calendar 
years  after  that  in  which  the  practice  location  has  been 
transferred. 

Sec  9.  Membership  classifications.  Members  de- 
fined in  this  section,  except  affiliates,  shall  have  all  the 
rights  and  privileges  of  the  Society  and  shall  pay  dues 
and  assessments,  as  indicated,  as  a requirement  of 
continued  membership. 

A.  Regular.  Regular  members  of  this  Society  consist 
of  all  the  regular  members  in  good  standing  of  the 
component  county  societies. 

B.  Special.  Included  in  this  classification  are  the  fol- 
lowing categories  of  members  who  by  virtue  of  their 
special  circumstances  are  entitled  to  reduced  dues  or 
waiver  thereof: 

(1)  Part-time  practice.  Any  physician,  regardless  of 
age,  who  practices  1,000  hours  or  less  during  a 
calendar  year,  but  does  not  qualify  under  sec- 
tion 9.B.(5),  may  upon  application,  recommen- 
dation by  the  county  medical  society,  and 
approval  by  this  Society,  be  placed  in  this  spe- 
cial category. 

(2)  Resident.  Physicians  in  approved  training  pro- 
grams as  hospital  residents  or  as  research  fel- 
lows who  are  licensed  to  practice  medicine  and 
surgery  in  Wisconsin.  Such  special  member- 
ship category  can  be  maintained  for  a maxi- 
mum of  five  (5)  consecutive  years. 

(3)  Temporary  Military  Sendee.  Members  who  are 
inducted  into  the  United  States  Military  or 
Public  Health  Service  and  serve  in  such  capac- 
ity for  not  more  than  five  (5)  years. 

(4)  Associate.  Members  who  suffer  a disability  pre- 
venting them  from  practicing  medicine  with 
resulting  serious  financial  reverses  which 
would  make  the  payment  of  dues  a matter  of 
personal  hardship.  Such  membership  shall  be 
on  an  annual  basis,  upon  recommendation  of 
the  county  society  and  approval  by  the  Board 
of  this  Society. 

(5)  Reti red.  Members  who  have  retired  completely 
from  the  practice  of  medicine,  or  who  practice 
240  hours  or  less  during  a calendar  year,  upon 
recommendation  of  the  county  society  and 
approval  by  this  Society. 

(6)  Life.  Those  members  of  the  State  Medical  Soci- 
ety of  Wisconsin  who  have  been  members  of 
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this  or  other  state  medical  societies  for  fifty  (50) 
years,  or  are  past  presidents  of  the  State  Medi- 
cal Society  of  Wisconsin.  They  shall  receive  a 
certificate  of  Life  Membership. 

(7)  Honorary.  Members  who  have  been  elected  to  a 
similar  classification  by  their  county  society  be- 
cause of  outstanding  contributions  to  the  medi- 
cal profession,  upon  approval  by  the  Board  of 
this  Society. 

(8)  OiwrAgeJO.  Members  who  are  age  70  effective 
January  1 of  the  following  year. 

C.  Affiliate.  Persons  who  are  not  otherwise  eligible 
for  membership  may  become  affiliated  with  this  Soci- 
ety in  one  of  the  following  categories.  Their  dues  or  as- 
sessments, as  well  as  rights  and  privileges  as  affiliate 
members,  shall  be  determined  by  the  Board. 

(1)  Candidate.  Upon  application,  a county  medical 
society  or  this  Society  may  confer  upon  any 
person  then  attending  a medical  school  in 
Wisconsin  or  fulfilling  a postgraduate  obliga- 
tion prior  to  eligibility  for  licensure  the  status  of 
Candidate  Member. 

(2)  Scientific  Fellow.  The  Board  may  by  invitation 
and  unanimous  consent  confer  upon  any  per- 
son engaged  in  teaching  of  or  research  in  one  or 
more  of  the  basic  sciences  at  an  accredited 
college  or  university,  and  not  holding  the  de- 
gree of  Doctor  of  Medicine  or  Osteopathy,  the 
status  of  Scientific  Fellow. 

(3)  Emeritus.  Retired  members  who  have  chosen 
not  to  renew  their  license,  at  the  discretion  of 
the  Board. 

Sec  10.  Dues  and  Assessments.  Members  shall  pay 
dues  and  assessments  as  follows; 

A.  Regular  members:  full  dues  and  assessments. 

B.  Physicians  in  part-time  practice  or  oi’er  age  70: 
one-half  of  regular  member  dues  and  assess- 
ments. 

C.  Physicians  in  residency  or  fellowship  training: 
dues  and  assessments  are  to  be  determined  by 
the  Board  of  Directors.  Dues  and  assessments 
for  all  other  categories  shall  be  waived,  except 
as  may  be  determined  by  the  Board  for  affiliate 
members. 


Chapter  II 
House  of  Delegates 

Section  1.  Each  component  county  society  shall  be  en- 
titled to  send  one  delegate  and  one  alternate  to  the 
House  of  Delegates  for  each  forty  regular  and  special 
members  or  majority  fraction  thereof  in  this  Society, 
provided,  however,  that  each  county  society  shall  be 
entitled  to  at  least  one  delegate  and  one  alternate  from 


that  county  society.  For  purposes  of  this  section,  the 
number  of  members  as  of  the  close  of  the  calendar  year 
preceding  the  first  session  of  the  House  of  Delegates  at 
the  Annual  Meeting  shall  determine  the  number  of 
delegates  to  which  a county  society  shall  be  entitled. 
The  secretary  of  each  county  society  will  send  a list  of 
such  delegates  and  alternates  to  the  executive  vice 
president  of  this  Society  by  the  end  of  each  calendar 
year  preceding  the  year  in  which  such  delegates  are 
elected  to  serve. 

Sec  2.  One-fourth  of  the  members  of  the  House  of 
Delegates  registered,  representing  one-fourth  of  the 
county  medical  societies  in  the  state,  shall  constitute  a 
quorum  of  the  House  of  Delegates.  All  meetings  of  the 
House  of  Delegates  shall  be  open  to  members  of  the 
Society. 

Sec  3.  The  speaker  shall  preside  at  the  meetings  of 
the  House  of  Delegates. 

Sec  4.  The  vice  speaker  shall  officiate  for  the 
speaker  in  the  latter' s absence  or  at  his  request.  In  case 
of  death,  resignation,  or  removal  of  the  speaker,  the 
vice  speaker  shall  officiate  during  the  unexpired  term. 

Sec  5.  The  speaker  shall  appoint  members  of  refer- 
ence committees  from  among  the  members  of  the 
House  of  Delegates.  These  committees  shall  consider 
and  make  recommendations  to  the  House  relative  to 
resolutions,  reports  of  officers,  reports  of  commissions 
and  committees,  financial  and  other  matters  germane 
to  the  business  of  the  House.  The  speaker  shall  also 
appoint  a credentials  committee  and  such  other  com- 
mittees as  deemed  necessary. 

Sec  6.  The  House  of  Delegates  shall  elect  delegates 
to  the  House  of  Delegates  of  the  American  Medical  As- 
sociation in  accordance  with  the  Constitution  and  By- 
laws of  that  body.  No  person  who  has  served  12  or 
more  consecutive  years  as  a Wisconsin  delegate  to  the 
AMA  shall  be  eligible  to  serve  another  term  unless  the 
delegate  will  concurrently  serve  on  any  of  the  follow- 
ing American  Medical  Association  Councils: 
Constitution  and  Bylaws,  Medical  Education,  Medi- 
cal Service,  Ethical  and  Judicial  Affairs,  Long  Range 
Planning  and  Development,  Legislation,  Scientific  Af- 
fairs; or,  the  American  Medical  Political  Action  Com- 
mittee Board  of  Directors. 

Sec  7.  The  House  of  Delegates  shall  have  authority 
to  create  committees  for  special  purposes  and  to  ap- 
point members  of  the  Society  who  need  not  be  mem- 
bers of  the  House  of  Delegates.  Such  committees  shall 
report  to  the  House  of  Delegates,  and  their  members 
may  be  present  to  participate  in  the  debate  on  their 
reports. 

Sec  8.  It  shall  receive  for  appropriate  action  the 
annual  reports  of  the  treasurer,  executive  vice  presi- 
dent, and  chair  of  the  Board  of  Directors. 
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Sec  9.  Unanimous  consent  of  the  House  of  Dele- 
gates shall  be  required  for  the  introduction  of  any  new 
resolution  or  business  not  filed  in  proper  form  with 
the  executive  vice  president's  office  of  the  Society  two 
months  before  the  first  session  of  the  House  of  Dele- 
gates. This  section  shall  not  apply  to  new  business  or 
resolutions  presented  by  the  Board  of  Directors  or  any 
member  thereof,  the  constitutional  officers,  commit- 
tees of  the  Society  or  of  the  House  of  Delegates,  or 
officers  of  the  House  of  Delegates. 

Sec  10.  All  questions  of  an  ethical  nature  brought 
before  the  House  of  Delegates  shall  be  referred  to  the 
Board  of  Directors  without  discussion. 


Chapter  III 
Annual  election 

Section  1.  The  House  of  Delegates,  at  its  first  session 
of  the  annual  meeting,  shall  elect  a Committee  on 
Nominations  consisting  of  one  (1)  delegate  for  each 
district,  except  that  in  any  district  having  five  hundred 
(500)  or  more  regular  and  special  members,  there  shall 
be  elected  one  (1)  additional  delegate  for  each  addi- 
tional five  hundred  (500)  members  or  majority  frac- 
tion thereof.  One  (1)  delegate  representing  the  spe- 
cialty sections  shall  also  be  appointed.  Nominating 
committee  members  shall  be  limited  to  six  (6)  consecu- 
tive terms.  Those  committee  members  who  have 
served  six  (6)  consecutive  terms  upon  adjournment  of 
the  final  session  of  the  1994  House  of  Delegates  annual 
meeting  and  following  years  shall  have  met  this  re- 
quirement. This  committee  shall  become  operative  at 
the  close  of  the  final  session  of  that  annual  meeting 
and  shall  function  until  the  close  of  the  final  session  of 
the  following  year's  Annual  Meeting.  The  incoming 
committee  shall  meet  with  the  existent  committee  but 
without  vote  during  the  overlapping  days  of  the  an- 
nual meeting.  Any  vacancy  occurring  in  the  Commit- 
tee on  Nominations  between  the  date  of  its  formation 
and  the  time  of  its  reporting  shall  be  filled  by  appoint- 
ment by  the  director  or  directors  of  the  district  in 
which  the  vacancy  occurs,  or  if  a nominating  commit- 
tee member  is  unable  to  attend  a nominating  commit- 
tee meeting  or  is  a candidate  for  an  office  a substitute 
for  that  member  shall  be  named  by  the  most  senior 
director  available  from  the  affected  district  by  written 
notification  to  the  executive  vice  president  prior  to  the 
meeting  of  the  nominating  committee,  provided  that 
if  the  vacancy  or  need  for  substitution  occurs  in  the 
representation  from  the  specialty  sections,  such  va- 
cancy or  substitution  shall  be  filled  by  ballot  from 
among  the  section  delegates.  The  Committee  on 
Nominations  shall  convene  at  least  two  (2)  months 
prior  to  the  annual  meeting  of  the  House  of  Delegates 


to  prepare  a slate  of  candidates.  This  meeting,  to  be 
held  at  a time,  date  and  location  published  to  the 
general  membership  at  least  two  (2)  months  before 
this  meeting,  shall  include  an  open  session  of  not  less 
than  one  (1)  hour  to  allow  individual  nomination  of 
candidates.  The  Committee  shall  report  the  result  of 
its  deliberations  to  the  House  of  Delegates  in  the  form 
of  a ticket  containing  the  name  of  the  Board  nominee 
for  treasurer  and  the  names  of  one  or  more  members 
for  each  of  the  other  positions  to  be  filled. 

Sec  2.  The  report  of  the  Committee  on  Nominations 
and  elections  shall  be  the  first  order  of  business  of  the 
House  of  Delegates  at  the  third  session  of  the  annual 
meeting. 

Sec  3.  The  House  of  Delegates  shall  elect  the  presi- 
dent-elect, the  treasurer,  the  speaker  and  vice  speaker 
of  the  House  of  Delegates,  and  the  delegates  and  alter- 
nates to  the  American  Medical  Association.  Where 
there  is  no  contest,  a majority  vote  without  ballot  shall 
elect.  All  other  elections  shall  be  by  separate  ballot  for 
each  individual  position,  and  a majority  of  the  votes 
cast  shall  be  necessary  to  elect.  If  no  nominee  receives 
a majority  of  the  votes  on  the  first  ballot,  the  nominee 
receiving  the  lowest  number  of  votes  shall  be 
dropped,  except  where  there  is  a tie,  and  a new  ballot 
taken.  This  procedure  shall  be  continued  until  one  of 
the  nominees  receives  a majority  of  the  votes  cast. 

Sec  4.  Nothing  in  this  chapter  shall  be  construed  to 
prevent  additional  nominations  being  made  from  the 
floor  by  members  of  the  House  of  Delegates. 

Chapter  IV 
Duties  of  officers 

Section  1.  The  president  is  the  chief  constitutional  of- 
ficer of  the  Society.  Within  the  limits  of  the 
Constitution,  Bylaws,  and  policies  of  the  House  of 
Delegates  and  Board  of  Directors,  the  president  shall 
have  the  following  responsibilities  and  commensu- 
rate authority: 

a.  deliver  an  annual  address  to  the  House; 

b.  serve  as  a member  with  right  to  vote  on  the 
Board; 

c.  preside  at  meetings  of  the  Executive  Committee 
of  the  Board; 

d.  participate,  ex  officio  and  without  the  right  to 
vote,  in  sessions  of  the  House; 

e.  initiate  and  propose  policies  and  programs  that 
will  further  the  goals  and  objectives  of  the  Soci- 
ety for  consideration  by  the  House,  Board,  com- 
missions and  committees; 

f.  support  and  articulate  policies  and  programs 
adopted  by  the  Board  and  the  House. 

g.  promote  physician  interest  and  active  participa- 
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tion  in  the  Society. 

Sec  2.  The  president-elect  shall  act  for  the  president 
in  his  absence  or  disability.  If  the  office  of  president 
should  become  vacant,  the  president-elect  shall  suc- 
ceed to  the  presidency.  In  case  of  vacancy  in  the  office 
of  both  president  and  president-elect,  the  Board  shall 
appoint  one  of  its  members  as  acting  president  until 
the  next  meeting  of  the  House  of  Delegates. 

Sec  3.  The  treasurer  shall  be  responsible  to  the 
Board  of  Directors,  and  shall  advise  and  assist  it  in 
making  decisions  on  investment  policy  and  financial 
matters.  The  duties  of  the  treasurer  shall  include  the 
following: 

a.  Be  responsible  for  all  funds  due  the  Society,  to- 
gether with  bequests  and  donations; 

b.  Pay  money  out  of  the  treasury  only  on  written 
order  of  the  secretary; 

c.  Subject  the  treasurer's  accounts  to  such  exami- 
nation as  the  House  of  Delegates  may  order; 

d.  Annually  report  on  the  financial  standing  of  the 
Society,  including  a balance  sheet  and  income 
and  expense  report; 

e.  Give  bond  in  such  amount  as  the  Board  may 
provide. 

f.  Serves  as  chair  of  the  Finance  Committee  of  the 
Board. 

Sec  4.  The  executive  vice  president  is  the  chief  ex- 
ecutive officer  of  the  Society  charged  with  the  execu- 
tion of  policy  as  created  and  defined  by  the  House  of 
Delegates  and  the  Board  of  Directors.  The  executive 
vice  president  shall  serve  as  an  ex  officio,  nonvoting 
member  of  the  Board;  be  responsible  to  the  Board  and 
serve  as  its  secretary;  assist  the  Board  and  officers  in 
making  decisions  and  implementing  actions;  share 
convictions  and  argue  their  merits;  perform  the  func- 
tions ordinarily  assigned  to  the  office  of  executive  vice 
president,  and  make  an  annual  report  to  the  House  of 
Delegates.  "As  chief  executive  officer  the  executive 
vice  president  shall,  within  the  limits  of  the 
Constitution  and  Bylaws  and  Board  operating  poli- 
cies, effectively  perform  the  general  managerial  func- 
tion for  the  Society  and  all  of  its  divisions,  activities, 
and  personnel  including  employment  and,  as  neces- 
sary, termination  of  all  employees;  be  responsible  for 
and  have  the  necessary  authority  to  direct,  supervise, 
and  coordinate  all  programs,  projects  and  major  ac- 
tivities of  the  Society  and  all  wholly  owned  subsidiar- 
ies; formulate  and  recommend  for  approval  of  the 
Board  basic  policies  and  programs  which  will  seek  to 
achieve  the  objectives  and  goals  of  the  Society;  fully  in- 
form the  Board  on  the  condition  and  operation  of  the 
association;  cooperate  with  the  Board  and  Treasurer 
in  establishing  a program  of  fiscal  responsibility  for 
the  Society  including  development,  recommendation 
and  upon  approval,  operation  within  an  annual 


budget;  act  to  insure  that  all  funds,  physical  assets, 
and  other  property  of  the  Society  are  appropriately 
safeguarded  and  administered;  develop  and  maintain 
effective  internal  and  external  communications  with 
the  membership  and  other  organizations  and  agen- 
cies, both  public  and  private,  so  as  to  enhance  the 
positions  of  the  Society  and  the  objectives  of  its  mem- 
bership; and  through  effective  management  and  lead- 
ership, achieve  economic,  productive  performance, 
forward-looking  programming,  and  constructive 
growth  of  the  Society." 

Note:  Following  adoption  of  this  Bylaw  change  (Sec.  4 
above)  in  1987,  the  Board  agreed  to  develop  and  maintain  a 
set  of  current  "operating  policies"  between  itself  and  the 
secretary  to  detail  the  more  specific  duties  and  expectations 
important  to  a good  working  relationship  between  the  Board 
and  the  secretary. 

Chapter  V 
Board  of  Directors 

Section  1 . The  Board  of  Directors  shall  be  the  executive 
body  of  the  Society.  Between  meetings  of  the  House  of 
Delegates  it  shall  exercise  the  power  conferred  on  the 
House  of  Delegates  by  the  Constitution  and  Bylaws. 

Sec  2.  The  Board  shall  meet  during  the  annual 
meeting  and  at  such  other  times  as  necessity  may 
require,  subject  to  the  call  of  the  chairman  or  on 
petition  of  three  directors.  It  shall  hold  an  annual 
meeting  for  purposes  of  organization  and  other  busi- 
ness. 

Sec  3.  The  Board  shall  elect  a chairman  and  a vice 
chairman  from  among  its  voting  members.  It  may 
create  such  further  offices  or  combine  or  abolish  them 
as  it  sees  fit  in  the  management  of  its  affairs  and  in  the 
discharge  of  its  responsibilities.  Its  chairman  shall 
submit  an  annual  report  to  the  House  of  Delegates 
including  all  major  actions  and  policy  decisions  of  the 
preceding  year. 

Sec  4.  Each  director  shall  be  the  organizer  and  me- 
diator for  the  district.  Directors  shall  visit  each  county 
in  their  district  as  needed  for  the  purpose  of  organiz- 
ing component  societies  where  none  exist,  for  inquir- 
ing into  the  condition  of  the  profession,  and  to  keep  in- 
formed of  the  activities  of  the  component  societies  in 
the  district.  Each  director  shall  arrange  for  an  annual 
conference  or  caucus  with  the  societies  or  their  dele- 
gates within  the  district,  at  which  time  information 
shall  be  disseminated  concerning  the  activities  of  the 
State  Medical  Society  and  component  societies  within 
the  district.  Each  director  shall  report  as  necessary  to 
the  Board.  The  necessary  traveling  expenses  incurred 
by  each  director  in  the  line  of  duties  herein  imposed 
may  be  allowed  on  a proper  itemized  statement,  but 
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this  shall  not  be  construed  to  include  the  expense  of 
attending  the  annual  meeting  of  the  Society. 

Sec  5.  The  Board  of  Directors  shall  be  the  judicial 
body  of  the  Society.  It  may  decide  any  questions  of 
conduct  or  discipline  of  members,  or  any  questions  in- 
volving the  rights  and  standing  of  members,  whether 
in  relation  to  other  members,  to  the  component  socie- 
ties, or  to  this  Society.  It  shall  develop  and  publish 
procedures  for  discipline,  including  denial  of  initial  or 
continuing  membership,  for  those  physicians  who  fail 
to  provide  quality  health  care,  failure  to  pay  dues,  loss 
of  license  to  practice,  or  other  cause.  Its  decisions  in  all 
cases  shall  be  final,  including  the  right  to  expel  a 
member  should  a component  society  fail  to  do  so  after 
being  so  requested  by  the  Board.  The  Board's  right  to 
original  jurisdiction  includes  but  is  not  limited  to  the 
right  to  decide  cases  when: 

a.  the  affected  parties  reside  within  the  boundaries 
of  a single  county  medical  society  and  that  soci- 
ety does  not  wish  to  assume  jurisdiction; 

b.  the  affected  parties  reside  in  two  or  more  compo- 
nent medical  society  jurisdictions.  The  Board 
also  has  within  its  authority  the  right  to  appoint 
a commission  or  commissions  to  which  any  or  all 
such  matters  may  be  referred  for  investigation, 
evaluation  and  decision  to  acquit,  admonish,  or 
otherwise  discipline  as  appropriate.  A member 
may  appeal  to  the  Board  the  decision  of  such 
commission  or  the  action  of  a county  society  as 
provided  in  Chapter  X,  Section  3.  If  the  recom- 
mendation is  for  suspension  or  expulsion  of  a 
physician  from  Society  membership,  final  action 
must  be  taken  by  the  Board. 

Sec  6.  Charters  shall  be  issued  to  county  societies 
only  on  approval  of  the  Board,  with  ratification  by  the 
House  of  Delegates,  and  shall  be  signed  by  the  presi- 
dent and  executive  vice  president  of  this  Society. 
Upon  the  recommendation  of  the  Board,  the  House  of 
Delegates  may  revoke  the  charter  of  any  component 
society  whose  actions  are  in  conflict  with  the  letter  or 
spirit  of  this  Constitution  and  Bylaws. 

Sec  7.  In  sparsely  settled  sections,  the  Board  shall 
have  authority  to  organize  the  physicians  of  two  or 
more  counties  into  societies.  These  societies,  when  or- 
ganized and  chartered,  shall  be  entitled  to  all  rights 
and  privileges  provided  for  component  societies  until 
such  counties  shall  be  organized  separately. 

Sec  8.  The  Board  shall  provide  for  and  superintend 
the  issuance  of  all  publications  of  the  Society  includ- 
ing proceedings,  transactions  and  memoirs,  and  shall 
have  the  authority  to  appoint  an  editor  of  the  Journal 
and  such  assistants  as  it  deems  necessary. 

Sec  9.  The  Board  shall  select  a qualified  independ- 
ent accounting  firm  and  receive  an  annual  audit  of  all 


accounts  of  this  Society.  With  the  treasurer,  it  shall 
supervise  the  investment  of  funds.  The  Board  shall 
adopt  an  annual  budget  providing  for  the  necessary 
expenses  of  the  Society. 

Sec  10.  The  Board  may,  by  interim  appointment,  fill 
any  vacancy  in  office  not  otherwise  provided  for 
which  may  occur  during  the  interval  between  annual 
meetings  of  the  House  of  Delegates.  The  appointee 
shall  serve  until  a successor  has  been  elected  and  has 
qualified.  When  a district  initially  qualified  for  an 
additional  director,  such  position  shall  be  considered 
new  and  not  a vacancy  to  which  the  Board  is  author- 
ized to  make  an  interim  appointment.  Such  new 
position  shall  be  filled  by  election  at  the  next  meeting 
of  the  House  of  Delegates  in  the  manner  provided  by 
Article  VI  of  the  Constitution.  The  initial  term  shall  be 
so  established  as  to  maintain  the  election  of  substan- 
tially one-third  of  the  directors  each  year. 

Sec  11.  The  Board  may  elect  as  executive  vice 
president  one  who  need  not  be  a physician  or  a 
member  of  the  Society. 

Sec  12.  The  Board  shall  provide  such  facilities  for 
the  Society  as  may  be  required  to  properly  conduct  its 
business. 

Sec  13.  The  Board  shall  nominate  a director  to  serve 
as  treasurer  and  shall  report  the  nominee  to  the 
Committee  on  Nominations  in  the  manner  provided 
by  Chapter  111  of  the  bylaws. 

Sec  14.  There  shall  be  an  Executive  Committee  of 
the  Board  which  shall  consist  of  the  president,  the 
president-elect,  the  immediate  past  president,  the 
chair  and  vice  chair  of  the  Board,  the  chair  of  the 
Finance  Committee,  the  speaker,  and  two  additional 
district  directors  to  be  appointed  annually  by  the  chair 
of  the  Board.  The  Alliance  president  and  president- 
elect shall  be  ex-officio  non-voting  members.  The  Ex- 
ecutive Committee  shall  possess  and  may  exercise  all 
the  powers  of  the  Board  of  Directors  between  meet- 
ings of  the  Board.  The  Executive  Committee  shall 
meet  prior  to  the  meetings  of  the  Board  and  at  such 
other  times  as  may  be  required,  subject  to  the  call  of  the 
chair  or  on  petition  of  three  voting  members,  and  shall 
report  all  actions  taken  by  it  to  the  next  meeting  of  the 
Board,  for  its  consideration. 

Chapter  VI 

Commissions  and  committees 
Section  1.  The  Board  shall  appoint  such  commissions 
and  committees,  either  permanent  or  ad  hoc,  as  it 
deems  necessary  to  properly  conduct  the  affairs  of  the 
Society.  Membership  on  such  committees  and  com- 
missions shall  be  limited  to  members  of  the  Society 
and  its  Alliance.  Nonmembers  of  the  Society  or  its 
Alliance  may  be  appointed  as  special  representatives 
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should  their  expertise  and  knowledge  be  of  benefit  to 
the  goals  of  such  commissions  or  committees.  Such 
individuals  shall  not  have  the  right  to  vote  or  hold 
office.  Each  commission  and  committee  shall  have  the 
duty  of  being  informed  on  matters  within  the  area  of 
its  special  interest.  They  shall  represent  the  Society's 
interests  by  continual  contacts  with  voluntary  and 
governmental  agencies  having  related  concerns  with 
the  intention  of  coordinating  efforts  to  serve  the  health 
interests  of  the  people  of  Wisconsin.  They  shall  de- 
velop recommendations  from  their  studies  and  activi- 
ties for  action  by  the  Board  or  House  of  Delegates. 

Sec  2.  Specialty  sections  shall  be  regarded  as  special 
committees  of  the  Society  from  which  the  Board  or  any 
commission  or  committee  may  seek  advice  and  assis- 
tance on  matters  of  special  or  general  concern  to  the 
profession  and  the  health  of  the  people  of  Wisconsin. 
The  specialty  sections  will  be  expected  to  give  special 
requests  prompt  consideration  and  response  so  as  to 
enable  the  Society  to  make  maximum  use  of  their 
resources. 

Chapter  VII 
Dues  and  assessments 

Section  1 . The  annual  dues  and  assessments  of  this  So- 
ciety shall  be  determined  by  the  House  of  Delegates 
and  shall  be  levied  per  capita  on  the  members.  Dues 
and  assessments  shall  be  payable  as  determined  by 
the  Board  of  Directors.  Any  member  whose  current 
year's  dues  have  not  been  received  by  the  executive 
vice  president  on  or  before  the  dues  payment  dead- 
line, as  established  by  the  Board  of  Directors,  shall  be 
deemed  in  arrears  and  shall  be  removed  from  the 
membership  rolls  of  the  county  society  and  this  Soci- 
ety until  such  time  as  full  dues  for  the  current  year 
have  been  received. 

Sec  2.  The  record  of  payment  of  dues  and  assess- 
ments on  file  in  the  offices  of  this  Society  shall  be  final 
as  to  the  fact  of  payment  by  a member  and  to  the  right 
to  participate  in  the  business  and  proceedings  of  the 
Society  or  the  House  of  Delegates  and  to  any  other 
benefits  and  privileges  of  membership. 

Chapter  VIII 

The  Board  of  Directors  shall  adopt  ethical  guidelines 
for  the  members  of  this  Society. 

Comment:  On  July  18, 1981  the  Board  of  Directors  adopted 
the  Principles  of  Medical  Ethics  of  the  AMA  as  the  ethical 
guidelines  of  the  Society. 

Chapter  IX 

The  current  edition  of  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  governs  this  organization  in  all 


parliamentary  situations  that  are  not  provided  for  in 
the  law  or  in  its  charter,  constitution,  bylaws,  or 
adopted  rules. 

Chapter  X 
County  societies 

Section  1.  All  present  county  societies  or  those  that 
may  hereafter  be  organized  in  this  state  shall,  upon  ap- 
plication to  the  Board  of  Directors,  receive  charters 
from  this  Society,  provided  that  their  constitutions 
and  bylaws  have  been  submitted  to  the  Board  and 
found  in  conformity  with  the  Constitution  and  By- 
laws of  the  State  Medical  Society.  All  revisions  shall  be 
submitted  to  the  Society,  approved  by  the  Board,  and 
filed  with  the  executive  vice  president.  Where  a 
county  society  has  lost  or  misplaced  its  constitution 
and  bylaws,  the  model  constitution  and  bylaws  for 
county  medical  societies,  as  last  approved  by  the 
Board,  shall  be  deemed  to  apply. 

Sec  2.  Only  one  component  medical  society  shall  be 
chartered  in  each  county. 

Sec  3.  Any  physician  who  may  feel  aggrieved  by 
the  action  of  the  society  of  his  county  in  suspending  or 
expelling  him  shall  have  the  right  to  appeal  to  the 
Board  of  Directors  of  the  State  Society.  Its  decision 
shall  be  final.  A county  society  shall  at  all  times  be 
permitted  to  appeal  or  refer  questions  involving 
membership  to  the  Board  of  the  State  Society  for  final 
determination.  The  mechanisms  and  procedures 
which  apply  to  the  appeal  process  shall  be  those 
adopted  by  the  Board. 

Sec  4.  Each  component  county  society  shall  elect 
one  or  more  delegates  and  may  elect  an  equal  number 
of  alternates  to  substitute  for  any  absent  delegates 
from  that  component  society,  for  a term  of  two  calen- 
dar years,  to  represent  it  in  the  House  of  Delegates  of 
this  Society,  in  accordance  with  Chapter  II,  Section  1, 
of  these  Bylaws.  The  term  of  office  shall  begin  on 
January  1 of  the  year  succeeding  the  election  of  such 
delegates  and  alternates. 

Sec  5.  The  secretary  of  each  county  society  shall 
keep  a roster  of  its  members. 

Chapter  XI 
Specialty  sections 

Section  1.  The  House  of  Delegates  shall  establish  spe- 
cialty and  special  sections  within  the  Society.  It  shall 
have  the  power  to  combine,  enlarge,  or  discontinue 
any  or  all  of  such  sections  so  established  using  the 
following  guidelines: 

a.  For  specialty  section  to  be  designated  it  must 
represent  a specialty  which  is  represented  in  the 
American  Medical  Association  House  of  Dele- 
gates and 
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b.  Have  at  least  twenty  (20)  members  of  the  spe- 
cialty who  are  members  of  this  Society. 

c.  If  no  representative  from  the  specialty  section 
registers  as  a representative  of  that  section  for 
three  (3)  consecutive  annual  meetings,  the  spe- 
cialty section  will  be  dropped  with  the  option  of 
reapplying  after  one  year,  provided  the  above 
criteria  are  met. 

d.  From  time  to  time  special  sections  not  meeting 
the  above  criteria  may  be  established  by  the 
House  of  Delegates. 

Sec  2.  Such  sections  so  established  shall  be  based 
upon  those  divisions  of  medicine  in  which  the  various 
members  possess  a special  interest.  Qualifications  for 
membership  in  any  section  shall  be  established  by  the 
members  of  such  section,  subject  to  approval  of  the 
Board  of  Directors,  Scientific  meetings  of  a section 
shall  be  open  to  all  members  in  good  standing  of  the 
State  Medical  Society. 

Sec  3.  The  officers  of  each  section  shall  be  elected  by 
and  from  its  membership.  The  terms  of  such  officers 
shall  be  for  one  year,  but  any  officer  may  be  reelected. 

Sec  4.  No  section  shall  have  the  power  to  bind  the 


State  Medical  Society  by  any  resolution  or  other  ac- 
tion. No  such  resolution  or  action  shall  be  publicized 
unless  it  shall  first  have  been  approved  by  the  House 
of  Delegates,  or  by  a majority  of  the  Board  when  the 
House  is  not  in  session.  No  resolution  adopted  by  any 
section  shall  be  effective  until  likewise  so  approved. 

Sec  5.  Each  section  shall  elect  a delegate  and  an 
alternate  to  the  House  of  Delegates.  The  term  shall  be 
for  two  calendar  years  without  limitation  on  number 
of  terms. 

Sec  6.  The  specialty  sections  of  the  Society  shall  be 
considered  an  integral  part  of  the  working  committee 
structure  of  the  Society  as  outlined  in  Chapter  VI  of 
these  Bylaws. 

Chapter  XII 
Amendments 

These  Bylaws  may  be  amended  at  any  annual  meeting 
by  a majority  vote  of  the  delegates  present,  if  the  pro- 
posed amendment  has  been  properly  submitted  to  the 
House  of  Delegates  and  has  laid  over  for  one  session  of 
that  annual  meeting. <> 


AMERICAN  MEDICAL  ASSOCIATION  - PRINCIPLES  OF  MEDICAL  ETHICS 


PREAMBLE:  The  Medical  profession  has  long  subscribed  to 
a body  of  ethical  statements  developed  primarily  for  the  benefit 
of  the  patient.  As  a member  of  this  profession,  a physician  must 
recognize  responsibility  not  only  to  patients,  but  also  to  soci- 
ety, to  other  health  professionals,  and  to  self.  The  following 
Principles  adopted  by  the  American  Medical  Association  are 
not  laws,  but  standards  of  conduct  which  define  the  essentials 
of  honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  7/roviding  compietent 
medical  service  with  compassion  and  re^.^ct  for  human  dig- 
nity. 

II.  A physician  shall  deal  honestly  patients  and  col- 
leagues, and  strive  to  expose  those  physic  ns  deficient  in  char- 
acter or  competence,  or  who  engage  in  t’^  ud  or  deception. 


III.  A physician  shall  respect  the  law  and  also  recognize 

a responsibility  to  seek  changes  in  those  requirements  which 
are  contrary  to  the  best  interests  of  the  patient. 

IV.  A physician  shall  respect  the  rights  of  patients,  of  col- 
leagues and  of  other  health  professionals,  and  shall  safeguard 
patient  confidences,  within  the  constraints  of  the  law. 

V.  A physician  shall  continue  to  study,  apply  and  advance 
scientific  knowledge,  make  relevant  information  available  to 
patients,  colleagues  and  the  public,  obtain  consultation,  and  use 
the  talents  of  other  health  professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropriate  patient 
care,  except  in  emergencies,  be  free  to  choose  whom  to  serve, 
with  whom  to  associate,  and  the  environment  in  which  to 
provide  medical  services. 

VII.  A physician  shall  recognize  a responsibility  to  partici- 
pate in  activities  contributing  to  an  improved  community. 
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Officers  of  Wisconsin's  county  medical  societies 


Key:  president  (P),  president  elect 
(PE),  vice  president  (VP),  secretary 
(S),  treasurer  (T),  secretary-treasurer 
(ST),  executive  secretary  (ES),  ex- 
ecutive vice  president  (EVP),  execu- 
tive director  (ED) . As  of  5/ 1 / 93 

Ashland-Bayfield-Iron 
P — Mark  Belknap,  MD 
1625  Maple  Lane 
Ashland  54806 
715-682-2358 
ST— Grace  Heitsch,  MD 
1625  Maple  Lane 
Ashland  54806 
715-682-2358 

Barron-Washbum-Bumett 

P — Thomas  Lingen,  MD 
1475  Webb  Street 
Cumberland  54829-0127 
715-924-4811 
S — John  A Cragg,  MD 
1020  Lakeshore  Dr 
Rice  Lake  54868 
715-234-9031 

T — Donald  E Riemer,  MD 
PO  Box  127 

Cumberland  54829-0127 
715-822-2231 

Brown 

P — Stephen  D Hathway,  MD 

PO  Box  23400 

Green  Bay  54305 

S — Joseph  D Cooper,  MD 

PO  Box  13508 

Green  Bay  54307-3508 

T — Roger  C Wargin,  MD 

613  Ridgeview  Ct 

Green  Bay  54301-1439 

414-499-8859 

Calumet 

P — Ricarte  E Lozada,  MD 
W 2143  Debra  Ct 
Chilton  53014 
414-849-9448 
VP — Badri  N Ganju,  MD 
451  E Brooklyn  St 
Chilton  53014 
414-849-2888 


ST — William  E Hannon,  MD 
614  Memorial  Dr 
Chilton  53014 
414-849-2386 

Chippewa 

P — Philip  Swanson,  MD 
21083  E Ridgeway  Drive 
Cadott  54727 
ST— Jerry  Gehl,  MD 
2655  County  Road  Hwy  1 
Chippewa  Falls  54729 
715-726-4136 

Clark 

P — Paul  L Writz,  MD 
903  E Spruce 
Abbotsford  54405 
715-223-2364 

ST — Alfred  R.  Talens,  MD 
7622  County  Arndt  Rd 
Neillsville  W1  54456 

Columbia-Marquette- Adams 
P— Muhammed  Esmaili,  MD 
PO  Box  10 
Friendship  53934 
608-339-3326 

S — Stewart  F Taylor,  Jr,  MD 
PO  Box  320 
Portage  53901 
608-742-4242 

T — Raymundo  M Verzosa,  MD 
2315  Hamilton  St 
Portage  53901 

Crawford 

P — Michael  S Garrity,  MD 
610  E Taylor  St 
Prairie  du  Chien  53821 
608-326-6466 
ST — Vacant 

Dane 

P — Bradley  Manning,  MD 

1108  Nishishin  Trail  NE 

Madison  53716 

VP— Kay  A Heggestad,  MD 

4221  Venetian  Lane 

Madison  53704 

608-221-1501 


ST— Kenneth  Felz,  MD 
2 West  Gorham  St 
Madison  53703 
ED — J Michael  Eaton 
PO  Box  1109 
Madison  53701-1109 
608-283-5412 

Dodge 

P — Timothy  J Rentmeester,  MD 

1200  N Center  St 

Beaver  Dam  53916 

ST — Sharon  L Haase,  MD 

N6306  N Salem  Rd 

Beaver  Dam  53916 

ES — Shirley  Dinsch 

1008  W Burnett  St 

Beaver  Dam  53916 

414-885-4726 

Door-Kewaunee 

P — Michael  R McFadden,  MD 

342  Louisiana  St 

Sturgeon  Bay  54235-0447 

414-743-6974 

ST — Vacant 

Douglas 

P— Kathleen  Broad,  MD 
3500  Tower  Ave 
Superior  54880 
ST— Steven  Peterson,  MD 
3600  Tower  Avenue 
Superior  54880 

Eau  Claire-Dunn-Pepin 

P — Edgar  O Hicks,  MD 
836  Richard  Dr 
Eau  Claire  54701 
715-834-2701 

ST — Robert  J Fabiny,  MD 
733  W Clairemont  Ave 
PO  Box  1510 
Eau  Claire  54702-1510 
715-839-5222 

ond  du  Lac 
P— Carl  J Saggio,  MD 
05  E Division  St 
ond  du  Lac  54935 
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S-- Michael  Strigenz,  MD 
110  North  Natl  Ave 
Fond  du  Lac  54935 
T— Frederick  C Yuhas,  MD 
229  East  Division 
Fond  du  Lac  54935 
ES — Dorothy  A Olig 
430  E Division  St 
Fond  du  Lac  54935 
414-923-5330 

Forest 

P — E Frank  Castaldo,  MD 
Box  98 
Laona  54541 
715-674-3581 

ST — Burton  S Rathert,  MD 
PO  Box  1276 
Rhinelander  54501-1276 
715-478-2413 

Grant 

P — Meenakshi  Maski,  MD 
1250  Hwy  151  E,  Suite  A 


Platteville  53818-3815 

608-348-4119 

VP— Kevin  Carr,  MD 

1370  N.  Water  St 

Platteville  53818 

608-348-2455 

ST— William  P Fast,  MD 

208  Parker  St 

Boscobel  53805 

608-375-4144 

Green 

P — George  E Breadon,  MD 
2021  - 11th  St 
Monroe  53566 
608-328-7378 

VP — Margaret  R Draeger,  MD 
1515  - 10th  St 
Monroe  53566 
608-328-7250 
S — Kishor  G Rana,  MD 
515  22nd  Avenue 
Monroe  53566 
608-328-0100 


T — George  W Kindschi,  MD 
1515 -10th  St 
Monroe  53566 
608-328-7000 

Green  Lake-Waushara 
P— Vacant 

ST — Barry  L Rogers,  MD 
PO  Box  20 
Berlin  54923-0020 
414-361-4306 

Iowa 

P — Young  I Kim,  MD 
829  S Iowa  St 
Dodgeville  53533 
608-935-9336 

ST-Harald  P L Breier,  MD 
PO  Box  185 
Montfort  53569-0185 
608-943-6308 


Continued  on  next 


page 


‘Enjoy  tfte  e?c^uisite  taste  of 
cCassicaC  ItaCian  cuisine  right 
here  in  iMadison. . .at  Eeppino's 
^or  ad  of  your  dining  occasions. 
Let  chef  and  oumer  Eeppino  malc^ 
yours  a night  to  reTnemSer. 
Choose  from  the  e7(tensive  menu  of 
fresh  fish,  vecd,  chicken  and  pastas 
...  or  any  of  the  nightCy  specials. 


“ybufCget  onCy  tfte  finest 
at  Tep-pino 's  " 

Open  nightly  at  S pm 
5518  ‘University  Avenue  in  9dadison 
Setzveen  ‘Whitney  ‘Way  and 
OdiddCeton. 

Cate  (608)  233-2200 for  reservations. 
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Jefferson 

P — F Bradford  Meyers,  MD 
152  W Garland  St 
Jefferson  53549 
414-674-4141 

VP — Georgia  Knox  Mode,  MD 
311  S Main  St 
Fort  Atkinson  53538 
414-563-3153 

ST — Mary  Jo  Neustifter,  DO 
426  McMillen 
Fort  Atkinson  53538 
414-563-8900 

Juneau 

P — D Keith  Ness,  MD 
1040  Division  St 
Mauston  53948 
608-847-5000 

ST — Nancy  E B Ness,  MD 
1040  Division  St 
Mauston  53948 
608-847-5000 

Kenosha 

P — Kevin  J Fullin,  MD 
Suite  402 
6308  Eighth  Ave 
Kenosha  53143 
414-656-8260 

PE— Roger  T Pacanowski,  MD 

Suite  502 

6308  Eighth  Ave 

Kenosha  53143 

414-656-8217 

ST-Meredith  C Clubb,  MD 

Suite  503 

6308  Eighth  Ave 

Kenosha  53143 

414-656-8213 

ES — James  Splitek 

5525  Green  Bay  Rd 

Kenosha  53144 

414-654-9166 

La  Crosse 

P — Jack  M Lockhart,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

PE— David  Westgard,  MD 
800  West  Ave  S 
La  Crosse  54601 
608-782-9760 


ST — Wayne  A Bottner,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

Lafayette 

P — Robert  J Bemardoni,  MD 
517  Park  Place 
Darlington  53530 
608-776-4497 

ST — Gregory  Tjossem,  MD 
517  Park  Place 
Darlington  53530 
608-776-4497 

Langlade 

P — Gary  M Hegranes,  MD 
837  Clermont  St 
Antigo  54409-0400 
715-623-2351 
ST — Jay  Turnbull,  MD 
837  Clermont  St 
Antigo  54409-0400 
715-623-2351 

Lincoln 

P — Jerome  S Mayersak,  MD 
177  Tee  Lane  Dr 
PO  Box  177 
Merrill  54452 
715-536-6988 

VP — Donald  L Evans,  MD 
1205  O'Day  St 
Merrill  54452 
715-536-9511 
ST — Carl  Viviano,  MD 
2800  Thielman  St 
Merrill  54452 
715-536-7791 

Manitowoc 
P — Roger  Bell,  MD 
300  E Reed  Ave 
PO  Box  277 
Manitowoc  54220 
414-684-4477 

ST — Donald  Lewellen,  MD 
PO  Box  1900 
Manitowoc  54221-1900 

Marathon 

P— Kenneth  Day,  MD 
2727  Plaza  Dr 
Wausau  54401 
715-847-3351 


PE — Kevin  T Flaherty,  MD 

614  First  St 

PO  Box  689 

Wausau  54401 

715-845-8201 

ST— David  Jenkins,  MD 

425  Pine  Ridge  Blvd  #123W 

Wausau  54401 

715-845-6366 

ES — Lorraine  W Kordus 

PO  Box  6190 

Wausau  54402-6190 

715-845-6231 

Marinette-Florence 
P — John  D Pinkerton,  MD 
1510  Main  St 
Marinette  54143 
715-735-7421 

ST — Calvin  D Nogler,  MD 
Hwy  141,  Box  18 
Pound  54161 
414-897-2331 

Milwaukee 

P — Robert  F Purtell,  Jr.,  MD 
3316  W Wisconsin  Ave 
Milwaukee  53208 
414-342-4126 
ST — Peter  S Foote,  MD 
1684  N Prospect  Ave 
Milwaukee  53202 
414-271-1580 
EVP- William  B Harlan 
1020  N Broadway,  #200 
Milwaukee  53202-3171 
414-271-9870 

Monroe 

P — Kevin  A Jessen,  MD 
1112  Charles  Dr 
Tomah  54660 
608-372-4111 
ST — Michael  T Pace,  MD 
315  W Oak  St,  PO  Box  250 
Sparta  54656 
608-269-6731 

Oconto 
P — Vacant 

VP— William  J Wittman,  MD 
815  S Main  St 
Oconto  Falls  54154 
414-846-3092 
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ST — James  J.  Wallace,  DO 
405  First  St 
Oconto  54153 
414-834-3990 

Oneida-Vilas 
P — Lee  A Swank,  MD 
1020  Kabel  Ave 
Rhinelander  54501 
715-362-6160 
ES — Jeanne  Cihla 
1020  Kabel  Ave 
Rhinelander  54501 
715-369-7758 

Outagamie 

P — Donald  C McKee,  MD 
1506  S Oneida  St 
Appleton  54915 
414-738-2128 

VP — Michael  H Broderdorf,  MD 

1914  N Gillette  St 

Appleton  54914 

414-738-0456 

ST— Mark  H Beard,  MD 

1818  North  Meade 

Appleton  54911 

414-739-3537 

ES — Dolores  A Ebben 

211  E Franklin  St 

Appleton  54911 

414-734-5951 

Ozaukee 

P — Gregory  Gnadt,  MD 
4922  Colombia  Rd 
Cedarburg  53012 
414-375-4430 

ST — Arthur  F Garcia,  Jr,  MD 
214  Green  Bay  Rd 
Thiensville  53092 
414-242-5400 

Pierce-St  Croix 

P — Roland  Hammer,  MD 
1687  Division  St  E 
River  Falls  54022 
715-425-6701 
ST— James  Beix,  MD 
1687  Division  St 
River  Falls  54022 
715-425-6701 


A local  ethnic  band  entertains  at  the  WISPAC  reception  in  La  Crosse. 


ST— Joseph  F.  Boero,  MD 
205  Linden  Street 
Post  Office  Box  190 
Park  Falls  54552 
715-762-3212 

Racine 

P — Jerome  C Brooks,  MD 

3807  Spring  St 

PO  Box  085001 

Racine  53408-5001 

414-631-8006 

S — Kenneth  A Klein,  MD 

5351  Short  Rd 

Racine  53402-9776 

T — S Marshall  Cushman,  MD 

3831  Lighthouse  Dr 

Racine  53402 

414-639-8925 

ES — John  Bjelajac 

PO  Box  1422 

Racine  53401-1422 

414-634-0702 

Continued  on  next  page 


Polk 

P — Carl  W Hansen,  MD 
208  Adams  St  S 
St  Croix  Falls  54024 
715-483-3221 

ST — James  S Moore,  Jr,  MD 
1358  Hungerford  Point 
St.  Croix  Falls,  W1  54024 
715-483-9875 


Portage 

P — Joseph  F Jarabek,  MD 

2501  Main  St 

Stevens  Point  54481 

715-344-4120 

ST— John  K Paulson,  MD 

3504  E Maria  Drive 

Stevens  Point  54481 

715-341-8044 


Price 

P— Everin  C Houkom,  MD 
205  Linden  Street 
Post  Office  Box  190 
Park  Falls  54552 
715-762-3212 
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Marcia  }.  S.  Richards,  MD  addresses  the  1993  House. 


Richland 

P— George  H Pfaltzgraff,  MD 
1313  W Seminary  St 
PO  Box  649 

Richland  Center  53581-0649 
608-647-6161 
VP-Mark  H Brus,  MD 
1313  W Seminary  St 
PO  Box  649 

Richland  Center  53581-0649 
608-647-6161 

ST — Richard  W Edwards,  MD 
1313  W Seminary  St 
PO  Box  649 

Richland  Center  53581-0649 
608-647-6161 

Rock 

P — David  C Murdy,  MD 
580  N Washington 
Janesville  53545 
608-755-3500 

VP— Kathleen  M Wick,  MD 
1904  Huebbe  Parkway 
Beloit  53511 

ST — Mark  E Lanser,  MD 
580  N Washington 
PO  Box  551 
Janesville  53547-0551 
608-755-3500 

Rusk 

P — Ron  M Charipar,  MD 
1216  E River 
Ladysmith  54848 
715-532-6615 
ST — Rebecca  J Allen,  MD 
906  W College  Ave 
Ladysmith  54848 
715-532-6651 

Sauk 

P — Edward  Bueno,  MD 
707  Summit  St 
Baraboo  53913 
ST — Vacant 

Sawyer 

P— Lloyd  M Baertsch,  MD 
Route  3,  Box  3998 
Hayward  54843 
715-634-2681 

ST— Paul  Strapon,  III,  MD 
PO  Box  764 
Hayward  54843 
715-634-8911 


378 


Shawano 

P — Ralph  D Petty,  MD 
117  E Green  Bay  St 
Shawano  54166 
715-524-2161 

ST — Gregory  B Thatcher,  MD 
117  E Green  Bay  St 
Shawano  54166-2495 
715-524-2161 

Sheboygan 

P— Paul  M Fleming,  MD 
2414  Kohler  Memorial  Dr 
Sheboygan  53081 
414-457-4461 

ST — Joseph  F Golubski,  DO 
2629  N Seventh  St 
Sheboygan  53083 
414-457-5033 

Taylor 

P — Michael  A Haase,  MD 
101  N Gibson  Ave 
Medford  54451 
715-748-2121 

ST — Walther  W Meyer,  MD 
612  E Perkins  St 
Medford  54451 
715-748-2121 


Trempealeau-Jackson-Buffalo 

P — James  O Steele,  MD 

PO  Box  128 

Independence  54747 

ST — Geoffrey  C Kloster,  MD 

219  S Main  St 

Galesville  54630 

608-582-2286 

Vernon 

P — Mark  H Andrew,  MD 
PO  Box  72 
Viroqua  54665 
608-637-3195 

VP — Timothy  J Devitt,  MD 
RFDl 

Soldiers  Grove  54655 
ST— Rolando  A Macasaet,  MD 
318  W Decker  St 
Viroqua  54665 

Walworth 

P — Clifford  Poplar,  MD 

Route  3,  Box  429-A 

Delavan  53115 

ST — Craig  J Johnson,  MD 

PO  Box  1002 

Elkhorn  53121 

414-741-2298 
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Washington 

P — Peter  Cornelius,  MD 

N168  W20060  Main  St 

Jackson  53037 

414-677-3661 

ST — Jeffrey  S Allen,  MD 

1004  E Sumnar  St 

Hartford  53027 

414-673-8248 

Waukesha 
P— John  R Park,  MD 
17050  W North  Ave 
Brookfield  53005 
414-784-7150 
S — Ronald  Martins,  MD 
1855  Hollhock  Lane 
Elm  Grove  53122 
414-554-2285 

T— Gwendolyn  Tanel,  MD 
W236  S5572  Maple  Hill 
Waukesha,  W1  53186 
414-544-5791 


ES— Robert  Herzog 
850  Elm  Grove  Rd,  #11 
Elm  Grove  53122 
414-784-3747 

Waupaca 

P— Charles  J Rathjen,  MD 
710  Riverside  Dr 
Waupaca  54981 
715-258-1160 

VP — Robert  D Heinen,  MD 
725  W Ramsdell 
PO  Box  236 
Marion  54950-0236 
715-754-5267 

ST — Donn  D Fuhrmann,  MD 
402  Oak  Street 
New  London  54961 
414-982-7240 


Wiimebago 

P — John  W Faber,  MD 

1424  S Commercial  St 

Neenah  54956 

414-725-5659 

ST — James  E Cauley,  MD 

400  Ceape  Ave 

Oshkosh  54901 

414-236-3238 

Wood 

P— Robert  Phillips,  MD 

1000  N Oak  Ave 

Marshfield  54449-5777 

715-387-5852 

VP — Janet  Wilson,  MD 

400  Dewey  St 

Wisconsin  Rapids  54494 

715-423-1300 

ST — Louis  C Hacker,  MD 

1000  N Oak  Ave 

Marshfield  54449-5777 

715-387-5457 


Officers  of  the  SMS  specialty  and  special  sections 


As  of  June  1, 1993 

Key:  chair  (C),  chair  elect  (CE),  vice 
chair  (VC),  secretary-treasurer  (ST), 
delegate  (D),  alternate  delegate  (AD), 
AMA  delegate  (AMAD),  AMA  al- 
ternate delegate  (AMA  AD). 

Allergy  and  Clinical  Immunology 
C— Steven  H Cohen,  MD 
5020  W Oklahoma  Ave 
Milwaukee  53219 
D — Donald  A Bukstein,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
608-252-8020 

AD— Steven  H Cohen,  MD 

Anesthesiology 

C — Paul  M Jacobsen,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
414-762-4939 
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CE— J Alex  Villacrez,  MD 

PO  Box  518 

Monroe  53566 

ST— W Stuart  Sykes,  MD 

B6/387UWCSC 

600  Highland  Ave 

Madison  53792 

608-263-8100 

D — Warren  J Holtey,  MD 

1000  N Oak  Ave 

Marshfield  54449-5777 

AD — Edwin  Lee  Mathews,  MD 

8700  W Wisconsin  Ave 

Milwaukee  53226 

414-257-6269 

Cardiology 

C— W Bruce  Fye,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5080 


AD—  Robert  M Green,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

Dermatology 

C-John  W Melski,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5311 

CE — William  P Le  Feber,  MD 
324  E Wisconsin  Ave 
Milwaukee  53202 
414-271-2721 
ST— James  Icken,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
608-252-8000 
D— Donald  J Miech,  MD 
1000  N Oak  Ave 
Marshfield  54449 
715-387-5311 

Continued  on  next  page 
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AD — Stephen  E Hoy,  MD 
324  E Wisconsin  Ave  #925 
Milwaukee  53202 
414-271-2721 

Emergency  Medicine 
C — Peter  J Holzhauer,  MD 
15875  Ridgefield  Ct 
Brookfield  53005 
414-769-9000 

ST — Joseph  L Hodgson,  MD 
3319  Amity  Ct 
Green  Bay  54301 
D — Peter  J Holzhauer,  MD 
AD— Dean  T Stueland,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5497 

Family  Physicians 
C — Arm  Berlage,  MD 
130  Warren  St 
Beaver  Dam  53916 
414-885-4433 

ST— Lowell  H Keppel,  MD 

11524  W Theodore  Trecker 

Milwaukee  53214-7260 

414-896-8064 

D — George  Gay,  Jr.,  MD 

PO  Box  28 

Cambridge  53523 

AD— Thomas  H Peterson,  MD 

995  Campus  Dr 

Wausau  54401-1898 

715-675-3391 

Hospital  Medical  Staff 
C — Edward  R Winga,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

D — Stephen  R Peters,  MD 
1506  S Oneida  St 
Appleton  54915 
414-738-2000 

AD — Louis  R Pfeiffer,  MD 
515  Prospect  Ave 
Nekoosa  54457 

Internal  Medicine 

C— Bruce  A Polender,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 


ST— Daniel  L Johnson,  MD 
2211  Stout  Road 
Menomonie  54751 
715-235-9671 

D — Bruce  A Polender,  MD 
AD— Richard  A Dart,  MD 
1000  N Oak  A Venue 
Marshfield  54449-5777 
715-387-5345 

Itemational  Medical  Graduates 

C— Ayaz  M Samadani,  MD 
148  Warren  Street 
PO  Box  678 
Beaver  Dam  53916 
414-887-7731 

VC-Vijay  V Kulkarni,  MD 
2315  N Lake  Drive  #711 
Milwaukee  53211 
414-289-0360 

ST— Miguel  T Galang,  Jr,  MD 
9008  W Burleigh  St 
Milwaukee  53222 
414-871-4070 

D— Avadh  B Agarwal,  MD 
1051  W Acacia  Rd 
Glendale  53217 
414-352-2278 

AD— Vasudev  M Patel,  MD 
3015  16th  St 
Monroe  53566 
608-325-7422 

Long-term  Care 

D— Vacancy 

Medical  Faculties 
D— Vacancy 

Medical  Students 
C— John  A Schneider 
W246  N8844  L-Dee  Lane 
Sussex  53089 
C— Steven  Kolpak 
3205  Stevens  St  #5 
Madison  53705 
D — Thomas  J Weigel 
16  Lathrop  #3 
Madison  53705 
AD— David  Drake 
PO  Box  13063 
Wauwatosa  53213-0063 


Neurology 
C— Gary  Leo,  DO 
2320  N Lake  Dr 
Milwaukee  53211-4565 
414-291-1430 

ST— Kevin  H Ruggles,  MD 
1000  N Oak  Ave 
Marshfield  54449 
414-387-5351 

D— Gamber  E Tegtmeyer,  Jr,  MD 
20  S Park  St  #202 
Madison  53715 
608-282-8320 

AD-R  Clarke  Danforth,  MD 
3070  N 51st  St  #100 
Milwaukee  53210 
414-447-6030 

Neurosurgery 

C— Mohammed  Rafiullah,  MD 

3001  Michigan  Blvd 

Racine  53402 

414-637-6106 

ST— Peter  Gianaris,  MD 

733  W Clairemont  Ave 

PO  Box  1510 

Eau  Claire  54702-1510 

715-839-5222 

AD— Thomas  Lyons,  MD 

1818  N Meade  St  #350 

Appleton  54911 

414-749-9926 

Obstetrics-Gynecology 
C — Robert  J Jaeger,  MD 
2501  Main  St 
Stevens  Point  54481 
715-344-4120 

ST — Michael  Schellpfeffer  MD 
1400  75th  Street 
Kenosha  53140 
414-658-2133 

D — Michael  Schellpfeffer,  MD 
AD— Dennis  A Sobczak,  MD 
10425  W North  Ave 
Wauwatosa  53226 
414-774-9322 

Ophthalmology 

C — James  Memmen,  MD 

417  S Moiuoe 

PO  Box  22425 

Green  Bay  54305 

414-437-6505 
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ST— Jack  L Hughes,  MD 
2500  N Mayfair  Rd  #200 
Milwaukee  53226 
414-259-1930 
D— Jack  L Hughes,  MD 
AD — Gregory  P Kwasny,  MD 
2300  N Mayfair  Rd  #1030 
Milwaukee  53226 

Orthopaedics 

C — Paul  A Jacobs,  MD 
1218  W Kilboum  Ave 
Milwaukee  53233 
414-276-6000 

ST — William  R Niedermeier,  MD 
35  Prairie  Ave  #200 
Prairie  du  Sac  53578 
608-643-2471 

D— James  A Rydlewicz,  MD 
5233  W Morgan  Ave 
Milwaukee  53220 
414-321-8960 

Otolaryngology 

C— Ashley  Anderson,  Jr,  MD 
20  S Park  St  #350 
Madison  53715 
608-282-8290 

ST— Glenn  M Seager,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 
D— Glenn  M Seager,  MD 
AD — Thomas  W Grossman,  MD 
11945  W Pioneer  Rd 
Mequon  53092 

Pathology 

C — Jay  F Schamberg,  MD 
8901  W Lincoln  Ave 
West  Allis  53227 
414-546-6350 
CE— Gerald  Hanson,  MD 
Dept  of  Pathology 
8700  W Wisconsin  Ave 
Milwaukee  53226 
S— Bradley  K Beggs,  MD 
1320  S Wisconsin  Ave 
Racine  53403 
414-636-2212 
T— Lloyd  Arnold,  MD 
St  Michaels  Hospital 
900  Illinois  Ave 
Stevens  Point  54481 


D — Ronald  R Martins,  MD 
1855  Hollyhock  Lane 
Elm  Grove  53122 
414-554-2285 

AD — Raymond  C Zastrow,  MD 
2400  W Villard  Ave 
Milwaukee  53209 
414-527-8404 

Pediatrics 

C — Kathryn  P Nichol,  MD 
2323  N Lake  Dr 
Milwaukee  53211 
414-291-1000 

D — Carl  S L Eisenberg,  MD 
3003  W Good  Hope  Rd 
PO  Box  17300 
Milwaukee  53209 
414-352-3100 


AD— Marc  S Williams,  MD 
1836  South  Avenue 
La  Crosse  54601 
608-782-7300 

Physical  Medicine  and 
Rehabilitation 

C— N M Reddy,  MD 
1000  N 92nd  St 
Wauwatosa  53226 
414-259-1414 

ST— Ephrem  Thoppil,  MD 
2900  W Oklahoma  Ave 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-7706 
D-N  M Reddy,  MD 

Continued  on  next  page 


SURGEONS:  COULD  YOU 
USE  AN  EXTRA  $9,000? 

If  you’re  a resident  in  surgery,  the  Army  Reserve  will 
pay  you  a yearly  stipend  which  could  total  in  excess  of 
$9,000  in  the  Army  Reserve’s  Specialized  Training 

Assistance  Program 
(STRAP). 

You  will  have 
opportunities  to  contin- 
ue your  education  and 
attend  conferences, 
and  we  will  be  flexible 
about  scheduling  the 
time  you  serve.  Your 
immediate  commitment  could  be  as  little  as  two  weeks  a 
year,  with  a small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a minimum 
amount  of  service.  Find  out  more  by  contacting  an  Army 
Reserve  Medical  Counselor.  Just  call: 


CALL  COLLECT  414-771-5438 

ARMY  RESERVE  MEDICINE. 
BE  ALL  YOU  CAN  BE! 
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Continued  from  preceding  apge 
AD— Keith  B Sp>erling,  MD 
505  Isle  Royal 
Madison  53705 
608-263-8635 

Plastic  Surgery 
C— Venkat  K Rao,  MD 
600  Highland  Ave 
Madison  53792 
608-263-1223 

ST— Andreas  Doermann,  MD 
2015  E Newport  #401 
Milwaukee  53211 
414-263-1700 
D — Venkat  K Rao,  MD 
AD — Andreas  Doermann,  MD 

Preventive  Medicine 
ST — Jane  K Sliwinski,  MD 
PO  Box  19070 
Green  Bay  54307-9070 
414-436-7100 

AD— Jane  K Sliwinski,  MD 
Psychiatry 

C— Joseph  M Tobin,  MD 
Northwest  Psychiatric  Clinic 
2125  Heights  Drive  #3H 
Eau  Claire  54701 
715-834-2751 

CE— Lucille  Glicklich-Rosenberg, 
MD 

Sinai  Samaritan  Medical  Ctr 
2000  W Kilboum  Ave 
Milwaukee  53233 
414-937-5492 
S— Clarence  P Chou,  MD 
Child  Adolescent  Treatment  Ctr 
9501  Watertown  Plank  Rd 
Wauwatosa  53226 
414-257-7611 

D— Kenneth  I Robbins,  MD 
Mendota  Mental  Health  Institute 
301  Troy  Drive 
Madison  53704 
608-244-2411 

Radiation  Oncology 

C — Richard  A Steeves,  MD 

K4/B100UWCSC 

600  Highland  Ave 

Madison  53792 

608-263-8500 


The  Wisconsin  Delegation  to  the  AMA:  (standing  I to  r)  J.  Tons,  MD;  J.  Mullooly,  MD;  R. 
Purtell,  MD; R.  Edwards,  MD;  K.  Flaherty,  MD;  R.  Ulmer,  MD;  J D Kabler,  MD;  T.  Flaherty; 
(seated,  I to  r)  S.  Webster,  MD;  C.  Hetsko,  MD;  S.  Turney,  MD;  P.  Stuff,  MD;  J.  Riesch,  MD; 
K.  Viste,  MD.  Not  shown:  }.  Scott,  MD. 


S — Carl  Olson,  MD 

2315  N Lake  Dr 

Milwaukee  53211 

414-291-1075 

D-Sally  M Schlise,  MD 

916  S Monroe 

Green  Bay  54301 

AD— Robert  H Greenlaw,  MD 

N622  Birch 

Marshfield  54449 

715-387-7637 

Radiology 

C — Joseph  F Sackett,  MD 
600  Highland  Ave 
Madison  53792 
608-263-9180 

D-Timothy  T Haherty,  MD 
1209  S Commercial  St 
Neenah  54956 
414-722-1582 

Residents 

D“Andrew  Mazur,  MD 
Curative  Rehabilitation  Ctr 
1000  N 92nd  St 
Milwaukee  53226 
414-266-4575 


AD— Heather  Hanery,  MD 
St  Francis  Hospital 
700  West  Avenue  South 
La  Crosse  54601 
608-785-0940 

AM  AD— Andrew  Mazur,  MD 
AMAD— Heather  Flanery,  MD 
AM  AD— Randy  Waskins,  MD 
Wausau  Family  Practice  Ctr 
995  Campus  Dr 
Wausau  54401 

Surgery 

C— William  O Myers,  MD 
1000  N Oak  Ave 
Marshfield  54449 
ST — Barry  J Seidel,  MD 
9601  Townline  Rd 
PO  Box  1390 
Minocqua  54548 
715-356-3292 
D — James  P Quenan,  MD 
209  - 4th  Ave  West 
Shell  Lake  54871 
715-468-2711 

AD— Rodney  W Malinowski,  MD 
PO  Box  85001 
Racine  53408 
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Thoracic 

ST— Edward  R Winga,  MD 
1836  South  Avenue 
La  Crosse  54601 
608-782-7300 

D— Pamela  A Wilson,  MD 
1552  University  Ave  #214 
Madison  53705 
608-262-7485 

AD— John  P Schilling,  MD 
2 W Gorham  St 
Madison  53703 

Urology 

CH — Stuart  W Fine,  MD 
2901  W KK  River  Pkwy  #370 
Milwaukee  53215 
AD — Charles  W Troup,  MD 
720  S Van  Buren  St  #102 
Green  Bay  54301 
414-433-6054 


Young  Physicians 
C — Benjamin  C Wedro,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

CE— Kathleen  M Wick,  MD 
1904  Huebbe  Pkwy 
Beloit  53511-1843 
608-362-5670 
D — Gary  L Bryant,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-389-3255 
AD— Peter  S Foote,  MD 
1684  N Prospect  Ave 
Milwaukee  53202 
414-272-2020 

AMAD — Kevin  T Flaherty,  MD 
614  First  St 
PO  Box  689 
Wausau  54402-0689 
715-845-8201 


AMAD— Paul  J Leehey,  111,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

AM  A AD — Sheldon  A Wasserman, 
MD 

2388  N Lake  Dr 
Milwaukee  53211 
414-291-1500 

MBRS-LG — Adam  Balin,  MD 
753  N Main  St 
Oregon  53575 
608-835-3156 

MBRS-LG-Paul  Writz,  MD 
903  East  Spruce 
Abbotsford  54405 
715-223-2364 

❖ 


Officers  of  Wisconsin  specialty  societies 


As  of  June  1, 1993 

Key:  president  (P),  president  elect 
(PE),  vice  president  (VP),  chair  (C), 
vice  chair  (VC),  secretary  (S),  treas- 
urer (T),  secretary-treasurer  (ST), 
secretary-treasurer  elect  (STE),  ex- 
ecutive director  (ED),  executive 
secretary  (ES),  chapter  administra- 
tor (CA) 

Wisconsin  Allergy  Society 
P — Martin  Lobel,  MD 
324  E Wisconsin  Ave 
Milwaukee  53202 
PE— Marcus  Cohen,  MD 
Two  W Gorham  St 
Madison  53703 
ST— Marshall  E Cusic,  MD 
1000  N Oak  Ave 
Marshfield  54449 
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Wisconsin  Society  of 

Anesthesiologists 

P — Paul  M Jacobsen,  MD 

1313  Fish  Hatchery  Rd 

Madison  53715 

414-762-4939 

PE— J Alex  Villacrez,  MD 

PO  Box  518 

Monroe  53566 

ST — W Stuart  Sykes,  MD 

B6/387  UW  CSC 

600  Highland  Ave 

Madison  53792 

608-263-8100 

Wisconsin  Chapter  American 
College  of  Cardiology 
P — W Bruce  Fye,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5080 


Wisconsin  Dermatology  Society 
P — John  W Melski,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-387-5311 

PE— William  P LeFeber,  MD 
324  E Wisconsin  Ave 
Milwaukee  53202 
414-271-2721 
ST — James  Icken,  MD 
1313  Fish  Hatchery  Rd 
Madison  53715 
608-252-8000 

Wisconsin  Chapter  American 
College  of  Emergency  Physicians 
P — Thomas  J Luetzow,  MD 
5157  N Loop  Rd 
Larsen  54947 

VP— John  E Whitcomb,  MD 
2900  W Oklahoma  Ave 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-7299 

Continued  on  next  page 
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S — Joseph  L Hodgson,  MD 
3319  Amity  Ct 
Green  Bay  54301 
T — Mark  Olsky,  MD 
1515  Tenth  St 
Monroe  53666 

ED — Karen  Teske-Osborne,  MSN 
PO  Box  9282 
Madison  53715-0282 
608-277-9110 

Wisconsin  Academy  of  Family 

Physicians 

P— Ann  Berlage,  MD 

130  Warren  St 

Beaver  Dam  53916 

414-885-4433 

PE— George  L Gay  Jr,  MD 

N4482  Wolff  Rd 

Cambridge  53523 

608-423-3251 

ST— Lowell  Keppel,  MD 

11524  W Theodore  Trecker 

Milwaukee  53214-7260 

414-896-0064 

ES— Robert  H Herzog 

850  Elm  Grove  Rd 

Elm  Grove  53122 

414-784-3656 

Wisconsin  Society  of  Internal 
Medicine 

P — Bruce  A Polender,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

ST-Daniel  L Johnson,  MD 
2211  Stout  Road 
Menomonie  54751 
715-235-9671 
ED — Sandy  Koehler 
611  E Wells  St 
Milwaukee  53202 
414-276-6445 
Eax-414-276-3349 

Wisconsin  Neurological  Society 
P — Gary  J Leo,  DO 
2320  N Lake  Dr 
Milwaukee  53211-4565 
414-291-1430 

PE— Stephen  V Sommerville,  MD 
720  S Van  Buren 
Green  Bay  54301-3525 
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ST — Kevin  Ruggles,  MD 
1000  N Oak  Ave 
Marshfield  54449 
414-387-5351 

Wisconsin  Neurosurgical  Society 

P — Mohammed  Rafiullah,  MD 

3001  Michigan  Blvd 

Racine  53402 

414-637-6106 

VP — Wade  Mueller,  MD 

1007  E Wright 

Milwaukee  53212 

ST— Peter  Gianaris,  MD 

733  W Clairemont  Ave 

PO  Box  1510 

Eau  Claire  54702-1510 

715-839-5222 

Wisconsin  Section:  American 

College  of  Obstetrics  and 

Gynecology 

C — Robert  J Jaeger,  MD 

2501  Main  St 

Stevens  Point  54481 

715-344-4120 

Wisconsin  Society  of  Obstetrics 

and  Gynecology 

P — Robert  J Jaeger,  MD 

2501  Main  St 

Stevens  Point  54481 

715-344-4120 

ST — Michael  Schellpfeffer,  MD 

1400  75th  Street 

Kenosha  53140 

414-658-2133 

ES— Robert  Herzog 

850  Elm  Grove  Rd  #11 

Elm  Grove  53122 

414-784-3646 

Wisconsin  Academy  of 

Ophthalmology 

P — James  Memmen,  MD 

417  S Monroe 

PO  Box  22425 

Green  Bay  54305 

414-437-6505 

ST— Jack  L Hughes,  MD 

2500  N Mayfair  Rd,  #200 

Milwaukee  53226 

414-259-1930 


ES — Robert  H Herzog 
850  Elm  Grove  Rd 
Elm  Grove  53122 
414-797-7878 

Milwaukee  Ophthalmological 
Society 

P — Gerald  Harris,  MD 
VP— James  Greenlee,  MD 
2315  N.  Lake  Drive 
Milwaukee  53211 
414-765-9977 
S — Thomas  Taylor,  MD 
888  Thackery  Trail 
Oconomowoc  53066 
T — Kathryn  Green,  MD 
ES — Arline  E.  Witherbee 
PO  Box  26244 
Milwaukee  53226 
414-259-1930 

Wisconsin  Orthopaedic  Society 
P — Paul  A Jacobs,  MD 
1218  W Kilbourn  Ave 
Milwaukee  53233 
414-276-6000 

ST — William  R Niedermeier,  MD 
35  Prairie  Ave  #200 
Prairie  du  Sac  53578 
608-643-2471 

Wisconsin  Society  of 
Otolaryngology-Head  and 
Neck  Surgery 
P— Ashley  Anderson  Jr,  MD 
20  S Park  St  #350 
Madison  53715 
608-282-8290 

ST — Glenn  M Seager,  MD 
1836  South  Ave 
La  Crosse  54601 
608-782-7300 

Wisconsin  Society  of  Pathologists 

P — Jay  F Schamberg,  MD 

8901  W Lincoln  Ave 

West  Allis  53227 

414-546-6350 

PE— Gerald  Hanson,  MD 

Dept  of  Pathology 

8700  W Wisconsin  Ave 

Milwaukee  53226 
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Presiden  t William  Listwan,  MD  ( r)  receives  the  Past  President's  Award  from  Richard  Ulmer, 
MD,  (1)  chair  of  the  SMS  Board. 


S — Bradley  K Beggs,  MD 
1320  S Wisconsin  Ave 
Racine  53403 
414-636-2212 
T— Lloyd  Arnold,  MD 
St  Michaels  Hospital 
900  Illinois  Ave 
Stevens  Point  54481 
ED — Robert  Herzog 
850  Elm  Grove  Rd 
Elm  Grove  53122 
414-797-7888 

Pakistani  Physicians  Society 
of  Wisconsin 

P — Ayaz  M Samadani,  MD 
148  Warren  St 
PO  Box  678 
Beaver  Dam  53916 
414-887-7731 

VP— Vijay  V Kulkarni,  MD 
2315  N Lake  Dr  #711 
Milwaukee  53211 
414-289-0360 

ST — Miguel  T Galang  Jr,  MD 
9008  W Burleigh  St 
Milwaukee  53222 
414-871-4070 

Wisconsin  Chapter  American 
Academy  of  Pediatrics 
P — Kathryn  P Nichol,  MD 
2323  N Lake  Dr 
Milwaukee  53211 
414-291-1000 

ST — Karen  Wendelberger,  MD 
9000  W Wisconsin  Ave 
PO  Box  1997 
Milwaukee  53201 
CA — Beth  A Johnson 
7500  N Range  Line  Rd 
Milwaukee  53209 

Philippine  Medical 
Association-Wisconsin 
P — Jaime  Yamat,  MD 
2040  W Wisconsin  Ave  #754 
Milwaukee  53233 
S — Violeta  A Singson,  MD 
2040  W Wisconsin  Ave,  #754 
Milwaukee  53233 
414-342-3080 

S— Ma  Asuncion  Gregorio,  MD 
2040  W Wisconsin  Ave  #754 
Milwaukee  53233 


T — Lilia  Abad,  MD 
2040  W Wisconsin  Ave  #754 
Milwaukee  53233 

Wisconsin  Society  of  Physical 
Medicine  and  Rehabilitation 

P-N  M Reddy,  MD 
1000  N 92nd  St 
Wauwatosa  53226 
414-259-1414 

ST — Ephrem  Thoppil,  MD 
2900  W Oklahoma  Ave 
PO  Box  2901 
Milwaukee  53201-2901 
414-649-7706 

Wisconsin  Chapter:  American 
College  of  Physicians 
P — Joseph  J Mazza,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
PE— Mahendra  S Kochar,  MD 
VA  Hospital  (14A) 

Milwaukee  53295 
S — Kenneth  1 Gold,  MD 
1905  Huebbe  Parkway 
Beloit  53511 
608-364-2240 


T — Susan  L Turney,  MD 
1000  N Oak  Ave 
Marshfield  54449-5777 
715-389-3255 

Wisconsin  Society  of  Plastic 
Surgeons 

P — Venkat  K Rao,  MD 
600  Highland  Ave 
Madison  53792 
608-263-1223 

ST— Andreas  Doermann,  MD 
2015  E Newport,  #401 
Milwaukee  53211 
414-963-1700 

Wisconsin  Society  for  Preventive 
Medicine 

ST — Jane  K Sliwinski,  MD 
PO  Box  19070 
Green  Bay  54307-9070 
414-436-7100 

Wisconsin  Psychiatric  Association 
P— Joseph  M Tobin,  MD 
Northwest  Psychiatric  Clinic 
2125  Heights  Dr  #3H 
Eau  Claire  54701 
715-834-2751 

Continued  on  next  page 
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PE--Lucille  Glicklich-Rosenberg, 
MD 

Sinai  Samaritan  Medical  Center 

2000  W Kilboum  Ave 

Milwaukee  53233 

414-937-5492 

S — Clarence  P Chou,  MD 

Child  Adolescent  Treatment  Ctr 

9501  Watertown  Plank  Rd 

Wauwatosa  53226 

414-257-7611 

T— Steven  Moffic,  MD 

Medical  College  of  Wisconsin 

9455  Watertown  Plank  Rd 

Milwaukee  53226 

414-257-7227 

ES — Edward  S Levin,  Esq 

PO  Box  1109 

Madison  53701-1109 

608-283-5410 

Wisconsin  Council  of  Child  and 

Adolescent  Psychiatry 

P— William  J Swift  Jr,  MD 

T — Mary  Pearlman,  MD 

236  Lakewood  Blvd 

Madison  53704 

S — Edward  S Orman,  MD 

2131  S Webster  Ave 

Green  Bay  54301 

414-435-8816 

Wisconsin  Society  of  Radiation 
Oncologists 

P — Richard  Steeves,  MD 

K4/B100  UWCSC 

600  Highland  Ave 

Madison  53792 

608-263-8500 

VP— J Frank  Wilson,  MD 

8700  W Wisconsin  Ave 

Milwaukee  53226 

414-257-5636 

S — Carl  Olson,  MD 

2315  N Lake  Dr 

Milwaukee  53211 

414-291-1075 

Wisconsin  Radiological  Society 
P— Joseph  F Sackett,  MD 
600  Highland  Ave 
Madison  53792 
608-263-9180 


Wisconsin  Surgical  Society 
P — William  O Myers,  MD 
1000  N Oak  Ave 
Marshfield  54449 
PE— John  R Pellett,  MD 
G5/356  UW  CSC 
600  Highland  Ave 
Madison  53792 
ST — Barry  J Seidel,  MD 
9601  Townline  Rd 
PO  Box  1390 
Minocqua  54548 
715-356-3292 

Wisconsin  Chapter  American 
College  of  Surgeons 

P — James  H Woods,  MD 
2300  N Mayfair  Rd  #845 
Wauwatosa  53226 
414-453-2121 


PE— Ronald  D Wenger,  MD 
1912  Atwood  Ave 
Madison  53704 
608-241-4611 

VP — William  D Tumipseed,  MD 
H4/330  UW  CSC 
600  Highland  Ave 
Madison  53792 
ST — John  S Blackwood,  MD 
17050  W North  Ave 
Brookfield  53005 
414-786-3722 

Wisconsin  Urological  Society 
P — Stuart  W Fine,  MD 
2901  W KK  River  Pkwy  #370 
Milwaukee  53215 

❖ 





"Be  part  of  a world-class  operation. 
And  lose  the  residency  blues. " 


r 


Hi 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call;  (800)833-4388 
Or  Write 

To:  MSGT  Kris  Nelson 
450  East  22ND  ST 
Suite  158 
Lombard,  IL  60148 

J«R  FORCE  RISERVE 

A GREAT  WAY  TO  SERVE 
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Statewide  Physician  Health  Program 


The  Statewtoe  Physician  Health 
Program  functions  under  the 
purview  of  the  Commission  on 
Mediation  and  Peer  Review,  al- 
though its  activities  are  managed  by 
a seven-member  managing  commit- 
tee. The  program  protocol  guides 
the  general  handling  of  inquiries  or 
concerns  regarding  identified  im- 
paired physicians.  Available  to 
Wisconsin  licensed  physicians,  the 
program  offers  education,  identifi- 
cation, assessment,  and  compassion- 
ate intervention.  The  program  re- 
fers patients  to  acceptable  facilities 
for  evaluation  or  treatment,  and 
monitors  a two-year  follow-up  after 
completion  of  initial  therapy. 
Through  its  efforts,  a number  of  phy- 
sicians have  been  encouraged  by 
compassionate  colleagues  to  enter 


structured  rehabilitation. 

Literature  on  the  subject  contends 
that  from  10%  to  14%  of  practicing 
physicians  have  difficulty  with  al- 
cohol and  drugs.  Some  research 
suggests  that,  during  a lifetime,  one 
in  ten  physicians  will  abuse  alcohol 
in  professional  circumstances,  so  as 
to  be  identified  as  impaired. 

Unfortunately,  many  people  in  a 
position  to  observe  and  identify  im- 
paired physicians  do  not  know  what 
to  do  when  they  perceive  a problem, 
nor  do  they  realize  that  help  is  avail- 
able from  organized  programs. 
Furthermore,  individuals  such  as 
medical  staff  members,  hospital 
administrators,  and  others  are  re- 
luctant to  report  a physician  to  an 
organized  program.  Their  initial 
reaction  is  to  not  get  involved,  or  to 


conclude  that  the  problem  can  be 
handled  by  someone  else  in  some 
other  manner.  This  attitude  often 
results  in  delayed  intervention  and 
treatment,  or  in  passive  acHon  which 
ultimately  fails. 

Current  techniques  of  identifica- 
tion, intervention,  assessment,  treat- 
ment, and  follow-up  of  impaired 
physicians  are  not  well  known  in 
the  medical  community.  Physicians 
are  not  generally  adequately  trained 
in  identification,  diagnosis,  and 
treatment  of  patients  with  chemical 
dependency.  As  a result,  few  are 
able  to  respond  adequately  when 
they  accept  an  impaired  physician 
as  a patient. 

Through  efforts  of  the  Managing 
Committee,  the  SMS  Board  of  Direc- 
Continued  on  next  page 


Franciscan  Physician  Placement 

a division  of  Saint  Francis,  Inc. 

Specializing  in  physician  placement  in  ILLINOIS  and 
WISCONSIN  with  over  one  hundred  job  opportunities  in 
the  following  specialties: 

Family  Practice 
Internal  Medicine 
Pediatrics 
Obstetrics 
Urgent  Care 

Interested  candidates  need  to  call: 

Jerry  Sermon  at  800-862-9012 
or  send  C.V.  to 

4541  N.  Prospect,  Suite  400 
Peoria,  IL  6l6l4 

Fax:  309-685-1997 


Breaking  New  Ground  in  Medical  Care 


Riverview  Clinic,  a 60  member,  multi-specialty  group  located  on  tlie 
Rock  River  in  beautiful,  southern  Wisconsin,  is  expanding. 
Construction  of  a 41,000  square  foot  addition  plus  an 
ambulatory  surgery  center  is  underway. 

Don't  miss  this  exciting  partnership  opportunity! 


Clinic  members  are  looking  for  BC/BE,  MDs  in  the  following  areas: 


Endocrinology 
Family  Practice 
Internal  Medicine 
Neurology 


Oncology 
Ortliopedics 
Pediatrics 
Urgent  Care 


For  confidential  consideration,  send  cover  letter  and  CV  to 
Stan  Gruhn,  M.D. 

Riverview  Clinic,  P.O.  Box  551,  Janesville,  W1  53547-0551 
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Continued  from  preceding  page 
tors  approved  contracting  with  a 
part-time  medical  director  to  pro- 
vide continuous  program  leadership 
and  activity.  The  SMS  House  of 
Delegates  adopted  the  Board's  rec- 
ommendation and  approved  a $15 
dues  increase  to  fund  the  position. 

Phase  I:  Education  and  prevention 
Target  individuals  and  groups  are 
educated  to  understand  physician 
chemical  dependency.  They  learn 
symptoms  of  impairment;  tech- 
niques of  early  identification  and 
prevention;  and  resources  available 
for  identification,  assessment,  inter- 
vention, and  treatment;  and  social, 
financial,  legal  and  other  problems 
associated  with  impairment. 
Primary  target  groups. 

• Physicians:  Meetings  of  hospital 
medical  staffs,  county  medical  so- 
cieties, regional  or  statewide  con- 
tinuing medical  education,  and  ac- 
credited seminars,  (eg.,  at  the  SMS 
Annual  Meeting). 

• Hospital  Personnel:  Hospital  ad- 
ministrators and  medical  direc- 
tors, chiefs  of  medical  staffs,  hos- 
pital boards  of  trustees,  directors 
of  nursing  and  pharmacy,  and 
others  (eg,  anesthetists  and  tech- 
nicians). Consultation  for  medical 
staff  officers  on  establishing  effec- 
tive impaired  physician  commit- 
tees or  programs  in  hospitals. 
"Guidelines  for  Physician  Aid 
Committees  of  Hospital  Medical 
Staffs"  have  been  distributed  to 
all  Wisconsin  general  hospitals 
with  encouragement  to  implement 
them  in  cooperation  with  medical 
staffs. 

• Pharmacists,  Nurses,  and  Nurs- 
ing Home  Administrators:  Lec- 
tures at  association  meetings,  or 
in  combination  with  physician  and 
hospital  personnel  meetings. 

• Spouses  and  Families  of  Physi- 
cians: Educational  material  avail- 
able at  state  and  county  medical 
society  and  auxiliary  meetings. 

• Legal  Profession:  Urge  lawyers, 
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whose  state  association  has  its  own 
impaired  lawyers  program,  to  en- 
courage their  physician  clients  to 
use  organized  medicine's  volun- 
tary impaired  physicians  pro- 
grams, when  perceived  needs 
arise. 

• Teaching  staff.  Teaching  staff 
presents  educational  and  preven- 
tion programs  to  the  various  tar- 
get groups. 

Literature  is  available  to  assist  in 
an  understanding  of  the  disease  of 
chemical  dependency,  and  to  ex- 
plain intervention,  treatment  and 
follow-up  resources. 

Phase  II:  Intervention  and 
treatment 

Successful  programs  include  the 
availability  of  physician  interveners 
to  perform  compassionate  coUeague- 
to-colleague  contact  with  physicians 
identified  as  impaired. 

Approximately  35  trained  physi- 
cians throughout  Wisconsin  are 
available  to  meet  with  and  urge  im- 
paired colleagues  to  leave  the  medi- 
cal practice  to  enter  suitable  pro- 
grams for  evaluation  and  treatment. 
Programs  considered  suitable  are 
those  which  comply  with  Statewide 
Physician  Health  Program  require- 
ments. 

Interveners  act  as  teams.  At  least 
one  intervener  is  either  expert  in  or 
recovering  from  the  impairment  of 
concern.  The  initial  intervention  is 
always  a compassionate  encounter. 
The  Wisconsin  program  has  no  in- 
terest in  the  punitive  or  coercive  ap- 
proach until  all  benevolent  meas- 
ures have  been  exhausted.  An  inter- 
vener's interests  are  the  personal 
well-being  of  a colleague,  and  the 
quality  of  health  care  for  patients. 

The  Statewide  Physician  Health 
Program  has  learned  that  physicians 
achieve  a more  satisfactory  recov- 
ery status  when  they  receive  inten- 
sive treatment  for  chemical  depend- 
ency in  facilities  which  espouse  the 
medical  model  of  therapy,  under 
which  the  physician  is  seen  by  the 


physician  addiction  specialist  on  a 
frequent,  if  not  daily  basis.  Within 
this  model,  the  Program  has  estab- 
lished certain  requirements  for  sat- 
isfactory primary  treatment  of 
chemical  dependency. 

Physicians  suffering  from  emo- 
tional illness  or  senility,  or  from  the 
sequelae  of  stress  when  these  are 
uncomplicated  by  chemical  depend- 
ency, will  be  encouraged  to  seek 
assessment  and/or  treatment 
through  Statewide  Program  ap- 
proved facilities  or  practitioners. 

The  Program  adheres  to  the  pol- 
icy that  satisfactory  recovery  from 
chemical  dependency  can  only  be 
realized  through  a monitored  two- 
year  recovery  period.  It  considers 
the  two-year  after  hospitalization 
component  to  be  vital  to  assuring 
continued  recovery. 

Phase  III:  Benevolent  assistance 
In  addition  to  the  burdens  of  im- 
pairment, some  physicians  are  fi- 
nancially unable  to  pay  the  cost  of 
in-patient  care.  By  estimate,  at  least 
10%  of  Wisconsin  impaired  physi- 
cians have  either  no  or  inadequate 
health  insurance.  Some  have  been  ill 
for  so  long  that  their  financial  re- 
sources essentially  have  been  de- 
pleted. About  10%  of  the  charges  for 
rehabilitation  of  such  physicians  go 
unpaid.  For  20%  of  impaired  physi- 
cians, residence  and  treatment  in 
recovery  homes  (average  of  three 
months  stay,  at  a cost  of  $1,900  per 
month)  is  essential  for  completion 
of  the  two-year  recovery  program. 

With  approval  of  the  SMS  and 
CES  Foundation  Board  of  Directors, 
the  Statewide  Physician  Health 
Program  established  a Physicians 
Benevolent  Assistance  Fund  with 
pledges  to  the  CES  Foundation.  The 
fund  appeal  among  SMS  members 
and  Wisconsin  hospitals  was  de- 
signed to  develop  a fund  of  $150,000 
for  low-interest  loans  to  impaired 
physicians,  who  can  potentially 
repay  the  loan(s)  after  returning  to 
medical  practice. ♦ 
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Mediation  and  peer  review  services 


WHEN  MISUNDERSTANDINGS  arise 
about  what  the  physician 
hopes  to  accomplish  and  what  the 
patient  expects  it  is  important  that 
the  patient  discuss  with  the 
physician  any  questions  about  the 
medical  care  received.  If  they  are 
not  resolved,  however,  the  SMS 
provides  a means  for  resolving  these 
differences. 

The  SMS  Commission  on 
Mediation  and  Peer  Review  receives, 
investigates,  and  resolves 
complaints  and  inquiries  from 
patients  and  others,  concerning 
Wisconsin  physicians.  The 
commission's  standard  of  judgment 
is  what  constitutes  good  medical 
care.  Physicians,  too,  may  benefit 
from  commission  efforts  to  mediate 
differences  between  themselves. 

Many  complaints  and  questions 
received  by  SMS  staff  are  resolved 
by  telephone.  By  protocol,  however, 
only  written  complaints  will  be 
considered  by  the  commission.  If  all 
affected  parties  reside  within  the 
boundaries  of  a single  county 
medical  society,  that  society  may 
assume  jurisdiction  of  the  complaint. 
If  it  does,  the  complaint  will  be 
transferred  to  the  county  medical 
society  for  investigation  and 
resolution. 

A protocol  manual  was 
developed  by  the  Commission  on 
Mediation  and  Peer  Review  and 
approved  by  the  Board  of  Directors 
for  conducting  resolution  of  patient 
complaints,  employing  peer  review 
mechanisms  to  test  physician 
practice  patterns,  and  responding 
to  inquiries  or  requests  for  action 
regarding  impaired  physicians.  The 
manual  was  designed  to 
accommodate  informal  disposition 
of  minor  and  uncomplicated 
complaints,  as  well  as  complex  and 
serious  matters  which  may  involve 
due  process,  patient  or  physician 
appeals,  proposed  disciplinary 
actions,  and  Board  of  Directors 
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consideration  of  a physician's  SMS 
membership.  The  manual  is 
available  upon  request. 

Certain  complaints  received  by 
the  commission  are  evaluated  by 
subcommittees,  members  of  which 
submit  reports  and  recommended 
resolutions  to  the  commission  chair. 
Frequently,  these  subcommittee 
conclusions  are  transmitted  to  the 
subject  physicians,  and  as 
appropriate,  to  complainants.  All 
subcommittee  activities  are  reported 
to  the  commission.  Matters  of  a more 
serious  nature  require  additional  use 
of  the  manual,  as  necessary. 

The  Commission  on  Mediation 
and  Peer  Review  offers  peer  review 
services  to  private  and  governmental 
organizations  and  to  physicians, 
including  utilization  review, 
appropriateness  of  patient  care,  and 
quality  assurance.  Although  it  is 
empowered  to  initiate  disciplinary 
action,  the  commission's  most 
valuable  peer  review  benefits  have 
been  educational,  judging  from 
physician's  expressed  appreciation 


for  the  commission's  consultation 
in  matters  of  proper  patient  care. 

The  commission  maintains 
purview  over  the  Statewide 
Physician  Health  Program  and 
continues  its  interest  in  the 
Coordinating  Council  on  Physician 
Impairment  of  the  SMS  and  the 
Medical  Examining  Board.  The 
commission  participates  in  the 
Medicaid  Medical  Audit  Committee, 
under  contract  between  the  SMS  and 
the  Wisconsin  Department  of  Health 
and  Social  Services. 

Commission  members  will  also 
review  cases  submitted  by 
physicians  who  are  the  subject  of 
Medicare  or  Medicaid  reviews,  to 
provide  an  independent  assessment 
of  the  appropriateness  of  care 
provided.  In  those  instances  where 
the  commission  disagrees  with  a 
WIPRO  or  other  review  organization 
finding,  the  commission  will  provide 
the  physician  with  independent 
medical  opinion  in  any  further  action 
taken  by  the  review  agencies. ❖ 
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SMS  physician  support  program 


The  sms  Commission  on  Medi- 
cal Liability  and  Risk  Manage- 
ment created  the  Physician  Support 
Program  in  1987  to  help  physicians 
and  their  families  cope  with  the  stress 
of  being  sued  for  malpractice.  The 
program  provides  emotional  sup- 
port, practical  information,  and  an 
opportunity  for  the  physician  and 
spouse  to  share  their  feelings  with 
sympathetic  listeners. 

How  the  program  works 

When  a physician  is  sued  for  medi- 
cal malpractice,  the  SMS  sends  him 
or  her  a packet  of  materials  that 
includes  a letter  explaining  the 
Physician  Support  Program,  advice 
on  coping  with  the  experience,  and 
a list  of  physicians  and  spouses  who 
have  volunteered  to  serve  as  mem- 
bers of  a special  support  group.  The 
packet  also  contains  a description  of 
the  Medical  Mediation  Panel  Sys- 
tem and  helpful  materials  for  the 
physician's  spouse. 

The  Physician  support  group 
The  purpose  of  the  support  group  is 
to  offer  emotional  support  and  prac- 
tical advice  for  dealing  with  a medi- 
cal malpractice  suit.  The  emphasis 
is  on  personal  contact  and  commu- 
nication between  the  physician  or 
spouse  requesting  help  and  the  panel 
member.  The  setting  of  meetings  is 
left  entirely  to  the  parties  involved, 
and  may  be  limited  to  telephone 
calls,  if  desired.  Topics  covered 
during  meetings  are  expected  to  be 
wide  ranging,  (eg  feelings  of  hostil- 
ity, fear,  loss  of  confidence,  diffi- 
culty in  making  decisions,  and  with- 
drawal from  the  family)  but  discus- 
sions of  the  specific  merits  of  the 
case  are  avoided.  The  emphasis  is 
on  individual  interaction  and  open 
and  frank  discussions.  There  are  no 
group  sessions.  Confidentiality  is 
assured  in  all  cases. 

Any  practicing  physician  who  has 
been  a respondent  in  a malpractice 


action  and  feels  he  or  she  can  offer 
emotional  support  to  a colleague  in 
a similar  situation  is  encouraged  to 
volunteer  as  a support  group  mem- 
ber. Spouses  who  can  provide  sup- 
port for  their  counterparts  are  also 
invited  to  participate.  Each  panelist 


receives  basic  information  about  the 
program  and  advice  on  how  to  be  an 
effective  participant. 

Physicians  interested  in  provid- 
ing peer  support  through  the  Physi- 
cian Support  Program  should  con- 
tact Pat  Chritton  at  the  SMS.<«» 


Letter  to  physician  named  in  a medical 
mediation  case 

Items  mentioned  in  this  letter  as  "enclosed"  are  available  from  Pat 
Chritton  at  the  SMS. 

Dear  Doctor: 

According  to  our  records,  you  have  been  named  in  a medical  me- 
diation case.  Feelings  such  as  anger,  frustration  and  depression  are 
common  for  physicians  involved  in  a malpractice  action.  I am  writing 
this  letter  to  inform  you  that  there  are  other  physicians  and  spouses 
who  have  been  through  similar  experiences  and  are  willing  to  discuss 
those  feelings. 

As  part  of  the  work  of  the  State  Medical  Society  Commission  on 
Medical  Liability  and  Risk  Management,  we  have  looked  at  the  effect 
of  the  medical  malpractice  action  on  the  physician  and  his/her  family. 
It  was  the  recommendation  of  the  Commission  on  Medical  Liability 
and  Risk  Management  to  the  Board  of  Directors  that  the  State  Medical 
Society  establish  a support  structure  for  physicians  and  their  families 
involved  in  professional  liability  actions.  Part  of  our  proposal  recom- 
mended the  establishment  of  a group  of  physicians  and  spouses  who 
could  serve  as  "sympathetic  listeners"  for  the  physicians  and  their 
families  involved  in  a liability  action. 

I invite  you  and  your  spouse  or  significant  other  to  utilize  the 
program.  The  SMS  Auxiliary  strongly  supported  the  creation  of  the 
support  group  since  it  would  be  very  beneficial  to  family  members.  En- 
closed is  a list  of  physicians  and  spouses  who  have  volunteered  to 
serve.  Please  feel  free  to  contact  any  individual  on  the  list.  He  or  she  will 
assure  you  of  maintaining  confidentiality. 

Also,  enclosed  is  a brief  description  of  the  program  for  you  and 
your  spouse,  or  significant  other,  and  helpful  materials  to  cope  with  the 
stress  associated  with  medical  litigation.  Remember,  talking  to  an  ex- 
perienced, knowledgeable  peer  about  your  frustrations  is  important.  If 
you  have  questions  about  the  program,  please  feel  free  to  contact  Pat 
Chritton  at  SMS,  800/362-9080  or  608/257-6781. 

Sincerely, 

Sidney  E.  Johnson,  MD 

Chair,  Commission  on  Medical  Liability  and  Risk  Management 
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Accreditation  program  for  continuing 


The  SMS's  accreditation  pro- 
gram functions  under  the 
authority  of  the  Accreditation  Coun- 
cil for  Continuing  Medical  Educa- 
tion (ACCME).  Representatives 
from  the  American  Board  of  Medi- 
cal Specialties,  American  Medical 
Association,  Association  for  Hospi- 
tal Medical  Education,  Association 
of  American  Medical  Colleges, 
American  Hospital  Association, 
Eederation  of  State  Medical  Boards, 
and  the  Council  of  Medical  Specialty 
Societies  comprise  the  ACCME. 

The  SMS  Commission  on  Con- 
tinuing Medical  Education  currently 
reviews  and  accredits  55  hospitals, 
21  specialty  societies,  two  profes- 
sional organizations,  and  one  county 
medical  society  in  Wisconsin.  Infor- 
mation is  available  from  Kristin 
Bjurstrom  Krueger  or  Lisa  Lawry  at 
the  SMS. 

Category  1 

Category  1 CME  designated  by  an 
accredited  sponsor  must  meet  the 
following  requirements: 

• be  sponsored  by  an  organization 
accredited  for  continuing  medi- 
cal education  by  one  of  the  state 
medical  associations  or  by  the  Ac- 
creditation Coimcil  for  Continu- 
ing Medical  Education  (ACCME), 
and 

• be  designated  as  AMA  PRA  Cate- 
gory 1 education  by  that  organi- 
zation. 

Category  1 activities  can  take  the 
form  of  lectures,  seminars,  use  of 
self-study  materials,  self-assessment 
programs,  mini-residencies,  and  use 
of  audio-visual  or  computer  based 
materials,  so  long  as  they  are  desig- 
nated as  AMA  PRA  Category  1. 

Category  2: 

All  Other  CME  Activities 
Education  reported  under  Category 
2 must  meet  the  definition  of  con- 


tinuing medical  education  and  fit 
one  of  the  descriptions  of  education 
provided  below.  Category  2 activi- 
ties must  also  comply  with  the  AMA 
"Ethical  Opinion  on  Gifts  to  Physi- 
cians." 

Non-Supervised  Personal  Learning 
Activities 

• Clinical  consultations  that  con- 
tribute to  a physician's  education. 

• Informal  educational  consulta- 
tions about  a patient  can  be  re- 
ported; these  hours  should  be 
estimated  and  reported  in  hour 
blocks. 

• Participation  in  patient  care  re- 
view activities. 

• Teaching  of  medical  and  other 
health  care  professionals. 

• Patient  centered  discussions  with 
colleagues. 

• Journal  club  activities. 

• Use  of  self-assessment  examina- 
tions and  reviews. 

The  following  Wisconsin  organi- 
zations were  accredited  by  SMSW 
and  ACCME  for  continuing  medi- 
cal education  programming  as  of 
June  1, 1993: 

Accredited  hospitals 
Appleton  Medical  Center  and 
St  Elizabeth  Hospital,  Appleton 
Beilin  Memorial  Hospital,  Green  Bay 
Beloit  Memorial  Hospital,  Beloit 
Berlin  Memorial  Hospital,  Berlin 
Columbia  Hospital,  Milwaukee 
Community  Memorial  Hospital, 
Menomonee  Falls 
Fort  Atkinson  Memorial  Hospital, 
Fort  Atkinson 

Gundersen  Medical  Foundation,  Ltd 
and  La  Crosse  Lutheran 
Hospital,  La  Crosse 
Hartford  Memorial  Hospital, 
Hartford 

Howard  Young  Medical  Center, 
Woodruff 

Kenosha  Hospital  and  Medical 
Center,  Kenosha 


medical  education 

Lakeland  Medical  Center,  Elkhom 
Langlade  Memorial  Hospital, 
Antigo 

Luther  Hospital,  Eau  Claire 
Memorial  Hospital  of  Iowa  County, 
Dodgeville 

Memorial  Hospital  of  Oconomowoc, 
Oconomowoc 

Mendota  Mental  Health  Institution, 
Madison 

Mercy  Hospital,  Janesville 
Mercy  Medical  Center,  Oshkosh 
Meriter  Hospital,  Madison 
Reedsburg  Memorial  Hospital, 
Reedsburg 

Ripon  Memorial  Hospital,  Ripon 
Riverside  Memorial  Hospital, 
Waupaca 

Sacred  Heart  Hospital,  Eau  Claire 
Sacred  Heart-St  Mary's  Hospital,  Inc, 
Rhinelander 

Sauk  Prairie  Memorial  Hospital, 
Prairie  du  Sac 

Shawano  Community  Hospital, 
Shawano 

Sheboygan  Memorial-St  Nicholas 
Hospitals,  Sheboygan 
Sinai  Samaritan  Medical  Center, 
Milwaukee 

St  Agnes  Hospital,  Fond  du  Lac 
St  Catherine's  Hospital,  Kenosha 
St  Clare  Hospital,  Baraboo 
St  Clare  Hospital,  Monroe 
St  Francis  Medical  Center,  La  Crosse 
St  Francis  Hospital,  Milwaukee 
St  Joseph's  Hospital,  Chippewa  Falls 
St  Joseph's  Hospital  & Marshfield 
Clinic,  Marshfield 
St  Joseph's  Hospital,  Milwaukee 
St  Joseph's  Community  Hospital, 
West  Bend 

St  Luke's  Hospital,  Milwaukee 
St  Mary's  Hospital  Medical  Center, 
Madison 

St  Mary's  Hospital,  Milwaukee 
St  Mary's  Hospital-Ozaukee, 

Port  Washington 
St  Michael  Hospital,  Milwaukee 
St  Michael's  Hospital,  Stevens  Point 
St  Vincent  Hospital,  Green  Bay 

Continued  on  next  page 
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Stoughton  Hospital  Association, 
Stoughton 

Theda  Clark  Regional  Medical 
Center,  Neenah 

Trinity  Memorial  Hospital,  Cudahy 

Veterans  Administration  Medical 
Center,  Tomah 

Watertown  Memorial  Hospital, 
Watertown 

Waukesha  Memorial  Hospital, 
Waukesha 

Wausau  Hospital  Center,  Wausau 

West  Allis  Memorial  Hospital, 
West  Allis 

Winnebago  Mental  Health  Institute, 
Winnebago 

Accredited  specialties 

American  Cancer  Society, 
Wisconsin  Division 

American  Heart  Association 
of  Wisconsin 


Arthritis  Foundation,  Wisconsin 
Chapter 

Fox  Valley  Academy  of  Medicine 
Milwaukee  Gynecological  Society 
Milwaukee  Ophthalmological 
Society 

Milwaukee  Orthopaedic  Society 
Racine  Academy  of  Medicine 
Wisconsin  Academy  of 
Family  Physicians 
Wisconsin  Allergy  Society 
Wisconsin  Association  for 
Perinatal  Care 

Wisconsin  Neurological  Society 
Wisconsin  Psychiatric  Association 
Wisconsin  Surgical  Society 
Wisconsin  Society  of 
Anesthesiologists 
Wisconsin  Society  of  Obstetrics 
and  Gynecology 
Wisconsin  Society  of 

Otolaryngology— Head  and 
Neck  Surgery 


Wisconsin  Society  of  Pathologists 
Wisconsin  Society  of  Plastic 
Surgeons 

Wisconsin  Society  of  Radiation 
Oncologists 

Wisconsin  Urological  Society 

Accredited  county  medical 
societies 

Marinette-Florence  County 
Medical  Society 

Other  accredited  organizations 
Physicians  Insurance  Company 
of  Wisconsin 
Wisconsin  Association  of 
Medical  Directors 

ACCME  accredited 
Medical  College  of  Wisconsin 
UW  Center  for  Health  Sciences 
Interstate  Postgraduate  Medical 
Association 

State  Medical  Society  of  Wisconsin<* 


Membership  facts 


WHETHER  YOU  ARE  JUST  STARTING  medical  school,  engaged  in 
postgraduate  training,  maintaining  a full-time  practice, 
or  retired,  the  SMS  has  a membership  classification  to  fit  your 
needs.  Election  to  membership  by  the  county  medical  society 
in  which  your  principal  place  of  practice  is  located  carries 
with  it  membership  in  the  SMS  and,  if  you  wish,  the  American 
Medical  Association.  If  you  qualify  for  resident  membership 
at  the  time  of  your  election,  your  membership  dues  are 
greatly  reduced.  You  may  also  qualify  for  reduced  dues 
during  the  first  two  years  of  your  practice.  In  addition,  two- 
physician  families  may  be  eligible  for  a $50  discount  on  total 
SMS  membership  dues.  Regular  membership  dues  in  1994 
are  $640  for  the  SMS  and  $420  for  the  AMA;  county  society 
dues  vary. 

Dues  for  regular,  part-time  practice,  or  over-age-70 
membership  classifications  may  be  paid  in  one  lump  sum  or 
in  two  equal  installments,  with  the  first  half  due  by  Oct  1, 
1993,  and  the  second  half  by  Jan  1,  1994. 

An  incentive  plan  is  available  for  early  payment  of  county 
and  state  dues:  $30  off  state  dues  for  those  regular  members 
who  pay  state  and  county  dues  in  full  by  Oct  1,  1993. 

A more  detailed  fist  of  SMS  membership  classifications  and 


their  corresponding  dues  follow. 

SMS  Membership  classifications 
Regular:  Member  in  active  practice.  Regular  members  who 
are  in  their  first  or  second  year  out  of  residency,  fellowship, 
or  military  obligation  may  qualify  for  reduced  dues  for  the 
SMS,  the  AMA,  or  both. 

Part-time  practice:  Physician,  regardless  of  age,  who  practices 
1,000  hours  or  less  during  the  calendar  year,  but  does  not 
qualify  for  retired  membership. 

Resident:  Member  who  as  of  Jan  1 of  the  dues  year  is  in  an 
approved  training  program  as  a hospital  resident  or  research 
fellow  and  is  licensed  to  practice  medicine  and  surgery  in 
Wisconsin. 

Military  sendee:  Member  who  is  serving  in  the  US  armed 
forces  or  US  Public  Health  Service  (generally  not  to  exceed 
5 years). 

Associate:  Member  whose  dues  are  waived  because  of 
financial  hardship  due  to  illness  or  disability.  This  classification 
is  temporary  and  is  reviewed  on  an  annual  basis. 

Retired:  Member  who  has  completely  retired  from  practice 
(works  less  than  240  hours  each  year).  All  dues  are  waived 
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unless  county  society  indicates  it  wishes  to  charge  county 
dues.  (Retired  and  life  members  who  wish  to  receive  Medigram 
and  the  Wisconsin  Medical  Journal  must  pay  a $45 
publications  fee.) 

Life:  Member  who  has  held  membership  in  a state  medical 
society  for  50  years.  Past  presidents  of  the  SMS  are  also 
included  in  this  category. 

Honorary:  Physician  named  an  honorary  member  by  the 
Board  of  Directors  for  outstanding  contributions  to  the 
medical  profession. 

Overage  70:  Member  in  active  practice  who  is  over  70  years 
of  age. 

Scientific  fellow:  Person  engaged  in  teaching  or  research  in 
the  basic  sciences  at  an  accredited  college  or  university-but 
not  holding  a degree  in  medicine  or  osteopathy-by  invitation 
and  consent  of  the  Board  of  Directors. 

Emeritus:  Retired  member  who  has  chosen  not  to  renew  his 
or  her  license,  at  the  discretion  of  the  Board. 

Candidate:  Member  attending  a medical  school  in  Wisconsin 
or  fulfilling  a postgraduate  obligation  prior  to  eligibility  for 
licensure. 


1994  Dues 


SMS 

AMA 

County 

Regular 

$640 

$420 

Varies 

First  year 

in  practice 

$320 

$210 

Varies 

Second  year 

in  practice 

$480 

$315 

Varies 

Two  physician 

family 

$590 

$420 

Varies 

Part-time 

practice 

$320 

$420 

Varies 

Part-time 

over  age  70 

$320 

$210* * 

Varies 

Resident 

$ 80 

$ 45 

Varies 

Military  service 

-0- 

$280/$45 

Varies 

Associate 

-0- 

-0- 

-0- 

Retired 

-0- 

$420/$84/-0-' 

’ Varies 

Retired, 

over  age  70 

-0- 

-0- 

Varies 

Life 

-0- 

$420/-0-‘ 

-0- 

Honorary 

-0- 

$420/-0-‘ 

-0- 

Over  age  70 

$320 

$420/-0-‘ 

Varies 

Scientific  Fellow 

-0- 

-0- 

-0- 

Emeritus 

-0- 

-0- 

-0- 

Candidate: 

Student 

$ 10 

$ 20 

$2.50 

Postgraduate- 

one 

$ 10 

$ 45 

Varies 

‘Physicians  in  these  categories  may  be  eligible  for  exemption  from  AMA  dues 
under  the  grandfather  clause.  (AMA  dues-exempt  members  who  were 
granted  exemption  before  1986  based  on  previously  established  criteria, 
with  the  exception  of  financial  hardship  or  disability,  will  automatically  be 
exempt  from  dues  in  1986  and  the  years  following.) 

Current  AMA  policy  provides  for  only  two  categories  of  exemptions: 
financial  hardship  or  disability  and  65  years  of  age  or  older  and  fully  retired. 
AMA  dues  for  under-age.65  and  fully  retired  members  may  be  reduced  to  $84. 


State  society  dues  are  prorated  on  a monthly  basis  for 
those  elected  to  membership  July  1 through  Aug  31  • Those 
elected  after  Aug  3 1 are  exempt  from  dues  for  the  balance  of 
the  year  in  which  they  are  elected.  AMA  dues  are  prorated  on 
a semiannual  basis. 

To  begin  the  membership  process,  contact  your  county 
medical  society  or  call  the  Membership  Department  of  the 
SMS  at  1-800-362-9080  or  608-257-678 !.❖ 


Display  ads  sell! 


Call  for  a WM]  rate  card. 


1-800-362-9080 


MICHIGAN’S  UPPER  PENINSULA 


St.  Francis  Hospital  is  a 110-bed  acute  care  facility 
owned  and  operated  by  the  OSF  Healthcare  System. 
The  hospital  has  a patient  draw  of  over  55,000.  The 
Order  of  St.  Francis  is  committed  to  providing  quality 
healthcare  in  the  Upper  Peninsula.  The  hospital  is 
1986  new  and  equipped  with  state-of-the-art  resources. 
The  hospital  will  sponsor  with  income  guarantees  and 
bonuses.  We  are  currently  looking  for  the  following: 

* Family  Practice  * Internal  Medicine 

* Neurology  * OB/GYN 

* Orthopedic  Surgery  * Urology 

* Otolaryngology 

The  Upper  Peninsula  has  some  of  the  most  rustic  and 
scenic  areas  this  country  has  to  offer.  Escanaba  is  a 
resort  community  on  Lake  Michigan  and  the  area  offers 
hiking,  golf,  sailing,  skiing  and  hunting  in  a beautiful  and 
safe  environment  for  the  family. 

For  confidential  consideration,  send  cover  letter  and  CV 
to; 

Ken  Arndt 

Franciscan  Physician  Placement 
4541  N.  Prospect,  Suite  400 
Peoria,  IL  61614 

800-438-4592  / FAX:  309-685-1997 
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SMS  officers  and  directors  by  district 


Officers  of  the  Society 
President  (1993-1994) 

Pauline  M Jackson,  MD,  1836  South  Ave 
La  Crosse  54601 

President-elect  (1993-1994) 

Richard  G Roberts,  MD,  777  S Mills  St 
Madison  53715 

Executive  Vice  President  & Secretary  (1993-1994) 
Thomas  L Adams,  CAE,  330  E Lakeside  St 
PO  Box  1109,  Madison  53701 

Treasurer  (1993-1994) 

Harry  J Zemel,  MD,  PO  Box  962 
Fond  du  Lac  54936-0962 

Board  of  Directors 

Chair:  Richard  H Ulmer,  MD 

Vice  Chair:  Raymond  C Zastrow,  MD 

District  1 

Kenosha,  Milwaukee,  Ozaukee,  Racine,  Walworth,  Wash- 
ington, and  Waukesha  counties 

George  R Schneider,  MD  (1989/1991-1994) 

9330  W Lincoln  Ave,  West  Allis  53227 

Richard  H Strassburger,  MD  (1988/1991-1994) 

7304  Wellauer  Drive,  Wauwatosa  53213 

Robert  F Purtell,  Jr,  MD  (1989/1992-1995) 

3316  W Wisconsin  Ave,  Milwaukee  53208 

Thomas  A Reminga,  MD  (1986/1992-1995) 

330  E Kilboum,  Ste  730,  Milwaukee  53202 

Raymond  C Zastrow,  MD  (1987/1992-1995) 

2400  W Villard  Ave,  Milwaukee  53209 

Timothy  G McAvoy,  MD  (1990/1993-1996) 

1751  East  Main,  Waukesha  53186 

Marvin  G Parker,  MD  (1990/1993-1996) 

1525  Howe  Street,  Racine  53403 

Charles  E Pechous,  Jr,  MD  (1990/1993-1996) 

7202  Third  Ave,  Kenosha  53143-5509 

Marcia  J S Richards,  MD  (1988/1993-1996) 

2900  W Oklahoma  Ave,  PO  Box  2901,  Milwaukee 
53201-2901 


John  E.  Ridley,  111,  MD  (1990/1993-1996) 

2315  N Lake  Dr,  Ste  1001,  Milwaukee  53211 

Jay  F Schamberg,  MD  (1991/1993-1996) 

8901  W Lincoln  St,  West  Allis  53227 

District  2 

Adams,  Columbia,  Dane,  Dodge,  Grant,  Green,  Iowa, 
Jefferson,  Lafayette,  Marquette,  Richland,  Rock,  and  Sauk 
counties 

Cyril  M Hetsko,  MD  (1993/1993-1994) 

1313  Fish  Hatchery  Rd,  Madison  53715 

Jerry  M Ingalls,  MD  (1992/1992-1994) 

1515  Tenth  St,  Monroe  53566 

Ayaz  M Samadani,  MD  (1991/1991-1994) 

P.O.  Box  678, 148  Warren  Street,  Beaver  Dam  53916 

Paul  A Wertsch,  MD  (1993/1993-1994) 

4221  Venetian  Lane,  Madison  53704 

John  D Wegenke,  MD  (1986/1992-1995) 

345  W Washington  Ave,  Madison  53703 

Andrew  B Crummy,  Jr,  MD  (1992/1993-1996) 
D4/348  UW  CSC,  600  Highland  Ave,  Madison  53792 
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District  3 

Buffalo,  Crawford,  Jackson,  Juneau,  La  Crosse,  Monroe, 
Trempealeau,  and  Vernon  counties 

Mark  Andrew,  MD  (1992/1992-1995) 

125  W Jefferson,  Viroqua  54665 

Jack  M Lockhart,  MD,  (1989/1992-1995) 

1836  S Avenue,  La  Crosse  54601 

District  4 

Clark,  Florence,  Forest,  Langlade,  Lincoln,  Marathon, 
Oneida,  Portage,  Price,  Taylor,  Vilas,  and  Wood  counties 

Robert  J Jaeger,  MD  (1988/1991-1994) 

3291  Thompson  Court,  Stevens  Point  54481 

William  E Raduege,  MD  (1986/1992-1995) 

PO  Box  1387, 1112  E 3rd  St,  Woodruff  54568 

Richard  H Ulmer,  MD  (1986/1992-1995) 

1000  North  Oak  Ave,  Marshfield  54449 


District  5 

Calumet,  Fonddu  Lac,  Green  Lake,  Outagamie,  Waupaca, 
Waushara,  Winnebago  and  counties 

Harry  J Zemel,  MD  (1987/1991-1994) 

323  Maple  Ave,  Fond  du  Lac  54935 

James  L Basiliere,  MD  (1986/1992-1995) 

414  Doctors  Court,  Oshkosh  54901 

Terry  L Hankey,  MD  (1993/1993-1996) 

900  Riverside  Drive,  Waupaca  54981 

District  6 

Brown,  Door,  Kewaunee,  Manitowoc,  Marinette,  Menom- 
inee, Oconto,  Shawano,  and  Sheboygan  counties 

Joseph  C DiRaimondo,  MD  (1985/1991-1994) 

1636  Miriam  Rd,  Manitowoc  54220 

Stephen  D Hathway,  MD  (1989/1992-1995) 

PO  Box  23400,  Green  Bay  54305 

John  E Kraus,  MD  (1986/1992-1995) 

1510  Main  St,  Marinette  54143 


SMS  Board  member  Sandra  Osborn,  MD,  makes  a point  at  the 
1993  annual  meeting. 


Philip  J Happe,  MD  (1985/1991-1994) 

823  Bradley  Ave,  Eau  Claire  54701 

Lloyd  R.  Cotts,  MD  (1992/1992-1995) 

1020  Lakeshore  Drive,  Rice  Lake  54868 

District  8 

Ashland,  Bayfield,  Douglas,  Iron,  and  Sawyer  counties 

Robert  L Sellers,  MD  (1987/1990-1993) 

69  N 28th  Street,  Superior  54880 

Officers  of  the  Society 

President:  Pauline  M Jackson,  MD  (1993-1994) 
1836  South  Avenue,  La  Crosse  54601 


District  7 President  elect:  Richard  G.  Roberts,  MD  (1993-1994) 

Barron,  Chippewa,  Dunn,  Eau  Claire,  Pepin,  Pierce,  Polk,  777  S Mills  St,  Madison  53715 

Rusk,  St  Croix,  Burnett,  and  Washburn  counties  Continued  on  next  page 
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Immediate  past  president:  William  J.  Listwan,  MD 
(1993-1994) 

205  Valley  Avenue,  West  Bend  53095 

Speaker:  Sandra  L Osborn,  MD  (1993-1995) 

2085  County  Road  J,  Verona  53593-8829 

Vice  speaker:  Kenneth  I Gold,  MD  (1992-1994) 

1905  Huebbe  Parkway,  Beloit  53511 

Ex  officio,  without  vote 

Executive  Vice  President  & Secretary  Adams,  Treas- 
urer Zemel 

Stephanie  Wojtowicz,  Medical  Student,  UW-Madi- 
son 

Michael  Bigelow,  Medical  Student,  Medical  College 
of  Wisconsin 

Delegates  to  the  AMA 

Richard  W Edwards,  MD  (1982/1992  & 1993) 

1313  W Seminary  St,  Richland  Center  53581 
John  P Mullooly,  MD  (1991/1993  & 1994) 

8430  W Capitol  Dr,  Milwaukee  53222 
John  K Scott,  MD  (1979/1993  & 1994) 

20  S Park  St,  #350,  Madison  53715 
Patricia  J Stuff,  MD  (1979/1993  & 1994) 

PO  Box  366,  Bonduel  54107 

Timothy  T Haherty,  MD  (1988/1994  & 1995) 

547  E Wisconsin  Ave,  Neenah  54956 
John  D Riesch,  MD  (1988/1994  & 1995) 

PO  Box  427,  Menomonee  Falls  53051 
Kenneth  M Viste,  Jr,  MD  (1993/1994  & 1995) 

100  Stoney  Beach  Rd,  Oshkosh  54901 


Alternate  Delegates  to  the  AMA 

Jerome  W Eons,  Jr,  MD  (1988/1993  & 1994) 

3734  W Coldspring  Rd,  Greenfield  53221 
Cyril  M Hetsko,  MD  (1983/1993  & 1994) 

1313  Fish  Hatchery  Rd,  Madison  53715 
Robert  F Purtell,  Jr,  MD  (1991/1993  & 1994) 

3316  W Wisconsin  Ave,  Milwaukee  53208 
J D Kabler,  MD  (1982/1994  & 1995) 

5501  Varsity  Hill,  Madison  53705 
Susan  M Turney,  MD  (1993/1994  & 1995) 

1000  N Oak  Ave,  Marshfield  54449 
Richard  H Ulmer,  MD  (1983/1994  & 1995) 

1000  N Oak  Ave,  Marshfield  54449 
Kenneth  M Viste,  Jr,  MD  (1982/1992  & 1993) 

100  Stoney  Beach  Rd,  Oshkosh  54901 

Young  Physicians  Section  Delegates  to  the  AMA 
Kevin  T Haherty,  MD  (1992/1992-1994) 

PO  Box  689,  Wausau  54402-0689 
Paul  J Leehey,  III,  MD  (1993/1993-1994) 

1836  S Ave,  La  Crosse  54601 

YPS  Alternate  Delegate  to  the  AMA 
Sheldon  A Wasserman,  MD  (1993/1993-1995) 

2388  N Lake  Dr,  Milwaukee  53211 

NOTE:  Officers,  directors,  delegates,  alternate  dele- 
gates, and  members  of  commissions  are  elected  at 
the  annual  meeting  (April  1993).  Dates  in  parenthe- 
ses indicate  initial  year  of  appointment  and  begin- 
ning and  expiration  of  terms  of  office.  AMA  dele- 
gates and  alternate  delegates'  terms  of  office  are  on  a 
calendar  basis,  although  elected  at  the  annual 
meeting.  ❖ 
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SMS  resource  directory 

Timely,  accurate  information  is  essential  in  our  complex,  rapidly  changing  medical  environment.  Information — 
when  you  need  it— on  scientific  issues,  legislative  issues,  and  socioeconomic  issues  is  available  from  the  SMS 
headquarters  in  Madison. 

This  SMS  resource  directory  is  provided  as  a brief  reference  guide  to  assist  you  in  locating  the  resource  person  on 
the  SMS  staff  who  is  best  able  to  answer  your  questions  on  a wide  variety  of  topics. 

Simply  call  1-800-362-9080  or  (608)  257-6781  for  immediate  access  to  this  valuable  membership  resource. 


Accounting Jim  Esselman 

Acquired  Immune  Deficiency 

Syndrome  (AIDS) Don  Lord 

Addictive  Diseases,  Commission  on  

Pat  Chritton/ Roberta  Mallet 

Administrative  rules Colleen  Wilson 

Advance  medical  directives Sally  Wencel 

Aesculapian  Society  Julie  Hein 

AIDS,  Task  Force  on  Don  Lord/ Lisa  Lawry 

Alliance,  SMS Maria  Van  Cleve/ Karen  Butler 

Allied  health  professionals Sally  Wencel 

Alternative  delivery  systems Sally  Wencel 

AMA  Delegation Tom  Adams/ 

Margaret  Wiersum 

Americans  with  Disabilities  Act  Sally  Wencel 

AMP  AC Mike  Kirby 

Annual  meeting Kristin  Krueger 

Antitrust Mark  Adams 

B 

Beaumont  500  Club Julie  Hein 

Board  of  Directors Tom  Adams/ 

Margaret  Wiersum 

Bylaws:  CMS,  hospital  medical 

staff Sally  Wencel 


Candidate  interviews  Field  representatives 

Capital  expenditure  review  (CFR)  

Kathy  Andersen 

Capitol  Update Mike  Kirby 

Chiropractic  Colleen  Wilson 

Charitable,  Educational  & Scientific 

Foundation  (CESF) Julie  Hein 

Claim  Forms  (HCFA)  Bill  Guerten 

Clinical  Laboratory  Improvement 

Act  (CLIA  '88)  Sally  Wencel 

CME,  accreditation  Kristin  Krueger 

Coding Tamara  Larson 

Commissions,  appointments  and 

reappointments Don  Lord 


Complaints  about  medical  care Sonia  Porter/ 

Sally  Wencel 

Milwaukee  office  handling  Mary  Thompson 

Congress  Mike  Kirby 

Consent  and  related  issues Sally  Wencel 

Continuing  Medical  Education, 

Commission  on  Kristin  Krueger/ 

Lisa  Lawry 

Copy  center  and  printshop Dave  Conner 

Cost  containment Mark  Adams 


County  medical  society  outreach  

Field  representatives 


D 

Data  analysis Sally  Wencel 

Desktop  publishing Vicki  Meyer 

Domestic  Violence,  Task  Force  on 

Shari  Hamilton/ Lynne  Bjorgo 


Economic  credentialing Sally  Wencel 

Elderly  care Linda  Boyd 

Elderly  drivers  Pat  Chritton 

Emergency  medical  services  (EMS)  ....  Pat  Chritton 

Endorsed  programs Noreen  Krueger 

Ethical  opinions  Sally  Wencel 

Ethics  and  medicine Linda  Boyd 

Executive  Committee  Tom  Adams/ 

Margaret  Wiersum 


F 

Facilities  manager  

Farm  safety 

Federal  legislation  

Federal  Register  review 

Fifty-Year  Club 

Field  representatives  ., 


Finance  Committee 


Don  Temby 

Pat  Chritton 

Mike  Kirby 

. All  Policy  Analysts 

Lisa  Lawry 

Julie  Daggett 

Jim  Hoegemeier 
Cheryl  McCollum 
Steve  Whittow 

Jim  Esselman/ 

Sally  Frankey 
Continued  on  next  page 


Wisconsin  Medical  Journal  • July  1993 


397 


Continued  from  preceding  page 

Fort  Crawford-Museum  of  Medical 

Progress  Julie  Hein 

Fraud  and  abuse— safe  harbors,  physician 

self-referral Sally  Wencel 

Friends  of  Academic  Medicine 

(FOAM)  Mike  Kirby 

Focus  Maria  Van  Cleve 


Individual  rights— professional/ practice 

privacy  Sally  Wencel 

Insurance  law Sally  Wencel 

Insurance,  Office  of  the  Commissioner  of  

Mark  Adams 

International  Medical  Graduates  Section 

Pat  Chritton 

Interprofessional  Code  Mark  Adams 


G 

Gambling  addiction  Pat  Chritton 

Geriatric  Health,  Commission  on Linda  Boyd/ 

Merry  Earll 

Golf  Classic  (CESF) Julie  Hein 


Governmental  Affairs,  Commission  on 

Mike  Kirby/Judy  Erey 


J 

Joint  Commission  on  Accreditation 

of  Health  Care  Organizations Sally  Wencel 

K 

Key  contact  system  Mike  Kirby 


H 


HCEA  (claim)  forms  sales  Bill  Guerten 

Health  care  costs  Mark  Adams 

Health  care  data Sally  Wencel 

Health  care  economics  Mark  Adams 


Health  Care  Einancing  and  Delivery, 

Commission  on Mark  Adams/ Merry  Earll 

Health  Care  Information,  Office  of 


(OCHI)  Sally  Wencel 

Health  care  rationing  Linda  Boyd 

Health  care  reform  Mike  Kirby 

Health  Care  Services  Research  Group,  UW 

Mark  Adams 

Health  care  use Mark  Adams 

Health  insurance  Sally  Wencel 

Health  law  Mark  Adams/Sally  Wencel 

Health  maintenance  organizations  (HMOs)  

Sally  Wencel 

Health  manpower Mark  Adams 

Health  professional  shortage  areas 

(HPSAs)  Mark  Adams 

Hepatitis  B vaccinations Pat  Chritton 

Home  health  care Linda  Boyd 

Hospice  care Linda  Boyd 

Hospitals— regulation,  accreditation 

Sally  Wencel 

Hospital  Medical  Staff  Section  Sally  Wencel 

Hospital  privileges  Sally  Wencel 

House  of  Delegates Tom  Adams 

Human  inununodeficiency  virus  (HIV) 

Don  Lord 

Human  Resources Barb  Kopenski 


I 


Impaired  physicians  ....  Sally  Wencel/ Sonia  Porter 
Individual  Practice  Associations 


(IP  As) 


Sally  Wencel 


L 

Label  requests  and  sales Jim  Lundberg 

Lakeside  Administrators,  Inc.  (LAI) 

Jeanette  Edwards 

Lakeside  Association  Services,  Inc.  (LASI)  

Mike  Eaton 

Legal  counsel  Mark  Adams/ Sally  Wencel 


Legislation Mike  Kirby 

Kathy  Andersen 
Colleen  Wilson 

Legislative  Directory  Karen  Butler 

Legislative  issues  booklet Mike  Kirby 

Liability  insurance  regulations  Mark  Adams 

Licensure Sally  Wencel 

Living  wills Sally  Wencel 

Lobbying Mike  Kirby 

Kathy  Andersen 
Colleen  Wilson 


M 

Mailroom Dave  Conner 

Managed  care Mark  Adams 

Maternal  and  Child  Health,  Commission  on 

Pat  Chritton/ Roberta  Mallet 

Media  relations Shari  Hamilton/ Russell  King 

Mediation  and  Peer  Review,  Commission  on 

Sally  Wencel/ Sonia  Porter 


Mediation  panels Mark  Adams 

Medicaid  (Title  19) Sally  Wencel 

Medicaid  and  Medicare  audits  Sally  Wencel 


Medicaid  Medical  Audit  Committee  

Sonia  Porter/Sally  Wencel 
Medical  Examining  Board  (MEB)  ..  Colleen  Wilson 

Medical  liability Mark  Adams/ Pat  Chritton 

Medical  Liability  and  Risk  Management, 

Commission  on  Pat  Chritton 

Medical  records  Sally  Wencel 
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Medical  residents Anne  Rittman 

Medical  Student  Section Anne  Rittman 


Medical  Times  Shari  Hamilton/ Russell  King 

Medicare  (Title  18) Tamara  Larson/ Linda  Boyd 

Medicine  and  Ethics,  Commission  on  

Linda  Boyd/ Merry  Earll 

Medigram Shari  Hamilton/ Russell  King 

Meeting  planning  Kristin  Krueger 

Membership Anne  Rittman 

Joyce  Pease 
Susan  Vondra 

Milwaukee  office  Mary  Thompson 

Memorial  Giving  Program  (CESF) Julie  Hein 

Mini  Internship  Program 

Field  representatives 

MinnesotaCare Mark  Adams 

Museum,  Fort  Crawford  Medical Julie  Hein 


N 

National  Practitioner  Data  Bank Sally  Wencel 

Nominating  Committee Margaret  Wiersum 

Nursing  homes Linda  Boyd 

o 

Occupational  health  Pat  Chritton 

Occupational  Safety  and  Health  Act  (OSHA) 

Blood-bome  Pathogen  Standards 

Pat  Chritton/ Sally  Wencel 

Occupational  Health  Guide Julie  Hein 

Office  of  Health  Care  Information  (OCHI)  

Sally  Wencel 

Officers  Tom  Adams 

Optometry  Colleen  Wilson 

Organ  transplants  Linda  Boyd 

Outcomes  management  Sally  Wencel 


P 

PartnerCare  Tamara  Larson 

Patients  Compensation  Fund  (PCF) 

Mark  Adams 

Payroll Bill  Knollenberg 

Peer  review Sally  Wencel 

Peer  Review  Organization,  Wisconsin 

(WIPRO) Sally  Wencel 

Pharmacy  Colleen  Wilson 

Physician  Health  Program,  Statewide  

Sally  Wencel/ Sonia  Porter 

Physician  income  statistics Mark  Adams 

Physician  manpower  Mark  Adams 

Physician  profiling  Sally  Wencel 

Physician  Review  and  Discipline,  Task 

Force  on  Sally  Wencel/ Sonia  Porter 

Physician  support  program Pat  Chritton 


Richard  Ulmer,  MD  (1)  chair  of  the  SMS  Board,  swears  in 
Pauline  Jackson,  MD,  as  the  1993-1994  SMS  president. 


Physicians  for  Better  Government 

(PFBG) Mike  Kirby 

Physician's  Guide  to  Wisconsin  Health  Law 

Sally  Wencel 

Orders Lynne  Bjorgo 

Political  action  Mike  Kirby 

Policy  compendium Maria  Van  Cleve 

Power  of  attorney  for  health  care  Sally  Wencel 

Practice  management  

Sally  Wencel/ Karen  Garrett 

Practice  parameters Mark  Adams 

Preferred  provider  organizations  (PPOs) 

Sally  Wencel 

Primary  Care  Consortium  Linda  Boyd 

Printshop  (see  copy  center)  Dave  Conner 

Professional  review  organizations  (PROs) 

Sally  Wencel 

Public  health Policy  analysts 

Public  Information,  Commission  on 

Russell  King/ Lynne  Bjorgo 
Public  relations Russell  King 

Continued  on  next  page 
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Q 

Quality  Assessment/ Practice  Parameters, 

Task  Force  on Cathy  Duster/ Roberta  Mallet 

Quality  Compliance,  Bureau  of Linda  Boyd 

Quality  of  care  reviews Sally  Wencel 

R 

Regulation  & Licensing,  Department 

of  (DRL)  Colleen  Wilson 

Resident  Section Anne  Rittman 

Resource  Based  Relative  Value 

Scale  (RBRVS)  Linda  Boyd 

Risk-adjusted  data  analysis Sally  Wencel 

Risk  management  Mark  Adams/ Pat  Chritton 

Rural  health  Linda  Boyd/ Mike  Kirby 

s 

Safe  Transportation,  Commission  on 

Pat  Chritton/ Roberta  Mallet 


School  health  Pat  Chritton 

Scope  of  practice  Sally  Wencel 

Scholarship  program  (CESF) Julie  Hein 

Seminars  program Karen  Garrett 


Senior  Physicians,  Wisconsin  Association  of 


Julie  Hein 

Small  Employer  Insurance  Board 

Colleen  Wilson 

SMS  Holdings  Lee  Johnson 

SMS  Insurance  Services,  Inc Mike  Dolan 

Speakers  bureau Steve  Whittow 

Specialty  sections  and  societies Joyce  Pease 

Speech  writing  (officers) Russell  King/ 

Shari  Hamilton 

Strategic  plan Tom  Adams 

Student  loan  program  (CESF)  Julie  Hein 

T 

Terminal  care Linda  Boyd 

Third-party  payors  Mark  Adams 

Tobacco  and  health Kathy  Andersen 

Tobacco  Free  Wisconsin  Coalition  

Kathy  Andersen 

Tort  reform Pat  Chritton/ Mark  Adams 


U 

Usual,  customary  and  reasonable  fees 

(UCR)  Sally  Wencel 

Utilization  review  Sally  Wencel 


w 

WHCLIP/PCF  Board  of  Governors  

Mark  Adams 

WIPRO Sally  Wencel 

Wisconsin  Administrative  Code  ....  Colleen  Wilson 

Wisconsin  Medical  Journal  Russell  King/ 

Shari  Hamilton 

Wisconsin  Health  Care  Liability 

Insurance  Plan  (WHCLIP) Mark  Adams 

WISP  AC  Mike  Kirby 

WNA-SMS  Liaison,  Commission  on 

Sally  Wencel/ Sonia  Porter 

Worker's  Compensation Mark  Adams/ 

Pat  Chritton 

Workshop  on  Health Maria  Van  Cleve 

WPS  Medicare  Linda  Boyd 

Y 

Young  Physicians  Section  (YPS)  Anne  Rittman 

❖ 


Publications  available 

A NUMBER  OF  BROCHURES  are  available  from  the 
SMS.  Most  are  intended  as  patient-education 
materials  on  scientific  and  socioeconomic  issues; 
others  are  useful  as  physician-education  tools  on 
socioeconomic  and  legislative  topics.  Some  are 
available  free  of  charge,  while  others  require  a nominal 
charge.  State  and  local  sales  tax  (5.5%)  will  be  added. 
Call  the  SMS  Division  of  Communications  for  more 
information  (unless  indicated  otherwise):  1-800- 
362-9080,  or  in  Madison,  257-6781. 

Advanced  CPT-4  Coding 

This  manual  is  intended  for  experienced  coders  and 
includes  an  intense  series  of  advanced  coding  exer- 
cises designed  to  fine-tune  coding  skills.  $25.00  + 
tax.  Contact  Brenda  Whyte,  SMS  Seminars. 

Advanced  ICD-9  CM  Coding 

This  manual  is  designed  for  experienced  coders.  It 
will  reinforce  coding  guidelines  and  sharpen  lCD-9 
coding  skills  to  provide  the  highest  quality  diagnos- 
tic information  needed  to  enhance  reimbursement. 
$25.00  + tax.  Contact  Brenda  Whyte,  SMS  Seminars. 


400 


Wisconsin  Medical  Journal  • July  1993 


Anatom}/  and  Physiology 

This  manual  reviews  the  basics  of  body  structure  and 
function  including  both  normal  and  pathological 
conditions.  It  provides  a basic  understanding  of 
problems  commonly  encountered  in  health  care  set- 
tings and,  combined  with  medical  terminology, 
provides  the  foundation  needed  for  accurate  reim- 
bursement coding  and  medical  chart  entries.  $25.00 
+ tax.  Contact  Brenda  Whyte,  SMS  Seminars. 

Basic  CPT-4  Coding 

This  basic  manual  is  designed  for  beginning  coders. 
It  stresses  the  rules  and  guidelines  of  the  CPT-4  book. 
There  are  beginning  level  exercises  stressing  the 
fundamentals.  $25.00  + tax.  Contact  Brenda  Whyte, 
SMS  Seminars. 

Basic  ICD-9  CM  Coding 

This  basic  manual  is  designed  for  beginning  coders. 
It  stresses  the  importance  of  the  ICD-9  system  and 
introduces  the  guidelines  necessary  to  use  the  sys- 
tem correctly.  $25.00  + tax.  Contact  Brenda  Whyte, 
SMS  Seminars. 

CPT  Evaluation  and  Management  Coding 
This  manual  is  designed  to  help  coders  understand 
the  new  CPT  Evaluation  and  Management  section  in 
the  1993  CPT-4  book.  The  manual  contains  exercises 
to  stress  the  necessary  information  needed  to  use  the 
E/M  codes  correctly.  $25.00  + tax.  Contact  Brenda 
Whyte,  SMS  Seminars. 

Facts  About  Malignant  Melanoma 
This  patient  education  brochure  explains  who  is 
most  at  risk,  how  to  detect  and  prevent  melanoma, 
and  how  to  conduct  a self-examination.  Published  in 
1988.  Contact  Lynne  Bjorgo,  SMS  Communications. 

If  You  Have  a Complaint  About  Medical  Care 
This  brochure  explains  the  SMS's  grievance  and  peer 
review  system.  Published  in  1983.  Contact  Sonia 
Porter. 

Intermediate  CPT-4  Coding 

This  manual  is  designed  for  coders  with  a minimum 
of  six  months  experience.  It  reviews  the  fundamen- 
tals and  challenges  the  coder  with  a series  of  interme- 
diate level  problem-solving  exercises  to  expand 
coding  skills.  $25.00  + tax.  Contact  Brenda  Whyte, 
SMS  Seminars. 

Intermediate  ICD-9  CM  Coding 
The  intermediate  ICD-9  manual  is  designed  for  coders 
with  a minimum  of  six  months  coding  experience.  It 
reviews  the  basic  fundamentals  of  the  ICD-9  coding 


Susan  Turney,  MD,  was  elected  to  the  Wisconsin  delegation  to 
the  AMA  by  the  1993  SMS  House  of  Delegates. 


system  and  focuses  on  the  ICD-9  rules  through  a 
series  of  challenging  exercises.  $25.00  + tax.  Contact 
Brenda  Whyte,  SMS  Seminars. 

Medical  Office  Management  Techniques 
This  handbook  is  designed  for  front  office  personnel. 
It  gives  instruction  on  scheduling  appointments, 
telephone  etiquette,  reception  skills  and  interaction 
with  patients.  $25.00  + tax.  Contact  Brenda  Whyte, 
SMS  Seminars. 

Medical  Professional  Liability  Insurance:  Claims  Madeor 
Occurrence? 

This  brochure  explains  for  physicians  how  the  poli- 
cies work,  how  premiums  are  established,  how  cov- 
erage is  terminated,  the  limits  of  liability  and  how  to 
decide  between  the  types  of  coverage.  The  brochure 
was  produced  by  the  SMS  Young  Physicians  Section 
and  is  particularly  useful  for  physicians  just  begin- 
ning their  practice.  Revised  in  1992.  Contact:  Alice 
Ballweg  at  1-800-545-0631,  or  in  Madison,  283-5483. 
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Medical  Terminology 

This  manual  is  designed  to  introduce  basic  medical 
terminology.  There  is  an  emphasis  on  terms  com- 
monly used  for  insurance  claims  and  coding.  $25.00 
+ tax.  Contact  Brenda  Whyte,  SMS  Seminars. 

Medicare  Part  B Physician  Reference  Manual 
This  guidebook  is  designed  to  help  the  physician's 
billing  staff  stay  on  top  of  Medicare's  policy  and 
procedure  guidelines.  $49.00  + tax.  Contact  Brenda 
Whyte,  SMS  Seminars. 

Occupational  Health  Guide 

This  newly  revised  edition  contains  information  for 
medical  and  nursing  personnel  in  the  commercial 
and  industrial  setting.  Entitled  "Your  Body  In  The 
Workplace,"  the  guide  includes  the  Employee's  Right 
to  Know  Law  and  the  OSHA  Bloodborne  Pathogens 
Einal  Standards.  Contact  Jane  Anderson,  CES  Eoun- 
dation.  Published  in  1992. 

OSHA  Reference  Manual 

This  manual  is  an  employer's  guide  to  understand- 
ing the  Occupational  Safety  and  Health  Administra- 
tion Act.  It  deals  with  issues  such  as  "Employee 
Workplace  Rights,"  "Civil  penalties  applicable  un- 
der OSHA,"  and  many  more.  $25.00  + tax.  Contact 
Brenda  Whyte,  SMS  ^minars. 

PartnerCare 

A poster  and  brochure  aimed  at  educating  elderly 
low-income  patients  about  this  important  SMS  vol- 
untary Medicare  assignment  program.  Contact 
Tamara  Larsen. 

A Physician's  Guide  to  Wisconsin  Health  Law 
This  handbook  deals  with  the  more  important  legal 
and  socioeconomic  issues  affecting  the  practice  of 
medicine  in  Wisconsin.  The  information  in  this  book 
will  help  you  avoid  pitfalls,  answer  your  patients' 
questions,  ask  the  right  questions  when  you  need 
counsel,  and  become  a more  involved  and  effective 
voice  for  the  profession.  Revised  in  1993.  Contact 
Lynne  Bjorgo,  SMS  Communications. 

A Practical  Guide  to  Public  Relations 
This  booklet  is  designed  to  assist  Wisconsin's  county 
medical  societies  enhance  their  public  relations  ef- 
forts in  their  own  communities.  Published  in  1988. 
Contact  Lynne  Bjorgo,  SMS  Communications. 

Questions  and  Answers  on  Smokeless  Tobacco 

This  patient  education  brochure  explains  smokeless 

tobacco  and  its  dangers  in  very  plain  language. 


Published  in  1988.  Contact  Lynne  Bjorgo,  SMS 
Communications. 

RBRVS  Primer 

This  primer  answers  many  of  the  most  commonly 
asked  questions  regarding  the  Resource  Based  Rela- 
tive Value  Scale.  It  details  the  history  and  future  of 
the  RBRVS  and  gives  a detailed  explanation  of  how 
it  works.  $25.00  + tax.  Contact  Brenda  Whyte,  SMS 
Seminars. 

Skeletal  Terminology 

This  manual  will  introduce  basic  medical  terminol- 
ogy of  the  musculoskeletal  system  with  an  emphasis 
on  the  terms  commonly  used  in  coding  bone  and 
muscle  injuries  and  diseases  for  coding  on  insurance 
claims.  $25.00  + tax.  Contact  Brenda  Whyte,  SMS 
Seminars. 

Talking  with  Patients 

A video  and  companion  brochure  designed  to  create 
and  foster  better  communications  between  physi- 
cian and  patient.  The  video  creates  a dramatic  "real 
life"  situation  to  provide  useful  insights  from  both 
the  physician's  and  patient's  point  of  view.  The  cost 
is  $14.95  per  tape  which  includes  postage  and  five 
copies  of  the  brochure.  Make  checks  payable  to:  CES 
Eoundation,  Attn:  Jane  Anderson,  P.O.  Box  1109, 
Madison,  W1  53701. 

The  video  was  produced  in  1992  by  the  Medical 
College  of  Wisconsin's  Center  for  the  Study  of  Bi- 
oethics with  funding  from  the  Charitable,  Educa- 
tional and  Scientific  Eoundation  of  the  SMS  and  the 
Wisconsin  Hospital  Association  Research  and  Edu- 
cation Eoundation,  Inc. 

UCR,  A Patient's  Guide:  How  Much  Will  My  Health 
Insurance  Pay? 

This  brochure  explains  what  "usual,  customary  and 
reasonable"  means,  how  misunderstandings  con- 
cerning it  can  be  avoided  and  how  problems  can  be 
resolved  when  they  occur.  This  brochure  is  suitable 
for  enclosure  in  office  statements  or  for  placement  in 
patient  reception  areas.  Revised  in  1993.  Contact 
Lynne  Bjorgo,  SMS  Communications. 

Update  REACH:  Resource  for  Education  Awareness  of 
Community  Health 

Examining  the  changing  nature  of  the  public's  image 
of  physicians  and  explaining  SMS  media  policies 
and  programs  on  current  medical  issues.  Published 
in  1985.  Contact  Lynne  Bjorgo,  SMS  Communica- 
tions. 
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Vaccine  Information 

Anyone  in  the  United  States  who  administers  the 
DTP,  MMR,  and  Polio  vaccines  is  required  by  law  to 
provide  parents  with  a brochure  on  the  potential  side 
effect  and  benefits  of  these  immunizations  before 
they  are  given.  As  a service,  the  American  Academy 
of  Pediatrics  is  providing  these  brochures  at  cost.  In 
addition,  these  brochures  are  now  available  in  Span- 
ish. Pamphlets  may  be  ordered  in  bulk  from  the 
American  Academy  of  Pediatrics  at  a rate  of  $26  per 
100  for  non-members;  $21  per  100  for  members. 
Questions?  Call  1-800-433-9016  or  (708)  228-5005 
(outside  US  and  Canada). 

Worker's  Compensation 

The  SMS  makes  available  to  physicians  several  bro- 
chures and  booklets  designed  to  ease  the  burden  of 
worker's  compensation  cases.  Titles  include:  "How 
to  Evaluate  Permanent  Disability,"  published  in  1987; 
"Wisconsin  Doctors  and  Worker's  Compensation," 
published  in  1987;  and  "Using  the  WC-16B  for 
Worker's  Compensation,"  published  in  1986.  Con- 


tact Lynne  Bjorgo,  SMS  Communications. 

Your  Right  to  Direct  Your  Future  Health  Care 
Facing  questions  on  advance  directives?  The  SMS 
now  has  pamphlets  for  patients  explaining  advance 
directives  and  medical  treatment  decision  making. 
This  easy-to-read,  non-technical  pamphlet  will  help 
you  respond  to  the  anticipated  increase  in  patient 
questions  about  these  issues  as  the  result  of  a new 
law.  As  of  Dec.  1, 1991,  all  federally-certified  nursing 
homes,  hospitals,  home  health  agencies,  hospices, 
personal  care  agencies,  and  health  maintenance  or- 
ganizations are  required  under  the  new  federal  Pa- 
tient Self-Determination  Act  to  provide  written  in- 
formation to  patients  describing  their  rights  regard- 
ing self-determination  of  medical  care.  As  a result, 
many  patients  will  be  looking  to  their  doctors  for 
information.  This  brochure  was  developed  by  the 
Wisconsin  Division  of  Health  in  cooperation  with 
the  SMS  and  other  organizations.  Published  in  1991. 
Contact  Lynne  Bjorgo,  SMS  Communications. <> 


r 


FORT 

CRAWFORD 
MEDICAL  MUSEUM 


This  reconstructed  military  hospital 
at  Fort  Crawford  is  a 
national  historic  landmark 
set  in  the 

Mississippi  River  Valley. 

Open  Daily  May  1 through  October  31 
10  a.m.  to  5 p.m. 

Family  Rate  $6.00 
Adults  $2.50 
Tour  Groups  $2.00 
Children  $1.00 
Novelty  Gift  Shop  Items 

717  South  Beaumont  Road 
Prairie  du  Chien,  WI  53821 
1-800-545-0634 
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County  society  news 


Brown.  The  Brown  County  Medical 
Society  accepted  the  following  new 
members:  Franz  O.  Igler,  MD;  Brock 
L.  Robinson,  MD;  John  W.  Utrie,  Jr., 
EKD;  and  George  E.  Whetmore,  DO. 

Clark.  Florentine  E.  Lleva,  MD,  has 
been  accepted  into  membership  in 
the  Clark  County  Medical  Society. 

Douglas.  The  Douglas  County 
Medical  Society  approved  member- 
ship for  Stephen  S.  Lutz,  MD;  and 
Ralph  M.  Locher,  MD. 

Langlade.  The  Langlade  County 
Medical  Society  has  approved  the 
membership  of  Thomas  F.  Tuttle, 
MD. 

Marinette-Florence.  Robert  T. 
McQueeney,  MD,  has  been  accepted 
as  a member  of  the  Marinette- 
Florence  County  Medical  Society. 

Milwaukee.  The  following  physi- 
cians have  been  accepted  as  mem- 
bers of  the  Medical  Society  of  Mil- 
waukee County:  Lorena  S.  Chicoye, 
MD;  William  M.  Gershan,  MD; 
David  W.  Grambow,  MD;  Jon  Ed- 
ward Gudeman,  MD;  Ravi  Gupta, 
MD;  Joseph  O.  Hoffman,  DO;  Wil- 
liam J.  Jones,  MD;  Gerda  E.G. 
Klingbeil,  MD;  Jack  K.  LaBudde, 
MD;  Steven  B.  Lambert,  MD; 
Myung-Sang  Lee,  MD;  Randolph 
Jay  Lipchik,  MD;  Bruce  M.  Massaro, 
MD;  Elvert  F.  Nelson,  MD;  Kathryn 
P.  Nichol,  MD;  Thomas  E.  Ryan, 
MD;  T.  Scott  Stanwyck,  MD;  Jill 
Anne  Stephens,  MD;  Erskine  R. 
Tucker,  MD;  Suzanne  M.  Bock,  MD; 
Alice  C.  Bustos,  MD;  Celeste  E.  Case, 
MD;  Mark  A.  Clemence,  MD;  David 
W.  Dozer,  MD;  Abe  F.  Goldbaum, 
MD;  Steve  G.  Frost,  MD;  Donna  J. 
Helmchen,  MD;  Khaled  Hilal,  MD; 
Dennis  M.  Hudson,  MD;  Karen  R. 
Knoz,  IX);  David  M.  Kurlander,  MD; 
Hara  Levy,  MD;  William  Louis 
Papanickolas,  MD;  Michael  J.  Rich- 


ter, MD;  William  S.  Rilling,  MD; 
Sergio  B.  Seoane,  MD;  Paul  Hen- Lin 
Tsong,  MD;  Barbara  E.  Welch,  MD; 
Pamela  B.  Wolfe,  MD;  Stuart  John  ‘ 
Wong,  MD;  Philip  A.  Bannor;  Paula 
Benes;  Scott  J.  Krug,  DVM;  Kathryn 
A.  Lilley;  Catherine  Piatek;  Christine 
M.  Schlies;  Troy  D.  Sennholz;  Becky 
Sharp;  and  Tosha  Wettemeck. 


Oneida-Vilas.  The  Oneida-Vilas 
County  Medical  Society  met  in 
Minocqua  May  13, 1993.  The  meet- 
ing was  held  at  the  Pointe  Resort 
and  Conference  Center.  Susan 
Turney,  MD,  spoke  on  the  Clinton 
health  care  reform  plan.  Robert  Van 
Howe,  MD,  was  accepted  into 
membership.  ❖ 


WISPAC  and  Physicians  for  Better 
Government 

The  Wisconsin  Physicians  Political  Action  Committee  (WISPAC)  is  a vol- 
untary, nonprofit  organization  open  to  physicians  and  their  spouses. 
Restricted  from  making  political  contributions,  the  SMS  created  WISPAC  to 
provide  the  medical  profession  an  opportunity  to  become  more  politically 
active  and  effective.  WISPAC  is  governed  by  a board  of  directors,  tradition- 
ally concentrates  on  state  legislative  races,  and  cooperates  with  the  Ameri- 
can Medical  Political  Action  Committee  (AMP AC)  on  federal  issues. 

Physicians  for  Better  Government  is  a direct  giver  program,  or  political 
conduit,  established  in  1987  by  the  SMS.  Political  conduits  differ  from 
political  action  committees  in  that  contributors  retain  the  right  to  decide  who 
receives  their  individual  contributions.  Physicians  for  Better  Government 
contributions  are  deposited  in  a special  account  in  each  contributor's  name. 
No  contribution  is  made  to  a candidate  without  the  contributor's  authoriza- 
tion. 

WISPAC  and  Physicians  for  Better  Government  are  administered  by  the 
SMS  Government  Relations,  pursuant  to  state  statutes  and  administrative 
rules  authorizing  and  regulating  these  programs.  For  additional  informa- 
tion call  608-257-6781  or  1-800-362-9080. 

Contributions  may  be  sent  to:  Physicians  for  Better  Government/ WIS- 
PAC, PO  Box  2595,  Madison,  W1  53701. 

Suggested  membership  categories  include: 

• $200  Sustaining  member 

($100  Physicians  for  Better  Government,  $50  WISPAC,  $50  AMP  AC) 

• $100  Sponsor 

($50  Physicians  for  Better  Government,  $30  WISPAC,  $20  AMP  AC) 
Contributions  at  the  above  levels  authorize  PFBG  to  transfer  the  amounts 
shown  to  WISPAC  and  AMP  AC.  If  you  wish  to  contribute  differently,  you 
may  allocate  amounts  of  your  choice,  per  the  examples  below: 

• $50  Physicians  for  Better  Government  only 
• $50  WISPAC/ AMP  AC  ($30  WISPAC,  $20  AMP  AC) 

• $30  WISPAC  only» 
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Obituaries 


Dungar,  Charles  F.,  MD,  died  April 
20, 1993.  He  was  bom  Feb  7, 1930,  in 
Appleton.  He  received  his  medical 
degree  from  Marquette  University 
and  interned  at  St  Joseph  Hospital 
in  Milwaukee.  He  served  in  the  US 
Navy  from  1955  to  1964.  He  estab- 
lished Ob-Gyn  of  Appleton,  which 
eventually  became  Women's  Health 
Specialists.  He  retired  from  that 
practice  in  1991  and  was  chief  of 
staff  of  the  Appleton  medical  staff. 
For  the  past  year,  he  had  been  pro- 
viding training  in  colposcopy  pro- 
cedures to  doctors  on  Indian  reser- 
vations in  Arizona  and  Alaska.  Dr 
Dungar  served  on  the  SMS  Com- 
mission on  Medical  Liability  and 
Risk  Management  for  6 years.  He  is 
survived  by  his  wife,  Jacqueline; 
three  daughters,  Ann  Gass,  of  Grand 
Rapids,  Mich;  Margaret  Voissem,  of 
Appleton;  Jacqueline  Lingg,  of 
Appleton;  three  sons.  Dr  Stephen, 
of  Appleton,  James,  of  Oshkosh,  and 
Peter,  of  Toledo,  Ohio. 

Goldstein,  David  N.,  MD,  died  May 
1,  1993,  in  Kenosha.  He  was  bom 
Feb  21,  1914,  and  graduated  from 
the  UW-Madison  Medical  School  in 
1938.  he  interned  at  Mt  Sinai  Hospi- 
tcd  in  Cleveland.  He  was  then  on  the 
staff  of  the  VA  Hospital  in  Danville, 
111.  He  was  a captain  in  the  US  Army, 
serving  in  World  War  II.  He  opened 
a private  practice  in  Kenosha  in  1945. 
Dr  Goldstein  was  a past  president 
of  the  SMS,  the  Kenosha  County 
Medical  Society,  the  Wisconsin  As- 
sociation of  General  Practice,  the 
medical  staff  of  Kenosha  Hospital 
and  Medical  Center  and  St  Cather- 
ine's Hospital,  and  the  Family  Coun- 
seling Center  of  Wisconsin.  He  also 
was  a member  of  the  Wisconsin 
Hospital  Rate  Review  Committee, 
editorial  director  of  the  Wisconsin 
Medical  Journal,  member  of  the  Foun- 
dation for  Medical  Care  Evaluation 
of  Southeastern  Wisconsin,  the 


Kenosha  County  Comprehensive 
Service  Board,  the  Washington 
Manor  Nursing  Home  and 
Brookside  Care  Center,  past  medi- 
cal director  of  the  Willowbrook 
Sanatorium,  superintendent  and 
medical  director  of  the  AMA,  Ameri- 
can Academy  of  General  Practice 
and  the  Kenosha  County  Blood 
Bank.  Dr  Goldstein  is  survived  by 
three  sons,  Robert  P.,  of  Milwaukee, 
James  J.,  of  Racine,  and  Louis  R.,  of 
Winston-Salem,  NC;  a daughter, 
Marjory  K.  Goldstein,  of  Green  Bay; 
two  brothers,  Mandel  N.,  of  Ke- 
nosha, and  Chester  S.,  of  Oak  Park, 
ni;  five  grandchildren  and  two  great- 
grandchildren. 

Lemmer,  Kenneth  E.,  MD,  died  on 
May  14,  1993.  He  was  born  in 
Spooner.  Dr  Lemmer  graduated 
from  the  University  of  Wisconsin- 
Madison  Medical  School  in  1930  and 
interned  at  the  Medical  College  of 
Virginia  in  Richmond.  He  returned 
to  the  UW  as  a resident  in  surgery 
and  became  a member  of  the  faculty 
and  professor  of  surgery  until  re- 
tirement and  receiving  the  Emeri- 
tus Faculty  Award  in  1977.  During 
World  War  II,  he  served  as  major 
with  the  44th  General  Hospital  Unit 
in  Australia,  New  Guinea,  and  the 
Philippines.  Dr  Lemmer  was  a 
founding  member  and  first  presi- 
dent of  the  UW  Medical  Alumnae 
Association,  the  American  College 
of  Surgery,  serving  on  its  board  of 
governors  for  a number  of  years.  He 
was  also  a founding  member  of  the 
Central  Surgical  Association,  a 
member  of  Western  Surgical  and 
the  International  Society  of  Surgery. 
He  was  a member  of  the  SMS,  AMA, 
and  Dane  County  Medical  Society. 
Dr  Lemmer  is  survived  by  his  wife, 
Katherine;  his  son,  Kenneth  G. 
Lemmer,  of  Waunakee;  a daughter, 
Ann  Lemmer  Moyer,  of  Orfordville; 
three  granddaughters,  and  a sister.  ❖ 
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Physicians  Insurance  Company  of  Wisconsin: 
State  of  the  corporation 


The  primary  purpose  and  role  of 
Physicians  Insurance  Com- 
pany of  Wisconsin  (PIC)  has  been 
and  will  remain  tending  to  the  pro- 
fessional liability  interests  of  Wis- 
consin physicians  and  their  health 
care  colleagues. 

PIC's  special  relationship  with 
physicians,  through  the  SMS,  gives 
insight  into  their  concerns  and  needs, 
and  provides  PIC  a perspective  that 
encourages  anticipation,  as  well  as  a 
prompt  reaction  to  market  condi- 
tions and  changes  in  the  health  care 
environment. 

PIC's  current  market  expansion 
and  diversification,  directed  specifi- 
cally to  dentists  and  hospitals,  coin- 
cides with  new,  growing  alliances 
and  relationships  encompassing  the 
entire  spectrum  of  the  health  care 
industry.  Physicians,  hospitals,  di- 
agnostic and  outpatient  centers, 
dentists  and  other  health  care  pro- 
fessionals and  entities  are  being 
linked  through  large  point-of-serv- 
ice  networks,  preferred  provider  or- 
ganizations and  other  types  of 
managed  care  plans.  Parties  in- 
volved in  health  care  are  being  pres- 
sured to  band  together  in  advanced 
electronic  systems  that  reduce  pa- 
perwork, increase  efficiency  and 
lower  costs. 

PIC  is  well-positioned  to  take 
advantage  of  emerging  opportuni- 
ties in  health  care  professional  lia- 
bility that  may  stem  from  these  and 
other  major  developments  and 
trends.  Importantly,  PIC  is  also 
preparing  for  the  great  challenges 
that  will  arise  from  anticipated 
health  care  reforms.  Many,  if  not 
most  of  the  reform  concepts  being 
considered  in  our  nation's  capital 
could  not  be  implemented  overnight, 
and  would  require  refinements  over 
an  extended  period.  But,  while  the 
shape  and  ultimate  effect  of  federal 
health  care  reform  legislation  re- 


mains unclear,  other  forces  and  fac- 
tors are  already  changing  how  health 
care  is  delivered:  the  rapid  growth 
of  managed  care,  ongoing  medical 
advancements,  and  reforms  cur- 
rently underway  in  Wisconsin  and 
several  other  states. 

Now  and  into  the  foreseeable 
future,  it  is  absolutely  essential  for 
private  physicians,  their  corpora- 
tions and  staff,  and  other  health  care 
professionals  and  entities,  to  receive 
high-quality  protection  that  accu- 
rately reflects  their  best  interests  and 
needs,  as  well  as  those  of  their  pa- 
tients. Current  and  future  coverage 
and  service  methodologies  must  rec- 
ognize and  resolve  unprecedented 
issues  of  liability,  and  respond  to 
the  complexities  of  new  health  care 
groupings  and  consolidations.  Ac- 
cordingly, to  better  serve  policyhold- 
ers and  other  audiences,  and  to 
position  the  company  operationally 
and  financially  for  predictable  and 
unforeseen  events,  PIC  continues  to 
transform  the  way  it  conducts  busi- 
ness. 

PIC  has  reorganized  internally 
into  dedicated  teams  of  experts  who 
are  charged  with  responding 
quickly,  efficiently  and  with  inno- 
vation to  the  needs  and  desires  of 
specific  customer  audiences. 
Through  advancing  electronic  tech- 
nology and  management  systems, 
and  product  and  service  enhance- 
ment that  maximize  the  capabilities 
and  performance  of  its  associates, 
PIC  is  creating  added  values  for 
policyholders,  shareholders  and 
other  audiences. 

To  emphasize  a total  commitment 
to  service,  PIC  has  adopted  an  acro- 
nym, SERVE,  as  its  principal  corpo- 
rate modus  operand!.  PIC  believes 
that  truly  effective  service  requires 
the  ability  to  solve,  mrich,  respond, 
provide  ualue  and  excel.  These  are 
the  motivating  factors  in  all  of  PIC's 


activities. 

PIC's  positive  outlook  and  ap- 
proach to  the  future  is  based  in  part 
on  a consistent  record  of  marketing 
and  fiscal  accomplishments.  PIC  has 
brought  to  Wisconsin  physicians  a 
number  of  coverage  and  service  fea- 
tures not  previously  or  widely  avail- 
able: claims-made  coverage,  with 
many  enhancements;  a comprehen- 
sive package  of  coverages  for  clin- 
ics, groups  and  corporations,  with 
alternative  rating  systems;  premium 
discounts  for  loss-free  experience 
and  effective  risk  management; 
involvement  of  the  insured  in  settle- 
ment options  discussions. 

In  claims  services  and  risk  man- 
agement services  particularly,  PIC 
has  provided  measurable,  cost-ef- 
fective advantages  to  policy  hold- 
ers. PIC  vigorously  opposes  frivo- 
lous lawsuits,  to  discourage  the  fil- 
ing of  "nuisance"  claims.  In  1992, 
the  cost  of  claims  defense,  $5.2  mil- 
lion, actually  exceeded  payments  to 
plaintiffs.  As  a result  of  this  aggres- 
sive claims  defense  stance,  the 
number  of  cases  filed  against  policy 
holders  that  proceed  to  litigation 
appears  to  be  shrinking,  partially 
offsetting  the  continued  rise  in  se- 
verity of  legitimate  claims.  Since  the 
beginning  of  operations  in  1987,  PIC 
has  closed  86%  of  its  claims  without 
payment. 

PIC's  expanding  array  of  risk 
management  services  includes 
seminars  for  physicians,  office  staff 
members  and  medical  managers  on 
various  specific  topics,  practice 
evaluations,  regular  publications  on 
major  risk  management  issues,  and 
recommendations  for  specific  strate- 
gies that  help  to  reduce  risk  expo- 
sure. 

PIC  insures  more  than  4,000 
Wisconsin  physicians,  about  60%  of 
the  state's  licensed,  practicing  phy- 
sicians. Professional  Assurance 
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Company,  PIC's  major  partner  in 
Professional  Services  Network,  our 
marketing  umbrella,  insures  nearly 
300  Wisconsin  dentists  and  has 
commenced  sales  in  Nevada  with 
the  endorsement  of  the  Nevada 
Dental  Association.  PAC  also  has 
begun  the  marketing  of  full-scale 
protection  programs  to  Wisconsin 


hospitals. 

PIC's  fiscal  progress  and  stability 
is  indicated  by  the  updated  data 
provided  in  the  box  accompanying 
this  article. 

PIC's  responses  to  the  great  chal- 
lenges that  lie  ahead  will  reflect  the 
direct  involvement  the  company 
receives  from  physicians,  dentists. 


clinic  and  hospital  administrators, 
professional  associations,  and  other 
key  audiences.  These  relations  are 
among  the  company's  greatest 
strengths.  They  will  enable  PIC  to 
continue  demonstrating  leadership, 
by  providing  products  and  services 
of  increasing  value  to  the  health  care 
industry. <• 


Physicians  Insurance  Company  of  Wisconsin,  Inc. 

and  Subsidiaries 

3/31/93 

12/31/92 

(unaudited) 

Total  assets 

$124,373,625 

$113,655,849 

Reserves  for  losses  and  loss  adjustment  expenses 

74,572,641 

71,598,598 

Stockholder's  equity 

26,435,610 

25,125,425 

For  the  Period  Ending  March  31, 

1993 

1992 

(unaudited) 

(unaudited) 

Premiums  earned 

$ 7,082,149 

$ 6,560,070 

Net  income 

1,332,920 

1,390,679 

ALL  DO  NOTHING 


EQUALLY  WELL. 


The  onh’  thing  that’s  different  about  people  who  get  invoh  ed  is  that  they  get 
inx  olved.  Speak  your  mind.  Take  a stand.  Give  something  back.  To  find  out  how, 
contact  the  Easter  Seal  Society  toda>'.  All  of  us  hai  v the  ability  to  make  a differ'ence. 
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Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence 
and  victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the 
prevention  of  family  violence. 

\ iolence  iunonf>  famih  members  bus  reached  staggering  proportions.  Kverv'  yt*ar  more  than 
2 million  cases  of  child  abuse  iuid  neglect  are  reported,  between  2 imd  4 million  women  are 
battered  by  their  spouses,  imd  between  ■’()(),()()()  and  1 . 1 million  of  the  elderly  population  are 
abused. 

Tile  .\meriam  .Medical  .Association  has  fonned  ■.i.Xatioiuil  Coalition  of  Physicians  Against 
Family  Violence.  Tlirough  the  Coalition  the  .\meriaui  Metlical  .Association  hopes  to  involve 
you  in  acti\ities  that  address  issues  of  child  abuse,  sexuid  assiuilt,  domestic  \1olence  luid 
elder  abuse  because  \'ou  ha\e  the  unique  ability  to  identib  the  svmptoms,  first-hiind.  By 
joining  the  Sational  Coalition  you  will  be  showing  your  concern  about  the  effects  of  family 
\iolence  ;md  \ictimization,  aid  will  become  a commined  advocate  within  your  community 
for  the  prevention  of  fanily  violence. 

Tlirougli  the  Coalition  you  will: 

• be  infonned  about  load  contacts  aid  refen-als 

• become  aware  of  load  aid  regionid  resources 

• be  provided  with  infoniiation  regarding  model  educatiomd  prograiis 

• become  aware  of  traitment  guidelines  aid  protocols. 

• have  access  to  newslettei's,  |iublic  education  mateiiids  aid  other  publications 

• receive  ai  ofliciid  membei'ship  card  aid  fraiieable  |iostei'  ideiling  your  patients  of  your 
interest  in  aid  conceni  for  this  problem. 

Hie  only  cost  to  you  is  your  commitment  to  help  curb  this  problem.  Simply  complete  the 
membership  application  fomi  below  aid  nial  to  the  Department  of  Menud  lleidth,  .Aiiericai 
Medicid  Association,  S 1 S .N.  State  Street,  Chicago,  11.  (iO(i  1 0. 


Yes,  include 


my  name  in  the  Coaiit ion  's  membership 


Name 


.Vddress  

(jlvAStale/Zip Telephone  # 

.Specialtv 


Vuxiliarv  Member  □ Ves  Q No  Other 

Art*a  of  interest  within  Kaniily  V iolence:  Q Child  .Vbiise  Q Sexual  .Assault  Q Domestic  Violence 

n elder  .Vbiise  Q Other 


American  Medical  Association 


Physicians  dedicated  to  the  health  of  .America 


Annual  meeting 


1993  House  actions  on  resolutions  and  reports 


Resolution  1 sought  to  have  the  SMS 
advocate  passage  of  the  Adminis- 
trative Civil  Rights  Act.  Action:  re- 
jected. 

Resolution  2 urges  the  SMS  to  con- 
tinue to  support  efforts  to  develop 
alternatives  to  the  current  medical 
professional  Uability  system.  Action: 
substitute  resolution  adopted. 

Resolution  3 urges  the  Wisconsin 
Legislature  to  study  the  variety  and 
quality  of  services  offered  by  the 
state's  community-based  residential 
facilities  as  well  as  existing 
regulation.  Action:  substitute  reso- 
lution adopted. 

Resolution  4 confirms  that  Wiscon- 
sin physicians  support  laws  prohib- 
iting the  manufacture  and  sale  of 
handguns  with  barrel  lengths  of  less 
than  four  inches.  Action:  adopted. 

Resolution  5 calls  for  formal  invita- 
tions to  be  sent  to  Hillary  Rodham 
Clinton,  Donna  Shalala  and  Les 
Aspin  asking  them  to  address  SMS 
and  CMS  meetings  regarding  the 
influence  of  national  health  care 
reform  on  the  physician-patient 
relationship.  Action:  substitute  reso- 
lution adopted. 

Resolution  6 asks  the  Legislature  to 
protect  the  right  of  group  practices 
to  refer  to  facilities  in  which  they 
have  an  investment  interest,  pro- 
vided the  referring  physician  is  not 


directly  compensated  for  making  the 
referral.  This  resolution  seeks  to 
ensure  the  ability  of  physicians  to 
refer  patients  for  other  services  pro- 
vided within  the  group  and  protects 


the  ability  of  the  group  to  work 
jointly  with  other  entities  to  provide 
cost-effective  services.  Action: 
adopted. 

Continued  on  next  page 
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Resolution  7 confirms  SMS  support 
for  ongoing  efforts  to  update  and 
improve  the  juvenile  code  as  a means 
of  dealing  with  juvenile  crime  in 
our  society.  Action:  substitute  reso- 
lution adopted. 

Resolution  8 asks  the  SMS  to  work 
to  get  "agent  of  the  state"  status  for 
physicians  who  provide  obstetrical 
care  to  Medical  Assistance  patients. 
Action:  referred  to  the  SMS  Board 
of  Directors. 

Resolution  9 establishes  a section 
for  Wisconsin  physicians  practicing 
in  long-term  care  facilities.  Action: 
adopted. 

Resolution  10  directs  the  SMS  to 
make  available  a yearly  update  of 
the  compendium  of  its  policies. 
Action:  Adopted  as  amended. 

Resolution  11  directs  the  SMS  to 
develop  a group  able  to  review 
bureaucratic  rules  and  regulations 
in  regard  to  cost  before  implemen- 
tation and  work  with  the  AMA  to 
review  such  rules  on  a national  level. 
Action:  rejected. 

Resolution  12  urges  the  SMS  legal 
counsel  to  take  legal  action  to  abol- 
ish the  Data  Bank  on  the  grounds  it 
violates  the  civil  rights  of  physicians. 
Action:  rejected. 

Resolution  13  urges  the  state  to 
promote  use  of  safety  helmets  by 
Wisconsin  bicyclists  of  all  ages. 
Action:  Adopted  as  amended. 

Resolution  14  directs  the  SMS  to 
seek  legislation  requiring  all  school 
buses  to  be  equipped  with  lap  and 
shoulder  safety  belts.  Action:  re- 
ferred to  the  SMS  Board  of  Direc- 
tors. 

Resolution  15  reaffirms  the  belief 
that  medicine  is  both  a science  and 
art  and  directs  the  SMS  to  take  steps 
to  educate  those  who  view  the  heal- 
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ing  arts  as  a public  utility.  Action: 
adopted. 

Resolution  16  directs  the  SMS  to 
continue  addressing  domestic  vio- 
lence and  address  prevention  issues- 
-effective  communication,  positive 
parenting,  child  discipline,  conflict 
resolution,  crisis  management— as 
part  of  the  SMS  domestic  violence 
program.  Action:  adopted. 

Resolution  17  calls  for  the  SMS  to 
work  with  the  Chiropractic  Exam- 
ining Board  and  the  state  Legisla- 
ture to  prohibit  the  diagnosis  and 
treatment  of  pediatric  infections  or 
infectious  diseases  by  individual 
chiropractors  practicing  outside  the 
scope  of  accepted  chiropractic 
practice.  Action:  substitute  resolu- 
tion adopted. 

Resolution  18  directs  the  SMS  to 
work  with  the  AMA  to  assume  a 
leadership  position  in  medical  care 
by  forming  consensus  groups  to 
formulate  standards  of  care  or  be  a 
central  repository  for  information 
from  other  consensus  groups  and 
develop  a computer  system  acces- 
sible by  modem  24  hours  per  day. 
Action:  rejected. 

Resolution  19  directs  the  SMS  to 
survey  the  membership  of  county 
medical  societies  on  record  for 
opposing  a single  geographic  Medi- 
care payment  area  to  determine 
sentiment  on  this  issue.  Action: 
adopted  as  amended. 

Resolution  20  calls  for  the  SMS  to 
develop  a survey  to  determine  ac- 
cess to  care  by  PartnerCare 
recipients.  Action:  rejected. 

Resolution  21  directs  the  SMS  to 
support  the  designation  of  emer- 
gency medicine  specialists  as  eli- 
gible primary  care  providers  for  the 
delivery  of  eligible  services  to  re- 
cipients of  services  meeting  HPSA 
requirements.  Action:  rejected. 


Resolution  22  directs  the  SMS  to  go 
on  record  as  supporting  the  concept 
that  physicians  providing  psychiat- 
ric services  for  severe  mental  health 
problems  be  reimbursed  as  any  other 
necessary  medical  or  surgical 
service.  Action:  adopted  as 
amended. 

Resolution  23  urges  rejection  of  the 
health  care  plan  developed  by  the 
Task  Force  on  Health  Care  Reform. 
Action:  rejected. 

Resolution  24  urges  that  the  SMS 
health  care  reform  plan  adopt  a 
single  payor  mechanism  and  rec- 
ommend the  single  payor  plan  to 
the  Legislature.  Action:  rejected. 

Resolution  25  affirms  SMS  support 
for  a tax  code,  that  in  the  context  of 
health  care  reform,  will  treat  the 
health  care  expenses  of  all  workers 
in  the  same  manner.  Action:  substi- 
tute resolution  adopted. 

Resolution  26  requires  that  the  SMS 
health  care  reform  plan  explicitly 
require  that  the  basis  for  physician 
reimbursement  be  the  resource 
based  relative  value  scale  currently 
required  for  the  Medicare  program. 
Action:  rejected. 

Resolution  27  calls  for  the  SMS 
health  care  reform  plan  to  contain  a 
provision  supporting  the  principle 
of  global  budgeting.  Action:  re- 
jected. 

Resolution  28  resolves  that  the  SMS 
protect  and  enhance  primary  care 
and  the  continuity  of  care  and  take 
measures  to  ensure  an  adequate 
supply  of  well-trained  primary  care 
physicians.  Action:  substitute  reso- 
lution adopted. 

Resolution  29  calls  for  the  SMS 
health  care  reform  plan  to  be 
amended  to  include  the  following 
features:  insurance  companies  as- 
sume responsibility  for  billing  and 
collecting  co-insurance;  cost-shar- 
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ing  mechanisms  should  not  signifi- 
cantly compromise  a patient's  ac- 
cess to  physician  services  for  office- 
based  consultative,  routine  illness 
and  preventive  care  but  should 
encourage  cost-effective  decision 
making;  the  Health  Care  Commis- 
sion should  have  rate  setting  au- 
thority linking  insurance  premiums 
with  a standard  benefit  package; 
individuals  receiving  premium 
subsidies  from  the  state  will  be  as- 
signed among  all  insurers  to  equal- 
ize risks.  Action:  rejected. 

Resolution  30  calls  for  the  SMS 
health  care  reform  plan  to  explicitly 
require  the  use  of  a relative  value 
scale  for  physician  reimbursement 
with  a single  statewide  conversion 
factor.  Action:  rejected. 

Resolution  31  seeks  to  preserve  the 
competition  in  managed  competi- 
tion by  directing  the  SMS  ensure 
any  effort  to  pool  employees  into 
large  buying  groups  reflects  a true 
"managed  competition"  approach 
and  maintains  the  right  of  individu- 
als to  choose  their  own  health  care 
plans  and  physicians.  The  resolu- 
tion also  directs  the  SMS  to  oppose 
efforts  to  grant  a single  insurer  a 
monopoly  for  health  care  coverage 
in  any  given  geographic  area.  Ac- 
tion: adopted. 

Resolution  32  directs  the  SMS  to 
take  aggressive  leadership  in  the 
development,  dissemination  and 
education  regarding  practice-based 
clinical  outcomes  research  to  vali- 
date practice  guidelines  by  which  to 
address  practice  variations  and  lead- 
ing to  appropriate  change.  Action: 
adopted. 

Resolution  33  directs  the  SMS  to 
work  with  the  state  to  assure  that 
any  restructuring  of  the  health  care 
finance  systems  creates  a mecha- 
nism for  the  adequate  funding  for 
predoctoral  and  graduate  medical 
education.  Action:  referred  to  the 
SMS  Board  of  Directors. 


Resolution  34  pertains  to  rural  phy- 
sician reimbursement  inequities  and 
seeks  cooperative  efforts  to  intro- 
duce federal  legislation  to  correct 
inequities  and  allow  the  state  to  be 
considered  one  Medicare  payment 
area.  Action:  rejected. 

Resolution  35  asks  the  SMS  to  file  a 
complaint  with  the  Department  of 
Justice  with  regards  to  antitrust 
action  against  an  insurance  com- 
pany for  its  efforts  to  establish  and 
maintain  prices  for  physician  serv- 
ices in  rural  Wisconsin  by  the  inap- 
propriate use  of  a reviewer  organi- 
zation which  represents  the  defini- 
tion of  "hired  gun."  Action:  referred 
to  the  SMS  Board  of  Directors. 

Resolution  36  asks  the  SMS  to  file  a 
complaint  with  the  Department  of 
Justice  with  regards  to  anti-trust 
action  against  an  insurance  com- 
pany for  its  efforts  to  establish  and 
maintain  prices  for  physician  serv- 
ices in  rural  Wisconsin.  Action:  re- 
ferred to  the  SMS  Board  of  Direc- 
tors. 

Resolution  37  asks  to  the  SMS  to  file 
a complaint  with  the  Department  of 
Justice  with  regards  to  antitrust 
action  against  an  insurer  for  efforts 
to  establish  and  maintain  prices  for 
physician  services  in  rural 
Wisconsin.  Action:  rejected. 

Resolution  38  seeks  to  amend  cur- 
rent law  to  include  mandatory  bind- 
ing arbitration  in  medical  malprac- 
tice cases  as  well  as  allow  a physi- 
cian the  ability  to  have  patients  agree 
in  advance  to  such  mandatory  bind- 
ing arbitration.  Action:  referred  to 
the  SMS  Board  of  Directors. 

Resolution  39  pertains  to  initiating 
a referendum  on  WIPRO  to  discern 
if  the  peer  review  organization  is 
meeting  physician  objectives.  Ac- 
tion: rejected. 

Resolution  40  urges  the  SMS  to  take 
legal  action  against  Medicare  to 


ensure  that  reimbursement  rates  for 
rural  hospitals  for  identical  medical 
services  as  those  provided  by  urban 
hospitals  be  elevated  to  the  same 
payment  schedule  and  seek  federal 
legislation  to  correct  inequities. 
Action:  rejected. 

Resolution  41  addresses  the  lack  of 
adequate  representation  between 
physicians  and  the  Health  Care 
Financing  Administration  and  asks 
the  SMS  to  reorganize  as  a profes- 
sional physician  guild.  Action:  re- 
jected. 

Resolution  42  seeks  to  address  in- 
equities under  the  Medicare  pay- 
ment schedule  that  allow  signifi- 
cantly lower  payment  rates  for 
physicians  who  have  just  completed 
their  residencies.  Action:  rejected. 

Resolution  43  endorses  the  Ameri- 
can Society  of  Internal  Medicine 
proposal  to  establish  the  appropri- 
ate CPT  4 codes  for  "care  plan 
oversight."  Action:  adopted  as 
amended. 

Resolution  44  asks  the  leadership 
of  the  AMA  to  consider  as  part  of 
the  current  health  care  reform  plan 
the  inclusion  of  medically  neces- 
sary long-term  care  benefits  for  serv- 
ices such  as  home  health  care  and 
nursing  facility  care  for  all  Ameri- 
cans in  need,  regardless  of  age. 
Action:  rejected. 

Resolution  45  that  the  SMS  work 
with  state  government  to  assure  that 
any  restructuring  of  the  health  care 
finance  system  creates  a mechanism 
for  adequate  and  equitable  funding 
of  predoctoral  and  graduate  medi- 
cal education.  Action:  rejected. 

Report  A of  the  Board  of  Directors 
reviewed  the  process  used  to  chal- 
lenge the  constitutionality  of  provi- 
sions contained  in  the  Minnesota 
Health  Right  Law  that  enable  the 
state  to  tax  non-resident  physicians 
Continued  on  next  page 
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providing  service  to  Minnesota 
patients.  Action:  filed. 

Report  B of  the  Board  of  Directors 
includes:  1994  dues  recommenda- 
tion, SMS  treasurer's  position— ex- 
panded duties  and  new  election 
process,  secretary-general  man- 
ager's name  change,  Wisconsin 
delegation  to  the  AMA,  House  of 
Delegates  Committee  on  Nomina- 
tions, definition  of  Executive  Com- 
mittee and  1992  House  of  Delegates 
Resolution  19— Office  of  Preventive 
Health.  Action:  above  provisions 
adopted;  sections  on  the  1993  budget 
and  the  membership  incentive  pro- 
gram for  medical  students  and  resi- 
dents were  filed. 

Report  C of  the  Board  of  Directors 
covers  the  following  topics:  HIV 
prenatal  screening.  Interprofessional 
Code  on  Minor  Children,  universal 
infant  hepatitis  B immunization  and 
disclosure  of  alcohol  in  food 
preparation.  Action:  above  action 
adopted;  update  report  on  the  rela- 
tionship between  the  medical 
schools  and  the  medical  commu- 
nity was  filed. 

Report  D of  the  Board  of  Directors 
pertains  to  the  1992  House  of  Dele- 
gates Resolution  30— Health  Insur- 
ance Policies,  WIPRO  activities  and 
an  update  on  Wisconsin  as  a single 
Medicare  payment  area.  Action: 
section  on  health  insurance  policies 
adopted;  remaining  sections  filed. 

Report  E recommends  that  the 
House  adopt  "Wisconsin  Care— a 
Comprehensive  Proposal  for  Health 
Care  Reform  by  Wisconsin  Physi- 
cians" as  the  basis  for  its  1993-1994 
legislative  agenda  for  health  care 
reform.  Action:  adopted. 

Report  F requests  House  approval 
of  the  following:  expressing  con- 
cerns regarding  the  Medical  Exam- 
ining Board's  ability  to  fulfill  its 
legislative  objectives,  given  the  in- 


adequate number  of  support  staff; 
initiating  activities  that  will  result 
in  legislation  to  strengthen  the 
physician  discipline  role  of  the  MEB; 
supporting  the  concept  of  comity 
for  advance  directive  documents  to 
ensure  a document  that  is  lawful  in 
its  state  of  origin  is  lawful  in  other 
states  and  seeking  legislation  ac- 
knowledging comity  for  out-of-state 
advance  directives  within  Wiscon- 
sin; requesting  the  AMA  pursue 
development  of  national  legislation 
assuring  that  mobility  of  legally  exe- 
cuted advance  directive  forms.  Ac- 
tion: adopted. 

Report  G directs  that  the  mini-in- 
ternship program  be  continued  at  a 
rate  of  at  least  one  program  a year; 
that  the  mini-intemships  should  be 
done  by  counties  or  clusters  of  coun- 
ties; that  the  mini-intemship  pro- 
gram should  be  folded  into  the 
Commission  on  Public  Information 
so  it  becomes  an  on-going  project; 
that  an  article  concerning  the  min- 
internship  program  appear  in  the 
Wisconsin  Medical  Journal  and  reports 
be  made  to  the  AMA;  that  an  infor- 
mational session  on  the  mini-intem- 
ship  program  be  held  at  the  annual 
meeting;  and  that  the  mini-intem- 
ship  program  be  incorporated  into 
the  SMS  Speakers  Bureau.  Action: 
adopted. 

Report  H encourages  hospital 
medical  staff  to  promote  the  per- 
formance of  blood  alcohol  concen- 
tration tests  and  urine  drug  screens 
on  hospitalized  trauma  patients; 
urges  physicians  responsible  for  care 
of  hospitalized  trauma  patients  to 
implement  appropriate  evaluation 
and  treatment  when  there  is  a posi- 
tive BAC,  other  positive  drug  screen 
result  or  other  source  of  suspicion  of 
a potential  substance  misuse  disor- 
der; and  encourage  relevant  physi- 
cian organizations  to  develop  prac- 
tice parameters  to  assist  physicians 
in  the  diagnosis  and  management 
of  substance  misuse  disorders.  The 
report  also  asks  the  SMS  to  seek 


legislation  so  that  the  absolute  so- 
briety law  is  consistent  with  Wis- 
consin's legal  drinking  age,  thus 
mandating  a zero-tolerance  drink- 
ing and  driving  law  for  drivers  under 
age  21  in  Wisconsin.  The  report 
expresses  SMS  support  for  the  de- 
velopment of  a certified  nurse  mid- 
wife educational  program  in  Wis- 
consin and  states  SMS  support  for 
the  universal  use  of  E-coding  by  all 
Wisconsin  hospitals,  starting  Jan  1, 
1995,  with  the  SMS  providing  infor- 
mation and  promoting  physician 
awareness  of  E-codes  and  the  neces- 
sary medical  record  documentation. 
Action:  adopted. 

Report  I urges  SMS  support  of  ef- 
forts to  increase  Medicare  reim- 
bursement in  Health  Professional 
Shortage  Areas  to  equal  that  of  the 
highest  paid  locality  in  Wisconsin 
in  addition  to  the  10%  bonus  pay- 
ment for  services  provided  in  such 
areas.  Action:  adopted. 

Report  J provides  for  a rapid  re- 
sponse to  health  care  system  reform 
by  affirming  that  the  SMS  Board  of 
Directors  may  confer  upon  its  ex- 
ecutive committee  and  such  physi- 
cian and  non-physician  consultants 
as  deemed  necessary  by  the  EC  chair 
authority  to  act  as  the  leadership/ 
rapid  response  team  on  health  sys- 
tem reform  issues  and  programs  that 
demand  a timely  response  from  the 
SMS  in  order  to  meet  the  schedules 
of  the  Legislature  and  other  govern- 
mental and  non-governmental 
entities.  Action:  adopted. 

Commission  on  Environmental 
and  Occupational  Health  Report 
details  ongoing  work  of  that  com- 
mission including  the  following 
areas:  herbicide  and  pesticide  use 
on  public  lands  and  water;  the  SMS 
ad  hoc  Committee  on  Pain  and  Dis- 
ability, which  prepared  a series  of 
Articles  for  the  Wisconsin  Medical 
Journal;  the  Worker's  Compensation 
Advisory  Coimcil  Study  Commis- 
sion, which  monitored  the  work  is 
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charged  with  reviewing  various 
components  of  the  Worker's  Com- 
pensation law  in  Wisconsin;  re- 
sponse to  a June  1992  toxic  spill  in 
Superior;  and  physician  awareness 
of  the  Americans  with  Disabilities 
Act. 

Commission  on  Governmental 
Affairs  Report  discusses  the  status 
of  key  regulatory  and  legislative 
issues  including:  increased  Medi- 
caid payments  for  office  visits;  health 
care  reform;  medical  liability  reform 
including  a cap  on  non-economic 
damages;  changes  in  the  durable 
power  of  attorney;  and  others. 
Action:  filed. 


The  La  Crosse  Highlanders  entertained  at  the  1993  inaugural  celebration. 


Commission  on  Medical  Liability 
and  Management  Report  discusses 
ongoing  efforts  to  monitor  WHCLIP, 
the  PCF,  and  the  risk  management 
organization  that  provides  services 
to  these  organizations.  The  commis- 
sion also  gave  an  update  on  the 
Physicians  Support  Program,  which 
provides  information  and  peer 
support  to  physicians  and  spouses 
involved  in  a medical  liability 
lawsuit.  Action:  filed. 

WNA-SMS  Liaison  Commission 
Report  discusses  issues  addressed 
by  the  commission  including:  the 
development  of  a nurse  midwifery 
education  program;  universal  ac- 
cess for  health  care;  changing  medi- 
cal relations,  roles  and  practices;  and 
joint  practice  models.  The  commis- 
sion has  begun  studying  the  state 
public  health  system.  Action:  filed. 

Wisconsin  Delegation  to  the 
American  Medical  Association  Re- 
port highlights  AMA  positions  on 
federal  issues  including  Medicare 
physician  payment  and  health  care 
system  reform,  and  outlined  Wis- 
consin resolutions  brought  before 
the  AMA.  Action:  filed. 

Report  of  the  Secretary  detailed  the 
major  accomplishments  of  the  past 
year.  Highlights  included:  the  crea- 
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tion  of  a special  Task  Force  on  Health 
Reform,  the  subsequent  develop- 
ment and  publication  of  the  Wiscon- 
sin Care  plan;  and  the  observance  of 
the  SMS  sesquicentennial.  Action: 
filed. 

Commission  on  Public  Informa- 
tion Report  details  the  work  of  the 
past  year  to  educate  the  public  on 
medical  issues.  The  commission 
approved  underwriting  of  health- 
related  programs  and  discussed  the 
continued  success  of  the  Physician 
Citizen  of  the  Year  award  program. 
Action:  filed. 

Commission  on  Addictive  Diseases 
Report  includes  a recommendation 
that  the  SMS  support  mandatory 
menu  disclosure  by  restaurants 
when  beverage  alcohol  is  used  in 
food  preparation.  The  commission 
also  discussed  zero  tolerance  drink- 
ing and  driving;  screening  for  alco- 
hol and  other  drug  use  in  trauma 
patients  and  mandatory  blood  alco- 
hol testing  for  drivers  involved  in 
fatal  or  hospitalized  injury  crashes. 
Action:  filed. 

Commission  on  Continuing  Medi- 
cal Education  Report  reviews  the 
work  of  the  commission  in  the  areas 
of  CME  and  accreditation  of  hospi- 
tals and  medical  specialty  societies 
within  the  state.  Action:  filed. 


Commission  on  Geriatric  Health 
Report  discusses  issues  related  to 
reimbursement,  practice  issues, 
political  action  and  education.  The 
commission  reviewed  nurse-physi- 
cian protocols  and  looked  at  the  role 
of  physician  assistants.  Action:  filed. 

Maternal  and  Child  Health  Com- 
mission Report  describes  work  done 
to  evaluate  the  criteria  for  short- 
stay  obstetrical  hospital  care.  The 
commission  also  studied  efforts  to 
evaluate  the  use  of  certified  nurse 
midwives.  The  commission  contin- 
ued its  liaison  with  the  Maternal 
and  Child  Health  Coalition,  the 
Medicaid  Prenatal  Care  Coordina- 
tion Advisory  Committee,  the  Wis- 
consin Lead  Prevention  Study  Com- 
mittee and  the  Hepatitis  B Advisory 
Panel.  A study  committee  contin- 
ues to  review  maternal  deaths  in 
Wisconsin.  Action:  filed. 

Commission  on  Mediation  and 
Peer  Review  Report  summarized 
the  work  of  the  commission  in  the 
areas  of  mediation,  peer  review, 
Medicaid  medical  auditing,  the 
Statewide  Physician  Health  Pro- 
gram, and  the  Coordinating  Coun- 
cil on  Physician  Impairment.  Action: 
filed. 

Continued  on  next  page 
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Commission  on  Medicine  and 
Ethics  Report  discussed  the  moni- 
toring of  the  implementation  of  the 
federal  Patient  Self-Determination 
Act,  looked  at  guardianships  for 
nursing  home  patients,  and  devel- 
oped guidelines  for  possible  con- 
flict of  interest  between  a physician's 
religious  or  ideological  commitment 
and  medical  practice.  Action:  filed. 

Commission  on  Safe  Transporta- 
tion Report  considered  screening 
tests  for  alcohol  and  other  drugs  in 
hospitalized  trauma  patients;  uni- 
versal use  of  external  cause  of  injury 
coding;  and  evaluation  of  elderly 
drivers.  Action:  filed. 

Editorial  Board  of  the  Wisconsin 
Medical /owmaf  Report  reviews  the 
work  of  the  editorial  board  over  the 
last  12  months.  Special  features  in 
1992  focused  on  RBRVS,  domestic 
violence,  the  Americans  with  Dis- 
abilities Act,  occupational  health  and 
the  economic  burden  of  cigarette 


smoking  in  Wisconsin.  The  report 
also  detailed  business  aspects  in- 
cluding the  number  of  scientific 
papers  submitted,  approved  or  re- 
jected. Action:  filed. 

Task  Force  on  AIDS  Report  details 
efforts  continuing  the  task  force's 
mission  to  advise  members  of  the 
SMS  on  the  formulation  of  public 
policy  to  address  the  scientific, 
medical,  ethical,  legal  and  legisla- 
tive issues  pertaining  to  AIDS.  The 
task  force  had  served  as  an  advisory 
body  for  the  Wisconsin  site  of  the 
Midwest  AIDS  T raining  and  Educa- 
tion Center.  Action:  filed. 

Task  Force  on  Domestic  Violence 
Report  details  efforts  to  help  SMS 
members  address  domestic  violence 
issues  through  medical  practice.  The 
task  force  generated  considerable 
exposure,  raising  awareness  both 
within  the  physician  community  and 
the  general  public.  The  task  force 
developed  a speaker's  bureau, 
launched  a poster  campaign,  and 


sponsored  a plenary  session  at  the 
annual  meeting.  Ongoing  efforts 
include  discussion  of  the  state's 
mandatory  reporting  law  and  in- 
creased emphasis  on  prevention. 
Action: -filed. 

Commission  on  Health  Care  Fi- 
nancing and  Delivery  Report  re- 
views issues  pertaining  to  the  im- 
plementation of  Wisconsin  Act  250, 
health  care  reform,  and  the  gather- 
ing of  data  on  insurance  carrier  sta- 
tistics. The  commission  continues  to 
maintain  liaisons  with  outside 
groups  and  oversee  the  work  of  the 
Medical  Assistance  Technical  Advi- 
sory Work  group.  Action:  filed. 

PartnerCare  Working  Group 
Report  discusses  efforts  to  increase 
access  to  affordable  health  care  for 
Wisconsin's  low-income  elderly. 
This  year  the  state  mailed  Partner- 
Care  cards  and  information  to  ap- 
proximately 131,000  senior  citizens. 
Action:  filed. ❖ 


Awards  presented  by  the  SMS:  1993 


Each  year,  during  its  annual 
meeting,  the  SMS  recognizes 
leaders  in  health  care,  both  physi- 
cians and  non-physicians,  who  have 
made  significant  contributions  to  the 
health  and  well-being  of  Wisconsin 
residents.  The  following  awards 
were  presented  during  the  1993 
annual  meeting  in  La  Crosse. 

Fifty  Year  Club 

The  SMS  honors  those  members  each 
year  who  have  served  the  profes- 
sion and  patients  for  more  than  50 
years.  This  year,  82  physicians  were 
inducted  into  the  50  Year  Club  dur- 
ing the  Board  of  Directors  luncheon 


at  the  annual  meeting.  Graduates  of 
the  class  of  1943  include: 

Charles  H.  Altshuler,  MD, 

Fox  Point 

A.  D.  Anderson,  MD,  Madison 
Sailendra  N.  Basu,  MD,  Wausau 
Roger  I.  Bender,  MD,  Boca  Raton, 
Fla. 

William  A.  Brah,  MD,  Mequon 
Delbert  M.  Buchman,  MD, 

La  Crosse 

H.  Laurence  Burdick,  MD,  Milton 
David  J.  Carlson,  MD,  Wauwatosa 
Charles  W.  Christenson,  MD, 
Racine 

Norman  M.  Clausen,  MD,  PhD, 
Mazomanie 


George  E.  Collentine,  MD,  Mequon 
John  D.  Conway,  MD,  Milwaukee 
John  Paul  Docktor,  MD,  DDS, 
Grafton 

Eugene  E.  Eckstam,  MD,  Monroe 
Everett  C.  Eickhoff,  MD, 

Land  O' Lakes 
Noland  A.  Eidsmoe,  MD, 

Rice  Lake 

Raymond  H.  Evers,  MD,  Plymouth 
Charles  J.  Finn,  MD,  Wauwatosa 
Clair  M.  Flanagan,  MD,  Boynton 
Beach,  Fla 

William  B.  Frey,  MD,  Monroe 
Joseph  Gilbert,  MD,  Milwaukee 
Frederick  W.  Gissal,  MD, 
Wisconsin  Dells 

Norvan  F.  Gordon,  MD,  Milwaukee 
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Lisa  Win  ters,  a senior  at  the  Medical  College  ofWisconsin,  was  one  of  two  winners  of  the  1 993 
Houghton  Award. 


Benjamin  S.  Greenwcxjd,  MD, 
Oshkosh 

Alvin  T.  Grundahl,  MD,  West 
Bend 

George  E.  Gutmann,  MD, 

Janesville 

Kinge  Hara,  MD,  Gold  River,  Calif 
Aloysius  W.  Hickey,  MD, 

La  Crosse 

James  F.  Hildebrand,  MD, 
Sheboygan 

Arthur  W.  Hoessel,  MD,  Wausau 
John  G.  Jamieson,  MD,  Racine 
Joseph  M.  Jauquet,  MD,  Ashland 
Lloyd  F.  Jenk,  MD,  Milwaukee 
John  T.  Jiroch,  MD,  Marietta,  Ga 
William  W.  Kah,  MD,  Hartland 
Henry  J.  Katz,  MD,  Cedarburg 
Keith  M.  Keane,  MD,  Appleton 
Frederick  B.  Klaas,  MD,  Ellsworth 
William  H.  Knoedler,  MD, 
Kimberly 

Paul  G.  La  Bissoniere,  MD, 
Wauwatosa 

Karl  A.  Liefert,  MD,  Greenfield 
Richard  H.  Lillie,  MD,  Milwaukee 
Harold  N.  Lubing,  MD,  Madison 
Robert  E.  Lund,  MD,  Cumberland 
Ernest  L.  MacVicar,  Jr.,  MD, 
Franksville 

Bernard  J.  Mansheim,  MD, 

La  Crosse 

John  W.  Markson,  MD, 

Milwaukee 

Howard  Mauthe,  MD,  PhD, 
Watsonville,  Calif 
James  C.  McCullough,  MD, 

Fond  du  Lac 

William  Merkow,  MD,  Hartland 
George  E.  Miller,  MD,  Haines 
City,  Fla 

William  C.  Miller,  MD,  Wausau 
George  V.  Murphy,  MD, 

Oak  Creek 

Earl  J.  Netzow,  MD,  Cedar  Grove 
Walter  Niebauer,  MD,  Phillips 
Eugene  J.  Nordby,  MD,  Madison 
Carroll  R.  Olson,  MD,  Brookfield 
Lester  J.  Olson,  MD,  Green  Valley, 
Ariz 

Erland  R.  Otterholt,  MD, 

Janesville 

L.  Maramon  Pippin,  MD,  Richland 
Center 

Joseph  D.  Postorino,  MD,  Racine 


Richard  A.  Powell,  MD,  Port 
Charlotte,  Fla 

Marshall  F.  Purdy,  MD,  Janesville 
Robert  W.  Ramlow,  MD, 

La  Crosse 

Nathaniel  G.  Rasmussen,  MD, 
Venice,  Fla 

Frederic  W.  Reichardt,  MD, 
Gainesville,  Fla 
Anthony  J.  Richtsmeier,  MD, 
Madison 

Richard  J.  Rowe,  MD,  Marshfield 
Robert  T.  Schmidt,  MD,  De  Pere 
Elvira  C.  Seno,  MD,  Burlington 
Harvey  R.  Sharpe,  Jr.,  MD,  Gillett 
Eugene  E.  Skroch,  MD,  Madison 
John  A.  Stemper,  MD,  Milwaukee 
Aaron  Sweed,  MD,  Waukesha 
Charles  R.  Taborsky,  MD,  Madison 
Yoshiro  Taira,  MD,  Greendale 
J.  William  Temple,  MD, 
Wauwatosa 


Henry  Veit,  MD,  Lakeland,  Fla 
Bernard  P.  Waldkirch,  MD, 

De  Pere 

Edwin  C.  Welsh,  MD,  Sun  City 
West,  Ariz 

Frank  C.  Williams,  Jr.,  MD, 
Kenosha 

Michael  M.  Young,  MD, 

Scottsdale,  Ariz 
Burton  M.  Zimmermann,  MD, 
Milwaukee 

The  Director's  Award 
The  Director's  Award  is  the  highest 
award  bestowed  by  the  SMS  and  is 
granted  only  on  occasion  to  those 
who  have  served  with  outstanding 
distinction  the  science  of  medicine, 
physicians  and  the  citizens  of  the 
state  of  Wisconsin.  This  year  the 
award  was  given  for  the  first  time  to 
Continued  on  next  page 
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two  recipients,  Richard  W.  Edwards, 

MD,  and  William  Harlan. 

Richard  W.  Edwards,  MD,  of 
Richland  Center,  was  presented  with 
the  Director's  Award  by  SMS  Board 
of  Directors  chair  Richard  H.  Ulmer, 
MD,  of  Marshfield,  during  the  SMS 
annual  meeting  in  La  Crosse. 

Dr  Edwards  is  being  honored  for 
a lifetime  of  service  and  leadership. 
He  has  served  on  the  SMS  delega- 
tion to  the  American  Medical  Asso- 
ciation for  more  than  10  years,  and 
served  on  the  SMS  Board  of  Direc- 
tors for  9 years.  Dr  Edwards  has 
chaired  the  Board  of  Directors,  Ex- 
ecutive Committee  and  Executive 
Compensation  Committee  of  Physi- 
cians Insurance  Company  of  Wis- 
consin since  1987.  He  has  served  as 
vice  chair  of  the  state  Medicaid 
Medical  Audit  Committee  since  1980 
and  has  been  appointed  by  Wiscon- 
sin governors  to  several  special  task 
forces.  He  served  on  the  SMS  Com- 
mission on  Mediation  and  Peer 
Review  from  1969  to  1985.  His  other 
offices  include:  vice  chair  of  the  SMS 
Board  of  Directors  (1976  to  1978), 
treasurer  of  the  State  Medical  Soci- 
ety (1979  to  1981),  vice  president  of 
State  Medical  Society  Reality  (1979 
to  1987),  and  treasurer  of  State 
Medical  Society  Services  (1979  to 
1987). 

The  Richland  Center  physician 
has  been  a director  of  the  SMS  Chari- 
table, Educational  and  Scientific 
Eoundation  since  1%9,  and  currently 
chairs  the  CESF  Finance  Commit- 
tee. He  has  chaired  the  Managing 
Committee  of  the  Museum  of  Medi- 
cal Progress  in  Prairie  du  Chien  since 
1978. 

Dr  Edwards  has  been  an  assistant 
clinical  professor  for  the  Department 
of  Family  Medicine  and  Practice  and 
the  University  of  Wisconsin  since 
1981.  He  served  as  an  instructor  for 
the  UW  School  of  Nursing  post 
graduate  program  from  1977  to  1980. 

A native  of  Richland  Center,  Dr 
Edwards  earned  his  medical  degree 
from  the  University  of  Wisconsin  in 


1960.  He  interned  at  St  Vincent's 
Hospital  in  Toledo  then  established 
his  present  practice  as  a family  phy- 
sician in  Richland  Center.  Board- 
certified  in  family  medicine.  Dr 
Edwards  is  a member  of  the  Rich- 
land County  Medical  Society,  the 
SMS,  the  AMA  and  the  American 
Academy  of  Family  Physicians. 

William  Harlan,  executive  vice 
president  of  the  Medical  Society  of 
Milwaukee  County,  also  earned  a 
Director's  Award  for  more  than  40 
years  of  service  to  Wisconsin  medi- 
cine. 

Harlan's  career  in  medical  asso- 
ciation management  began  in  1952, 
with  the  Pennsylvania  Medical  So- 
ciety. In  1959,  he  became  executive 
director  of  the  Medical  Bureau  of 
Harrisburg,  Pennsylvania,  and  ex- 
ecutive secretary  of  Pennsylvania's 
Dauphin  County  Medical  Society. 
He  moved  to  the  leadership  of  the 
Pennsylvania  Society  of  Internal 
Medicine  in  1969,  and  the  Medical 
Society  of  Milwaukee  County  in 
1983. 

In  addition  to  his  position  as 
executive  vice  president  of  the  Mil- 
waukee County  society,  Harlan  is 
on  the  board  of  directors  of  the  Wis- 
consin Cardiovascular  Foundation 
and  the  Milwaukee  Regional  Medi- 
cal Instructional  Television  Station. 
He  has  served  as  a member  of  the 
Milwaukee  ShareCare  Task  Force, 
WisconsinCare  Task  Force,  the 
American  Cancer  Society's  Cancer 
Response  System  Subcommittee, 
Milwaukee  County  Task  Force  on 
Child  Abuse  and  Neglect,  City  of 
Milwaukee  School  Adolescent 
Health  Program  Design  Committee, 
and  the  City  of  Milwaukee  Health 
Department  Services  Policy  Com- 
mittee. 

Distinguished  Service  Award 
The  Distinguished  Service  Award 
has  been  presented  since  1964  in 
recognition  of  outstanding  contri- 
butions to  the  art  and  science  of 
medicine  by  individuals  engaged  in 
teaching  or  research. 


Philip  Utz,  MD,  of  La  Crosse,  was 
presented  with  the  honor  in  1993  in 
recognition  of  his  outstanding  con- 
tributions to  medicine  through  his 
work  to  establish  and  develop  the 
La  Crosse  family  medicine  residency 
program.  In  1976  Dr  Utz  began  the 
residency  program  in  family  prac- 
tice at  St  Francis  Hospital  in  La 
Crosse  which  was  approved  by  the 
Liaison  Committee  on  Graduate 
Medical  Education.  This  committee 
was  an  accrediting  group  represent- 
ing the  American  Board  of  Medical 
Specialties,  the  American  Hospital 
Association,  America  Medical  As- 
sociation, the  Association  of  Ameri- 
can Medical  Colleges  and  the  Coun- 
cil of  Medical  Specialty  Societies. 

The  La  Crosse  program  was 
approved  to  offer  3 years  of  gradu- 
ate study  in  family  practice  and  was 
called  the  St.  Francis-Mayo  Resi- 
dency in  Family  Practice.  The  pro- 
gram was  operated  in  affiliation  with 
the  Mayo  Graduate  School  of  Medi- 
cine. The  program  was  dedicated  to 
providing  family  physicians  for  com- 
munities  in  the  tri-state  area.  At  the 
time,  the  residency  program  was 
the  only  one  in  Wisconsin  outside  of 
Madison,  Milwaukee,  and  Eau 
Claire. 

Dr  Utz  graduated  cum  laude  from 
the  University  of  Notre  Dame  and 
received  his  medical  degree  from 
the  University  of  Michigan.  A na- 
tive of  Rochester,  Minn,  he  went  to 
La  Crosse  in  1957  and  became  the 
first  full-time  medical  director  of  St. 
Francis  Hospital  in  1974. 

Health  Leadership  Award 
The  SMS  selected  Gerald  Whitburn, 
secretary  of  Health  and  Social  Serv- 
ices as  the  recipient  of  its  1993  Health 
Leadership  Award. 

The  SMS  Health  Leadership 
Award  is  given  annually  to  an  out- 
standing person  in  government  serv- 
ice in  recognition  of  contributions  to 
the  development  of  health  care  poli- 
cies that  benefit  the  people  of  Wis- 
consin. Last  year,  four  state  legisla- 
tors were  presented  with  the  award. 
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This  year,  Whitburn  is  the  only 
Health  Leadership  recipient. 

Whitburn  assumed  direction  of 
DHSS  in  January  1991.  As  secretary 
of  DHSS,  he  oversees  Medicaid,  the 
single  largest  program  in  the  Wis- 
consin state  budget,  as  well  as  other 
health  programs.  Other  DHSS  ac- 
tivities include  vocational  rehabili- 
tation, alcohol  and  other  drug  abuse 
prevention,  and  dozens  of  other 
social  service  programs.  In  addition, 
Whitburn  oversees  the  work  of  eight 
large  institutions,  three  centers  for 
the  developmentally  disabled,  a 
facility  for  mentally  ill  prisoners, 
two  psychiatric  hospitals  and  two 
facilities  for  incarcerated  youth. 

As  secretary  of  the  Department 
of  Health  and  Social  Services,  Whit- 
burn has  contributed  greatly  to  the 
development  of  sound  health  care 
policies  in  Wisconsin.  Throughout 
his  tenure,  he  has  focused  on  im- 
proving prenatal  care  within  the 
state.  He  has  advanced  the  gover- 
nor's welfare  reform  initiative  and 
worked  to  improve  inner  city  health 
care. 

Whitburn  has  also  opened  the 
doors  of  DHSS  to  the  state  medical 
society  and  other  groups  to  allow 
physicians  and  others  to  provide 
comments  on  pending  health  care 
policies  and  play  an  advisory  role  in 
the  decision-making  process. 

Houghton  Award 

The  Houghton  Award  is  presented 
annually  to  senior  medical  students 
who  demonstrate  scholastic  excel- 
lence, extra-cimicular  achievement, 
and  interest  in  medical  organiza- 
tion. Winners  receive  a check  for 
$500  and  an  engraved  plaque,  both 
of  which  are  presented  at  the  Soci- 
ety's annual  meeting. 

Donald  J.  Anderson,  a senior  at 
the  Medical  School  of  the  University 
of  Wisconsin-Madison,  was  selected 
to  receive  the  1993  Houghton  Award 
of  the  Charitable,  Educational  and 
Scientific  Foundation  of  the  State 
Medical  Society  of  Wisconsin. 

Anderson's  medical  career  has 


Mark  Claussen,  MD  ,and  Ann  Cook,  RN,  MSN,  won  the  1993  WMJ  writing  awards. 


been  distinguished  by  his  involve- 
ment in  professional  medical  organi- 
zations. His  current  activities  with 
the  National  AMA  Medical  Student 
Section  include  membership  in  the 
Liaison  Committee  on  Medical 
Education  as  well  as  serving  on  the 
advisory  panel  to  the  student  gov- 
erning council. 

Anderson  has  served  as  a student 
representative  of  the  State  Medical 
Society  Board  of  Directors  in  1991- 
1992.  He  was  also  chair  of  the  State 
Medical  Students  Specialty  Section 
in  1991-1992.  "These  many  contri- 
butions to  medical  organizations 
commend  Donald  as  an  excellent 
candidate  for  the  Houghton  Award," 
noted  Nancy  Sugden,  Medical 
School  registrar. 

Anderson  attended  Superior 


High  School  in  Superior,  then  came 
to  the  UW-Madison  where  he  earned 
a BS  degree  in  psychology.  He  will 
graduate  from  the  medical  school  in 
May  and  is  planning  a career  in 
family  medicine. 

Lisa  M.  Winters,  a senior  at  the 
Medical  College  of  Wisconsin,  was 
the  second  Houghton  Award  win- 
ner. Winters  was  recommended  for 
the  award  by  Herbert  W.  Swick,  MD, 
MCW  senior  associate  dean  for  aca- 
demic affairs.  She  has  maintained 
good  academic  progress  through- 
out medical  school  and  has  been 
commended  by  her  faculty  for  her 
motivation,  her  problem-solving 
skills,  and  her  concern  for  patients. 

Winters  has  been  active  in  a 
number  of  projects  with  the  Student 
Continued  on  next  page 
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National  Medical  Association,  vol- 
unteering for  the  Isaac  Coggs  Health 
Clinic  for  the  uninsured,  the  Ameri- 
can Medical  Student  Association, 
and  the  Salvation  Army  Shelter  for 
Homeless  Children. 

"Lisa  is  truly  committed  to  the 
ideals  of  medicine,  to  the  profes- 
sion, and  to  persons  less  fortunate 
than  she,"  Dr  Swick  said. 

Beaumont  Lecture  Award 

Established  by  the  SMS  in  1957,  the 
William  Beaumont  Lecture  com- 
memorates one  of  Wisconsin's  pio- 
neer surgeons.  Sponsored  by  the 
SMS  Charitable,  Educational  and 
Scientific  Foundation,  it  is  designed 
to  present  to  members  of  the  Soci- 
ety, distinguished  medical  scientists 
whose  research  and  clinical  experi- 
ence may  enrich  the  knowledge  and 
skills  of  Wisconsin  practitioners.  The 
lecture  is  given  each  year  during  the 
surgery  meeting  of  the  SMS  annual 
meeting  to  honor  William  Beaumont, 
who  in  the  1830s  performed  a series 
of  experiments  on  digestion  that  laid 
the  foundation  for  understanding 
the  digestive  phenomenon. 

This  year's  award  was  presented 
to  Donald  E.  Fry,  MD,  of  the  Univer- 
sity of  New  Mexico  School  of  Medi- 
cine-Albuquerque. 

Elvehjem  Memorial  Lecture 
The  Elvehjem  Memorial  Lecture  was 
established  in  1962  to  honor  the 
memory  of  Conrad  A.  Elvehjem, 
PhD,  the  13th  president  of  the  Uni- 
versity of  Wisconsin  and  an  interna- 
tionally recognized  authority  on  bio- 
chemistry. Sponsored  by  the  SMS 
Charitable,  Scientific  and  Educa- 
tional Foundation,  the  award  is 
designed  to  perpetuate  Dr 
Elvehjem's  contributions  to  the  bet- 
terment of  the  health  of  the  people 
of  Wisconsin  and  the  continuing 
medical  education  of  physicians.  The 
1993  award  was  presented  to  Eliza- 
beth M.  Adams,  MSW,  CCSW,  of 
the  Pathway  Center  for  Psychother- 
apy Chapel  Hill,  NC  and  the  Asso- 


ciation for  the  Center  of  Professional 
Well-Being  in  Durham,  NC. 

Medical  Issues  Reporting  Award 
Susan  Jones-Verhasselt,  of  Janesville, 
was  selected  to  receive  the  1993 
Medical  Issues  Reporting  Award. 

Jones-Verhasselt  was  honored  for 
work  she  did  as  a television  news 
reporter  in  La  Crosse,  specifically 
her  coverage  of  medical  issues. 
Having  recently  relocated  to 
Janesville,  Jones-Verhasselt  is  cur- 
rently employed  by  Wisconsin 
Public  Radio,  where  she  produces  a 
health  radio  show. 

Established  in  1990,  the  SMS 
award  is  presented  to  a Wisconsin 
journalist  for  in-depth,  even  cover- 
age of  medical  issues  during  the 
preceding  calendar  year.  Criteria 
includes  quality  of  writing,  depth  of 
research,  accuracy,  clarity,  impact 
in  Wisconsin,  fairness  and  original- 
ity. 

All  print  and  broadcast  reporters 
covering  medical  issues  in  Wiscon- 
sin are  eligible  to  receive  the  SMS 
award. 

Meritorious  Service  Award 

• Arthur  G.  Barbier,  MD,  of  La 
Crosse,  for  9 years  of  service  to 
the  Commission  on  Public  Infor- 
mation. 

• Richard  W.  Edwards,  MD,  of 
Richland  Center,  for  14  years  of 
service  on  the  AMA  delegation. 

• Charles  E.  Holmburg,  MD,  of 
Menomonee  Falls,  for  9 years  of 
service  on  the  Commission  on 
Continuing  Medical  Education. 

• Robert  J.  Jaeger,  MD,  of  Stevens 
Point,  for  9 years  of  service  on  the 
Commission  on  Maternal  and 
Child  Health. 

• William  L.  Kopp,  MD,  of  Madi- 
son, for  4 years  of  service  on  the 
Board  of  Directors. 

• Russell  F.  Lewis,  MD,  of  Madi- 
son, for  11  years  of  service  on  the 
Commission  on  Health  Care  Fi- 
nancing and  Delivery  (formerly 
Health  Care  Quality,  Costs  and 
Utilization). 


• William  J.  Listwan,  MD,  of  West 
Bend,  for  10  years  of  service  on 
the  Commission  on  Medical  Lia- 
bility and  Risk  Management. 

• William  C.  Miller,  MD,  of  Wau- 
sau, for  11  years  of  service  on  the 
Commission  on  Health  Care  Fi- 
nancing and  Delivery  (formerly 
Health  Care  Quality,  Costs  and 
Utilization). 

• Paul  D.  Nelsen,  MD,  of  Green 
Lake,  for  9 years  of  service  on  the 
Commission  on  Public  Informa- 
tion. 

• Kathryn  P.  Nichol,  MD,  of  Madi- 
son, for  11  years  of  service  on  the 
Commission  on  Safe  Transporta- 
tion. 

• Robert  E.  Phillips,  MD,  of 
Marshfield,  for  11  years  of  serv- 
ice on  the  Commission  on  Geriat- 
ric Health. 

• Richard  G.  Roberts,  MD,  of 
Madison,  for  6 years  of  service  as 
Speaker  and  for  9 years  of  service 
on  the  Commission  on  Medical 
Liability  and  Risk  Management. 

• Edward  R.  Winga,  MD,  of  La 
Crosse,  for  11  years  of  service  on 
the  Commission  on  Geriatric 
Health. 

Presidential  Citation  Award 
Since  1959,  the  president  of  the  SMS, 
with  the  approval  of  the  Board  of 
Directors,  has  had  the  privilege  of 
presenting  a presidential  citation  to 
a physician  or  non-physician  who 
has  made  an  outstanding  contribu- 
tion to  medicine  or  public  health. 

In  1993  then-President  William  J. 
Listwan,  MD,  of  West  Bend,  selected 
Kevin  Fullin,  MD,  and  Patty  Fullin, 
RN,  as  the  year's  award  recipients. 
The  FuUins  have  devoted  themselves 
to  helping  battered  women  and 
educating  physicians  about  ways  to 
recognize  and  help  victims  of  do- 
mestic violence. 

Dr  Fullin  is  the  medical  liaison  to 
the  Domestic  Violence  Project,  a 
Kenosha  hospital-based  advocacy 
program  for  battered  women.  Since 
1991,  Dr  Fullin  has  conducted 
numerous  presentations  regarding 
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domestic  abuse  and  the  medical 
system,  specifically  addressing 
appropriate  assessment  and  inter- 
vention approaches  helpful  to  bat- 
tered women.  Dr  Fullin  has  been  a 
keynote  speaker  at  the  American 
Medical  Association  Auxiliary  Lead- 
ership Confluence,  the  Medical 
College  of  Wisconsin,  and  the  Medi- 
cal College  of  Ohio,  and  has  made 
numerous  presentations  on  domes- 
tic abuse  at  hospital  and  medical 
society  conferences  throughout 
Wisconsin. 

Dr  Fullin  serves  on  the  State 
Medical  Society's  Task  Force  on 
Domestic  Violence,  a 12-member 
physician  task  force,  chaired  by  Dr 
Listwan. 

The  Kenosha  cardiologist  has 
been  profiled  in  Time,  Newsweek  and 
U.S.  News  and  World  Report  as  part  of 
an  AMA-sponsored  program  to 
highlight  the  strengths  of  American 
medicine  and  recognize  his  efforts 
on  behalf  of  victims  of  domestic 
abuse. 

Like  her  husband,  Patty  Fullin 
has  also  played  a strong  role  in  bat- 
tling domestic  violence  in  Wiscon- 
sin. Fullin  is  an  advocate  for  the 
Domestic  Violence  Project  in  Ke- 
nosha, volunteering  her  time  to  help 
battered  women  at  all  hours  of  the 
day  or  night.  FioUin  has  been  an  active 
participant  in  SMS  Task  Force  on 
Domestic  Violence  activities  and 
discussions.  She  serves  on  the  Board 
of  Directors  for  Kenoshans  Against 
Sexual  Assault. 

In  announcing  the  award.  Dr 
Listwan  said  he  had  chosen  both  of 
the  Fullins  as  award  recipients  be- 
cause they  work  together  as  a true 
team. 

"Proving  that  individuals  can 
make  a real  difference  in  their  com- 
munities, Kevin  and  Patty  Fullin 
have  taken  lead  roles  in  the  move  to 
identify  and  end  domestic  violence 
in  Wisconsin  and  across  the  nation," 
Dr  Listwan  said.  "The  Fullins  have 
given  of  their  time  and  talents  to 
make  life  better  for  victims  of  do- 
mestic violence,  to  help  battered 


women  access  the  resources  they 
need  to  escape  the  cycle  of  violence 
which  threatens  their  very  lives,  and 
to  help  change  medical  and  legal 
systems  that  serve  to  perpetuate 
domestic  violence." 

Service  Recognition  Awards 
The  following  physicians  have  been 
selected  to  receive  1993  Service 
Recognition  Awards. 

• Thomas  H.  Cogbill,  MD,  of  La 
Crosse,  for  6 years  of  service  on 
the  Wisconsin  Medical  Journal  Edi- 
torial Board. 

• Charles  F.  Dungar,  MD,  of  Ap- 
pleton, for  6 years  of  service  on 
the  Commission  on  Medical  Lia- 
bility and  Risk  Management. 

• Donald  L.  Feinsilver,  MD,  of  Mil- 
waukee, for  7 years  on  the  Com- 
mittee on  Mental  Health. 

• James  E.  Glasser,  MD,  of  La 
Crosse,  for  6 years  of  service  on 
the  Commission  on  Medicine  and 
Ethics. 

• Stephen  D.  Hathway,  MD,  of 
Green  Bay,  for  7 years  of  service 
on  the  Commission  on  Health 
Care  Financing  and  Delivery. 

• John  C.  Jordan,  MD,  of  Richland 
Center  (now  Tennessee),  for  8 
years  of  service  on  the  Commis- 
sion on  Medicine  and  Ethics. 

• Benson  L.  Richardson,  MD,  of 
Green  Bay,  for  9 years  of  service 
on  the  Commission  on  Continu- 
ing Medical  Education. 

• Herbert  F.  Sandmire,  MD,  of 
Green  Bay,  for  6 years  of  service 
on  the  Commission  on  Medical 
Liability  and  Risk  Management. 

• Margaret  J.  Seay,  MD,  of  Oshkosh, 
for  7 years,  of  service  on  the  Com- 
mittee on  Mental  Health. 

• Robert  B.  Shapiro,  MD,  of  Madi- 
son, for  9 years  of  service  on  the 
Committee  on  Mental  Health. 

• Wess  R.  Vogt,  MD,  of  Mequon, 
for  7 years  of  service  on  the  Com- 
mittee on  Mental  Health. 

WMJ  medical  writing  contests 

Each  year,  the  Wisconsin  Medical  Jour- 
nal sponsors  a medical  writing  con- 


test for  medical  students,  residents 
and  graduate  nursing  students.  The 
contest  is  intended  to  encourage  and 
reward  good  scientific  writing  and 
to  cultivate  interest  in  the  SMS 
among  students  and  residents. 

This  year's  winner  of  the  resident 
contest  was  Mark  Claussen,  MD,  of 
the  Gundersen  Clinic  in  La  Crosse. 
Dr  Claussen's  winning  paper,  "De- 
layed recovery  from  post-thyroidec- 
tomy hypoparathyroidism:  a case 
report,"  can  be  found  elsewhere  in 
this  edition  of  the  WMJ. 

This  year's  winner  of  the  gradu- 
ate nursing  student  contest  was  Ann 
Cook,  Rn,  MSN,  a doctoral  candi- 
date at  the  University  of  Wisconsin- 
Milwaukee  School  of  Nursing.  Her 
winning  paper,  "Adult  children  of 
alcoholics:  Exploring  positive  life 
outcomes,"  can  also  be  found  else- 
where in  this  edition  of  the  WMJ. 

Physician-Citizen  of  the 
Year  Award 

Since  1982,  the  Physician-Citizen  of 
the  Year  Award  has  been  presented 
to  a Wisconsin  physician  for  out- 
standing contributions  to  his  or  her 
community.  Since  1991,  this  award 
has  been  presented  in  each  of  the 
eight  SMS  Board  districts.  This  year's 
winners  are: 

District  1— James  E.  Albrecht,  MD, 
Jackson 

District  2— Glenn  C.  Hillery,  MD, 
Lancaster 

District  3— Benjamin  Wedro,  MD, 
LaCrosse 

District  4— Walther  Meyer,  MD, 
Medford 

District  5— James  P.  Siepmann,  MD, 
Oshkosh 

District  6— Jeremy  R.  Green,  MD, 
Green  Bay 

District  7— Ralph  Hudson,  MD, 

Eau  Claire 

District  8— Grace  Heitsch,  MD, 
Ashland 

Although  they  were  not  selected 
for  the  award,  the  following  physi- 
cians were  nominated  by  their  com- 
Con tinned  on  next  page 
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munities  for  the  Physician-Citizen 
of  the  Year  Award: 

A.  Charles  Alexander,  MD,  Racine 
Richard  P.  Alfuth,  MD,  Eau  Claire 
Cedor  B.  Aronow,  MD,  Milwaukee 
Adam  Balin,  MD,  Oregon 
William  Bartlett,  MD,  Madison 
Margorie  Bass,  MD,  Washington  Isla 
Mark  Bishop,  MD,  Mineral  Point 
Frank  Brodkey,  MD,  Janesville 
Patrick  Brody,  MD,  Menomonee 
Falls 

Paul  Cander,  MD,  Burlington 
Michael  Cummens,  MD,  Genesee 
Depot 

William  Dralle,  MD,  Milwaukee 
Stephen  Dudiak,  MD,  Madison 
William  Duering,  MD,  LaCrosse 
Jan  Erlandson,  MD,  Monroe 
Paul  Fox,  MD,  Waukesha 


Luis  Galang,  MD,  New  London 
John  S.  Garman,  MD,  Waterloo 
Kenneth  Gold,  MD,  Beloit 
Peter  W.  Goy,  MD,  West  Bend 
Roland  M.  Hammer,  MD,  River  Falls 
Daniel  R.  Hansen,  MD,  Walworth 
Orin  Hermundstad,  MD,  Stoughton 
Bradley  Hiner,  MD,  Marshfield 
Numeriano  J.  Hollero,  MD,  lola 
Britton  Ward  Kolar,  MD,  Lake 
Geneva 

Kenneth  R.  Kubsch,  MD,  Green  Bay 
Martha  Lee,  MD,  Marshfield 
Elmer  Lehmann,  MD,  Milwaukee 
David  J.  Lenz,  MD,  Appleton 
Edwin  L.  Mathews,  MD, 
Whitewater 

Nicholas  Maxwell,  MD,  Monroe 
Nicholas  P.  Maxwell,  MD,  Monroe 
Leland  R.  Mayer,  MD,  Eau  Claire 


Report  of  the  president 

The  lead  goose 


William  Listwan,  MD 

The  president  shall  preside  at 
the  meetings,  preserve  order 
and  decorum  in  debate,  give  a cast- 
ing vote  when  necessary,  and  per- 
form all  the  other  duties  that  custom 
and  parliamentary  usage  may  re- 
quire, and  deliver  an  address  at  the 
close  of  his  term  of  office."  Taken 
from  the  State  Medical  Society  of 
Wisconsin  By-Laws,  1893. 

Although  the  president  is  no 
longer  called  on  to  "preserve  order 
and  decorum  in  debate,"  the  presi- 
dent is  still  called  upon  to  deliver  an 
address  at  the  close  of  his  or  her 
term  of  office.  This  address  can  be  a 
summary  of  the  past  year,  a com- 
mentary on  the  current  condition  of 
medicine,  or  an  inspirational  mes- 
sage. I am  going  to  try  and  do  a little 
of  each  under  the  title  "The  Lead 


Goose." 

The  past  year  has  been  a good 
year  for  me  as  your  president.  I set 
three  goals  for  myself  at  the  begin- 
ning of  the  year  and  have  met  all 
three.  1 survived,  1 had  a good  time, 
and  1 did  a little  good  along  the  way. 

During  the  course  of  this  year,  I 
have  traveled  extensively  around 
the  state  of  Wisconsin.  One  of  my  re- 
grets is  that  West  Bend  Air,  the 
charter  service  out  of  West  Bend, 
doesn't  give  frequent  flyer  miles. 
One  of  my  joys  is  that  the  number  of 
take-offs  and  landings  worked  out 
to  be  equal.  1 have  put  on  a few 
pounds  in  the  process  of  traveling 
long  hours  by  car,  eating  lots  of 
dinners  away  from  home,  and  work- 
ing late  at  the  office  to  keep  up  with 
the  business  of  my  practice  and  the 


Donald  H.  McDonald,  MD, 
Winneconne 

Freeman  Mark  Moore,  MD,  Neenah 
Katsumi  Neeno,  MD,  Janesville 
Patricia  Raftery,  DO,  Sparta 
Neil  J.  Rennick,  DO,  East  Troy 
Joseph  W.  Rucker,  Jr.,  MD,  Eau  Qaire 
Thomas  N.  Saari,  MD,  Madison 
Craig  Santolin,  MD,  LaCrosse 
Gregory  L.  Sheehy,  MD,  Madison 
Howard  W.  Short,  MD,  Racine 
Robert  Stanley,  MD,  Madison 
James  E.  Stoll,  Jr.,  MD,  Milwaukee 
William  Stone,  MD,  Burlington 
Duane  W.  Taebel,  MD,  LaCrosse 
Alfred  J.  Tector,  MD,  Milwaukee 
William  L.  Trager,  MD,  Sheboygan 
Paul  Webber,  MD,  Burlington 
Kathryn  Weyrens,  MD,  Kohler 
John  Whiffen,  MD,  Madison^ 


business  of  the  State  Medical  Soci- 
ety. 1 am  in  the  process  of  shedding 
the  excess  weight  accumulated  this 
year  on  your  behalf. 

When  1 said  I wanted  to  have 
some  fun  along  the  way,  1 didn't 
realize  how  much  fun  this  job  would 
be.  The  year  started  off  with  a good 
inaugural  ceremony,  capped  by  the 
energetic  and  prayerful  Marquette 
Gospel  Choir.  Those  present  last  year 
will  always  remember  the  perform- 
ance they  gave. 

That  was  followed  by  a reception 
carrying  out  the  theme  of  my  talk, 
"The  Adventure  of  Medicine."  The 
Indiana  Jones,  or  more  appropri- 
ately "Wisconsin  Willie,"  theme  at 
the  reception  made  for  a lot  of  fun 
and  started  my  year  on  an  upbeat 
note.  Later  that  evening,  with  my 
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family  and  friends  in  the  presiden- 
tial suite,  1 was  entertained  by  an 
accordion  player  who  played  pol- 
kas for  my  edification.  This  was 
arranged  by  our  fun  loving  and 
energetic  Medical  Society  staff. 

1 have  to  pause  for  a moment  and 
tell  you  something  that  you  should 
already  know,  but  may  not  think 
about  very  often.  We  have  a very 
dedicated  and  enthusiastic  group  of 
people  who  qualify  as  our  biggest 
cheerleaders  in  the  state  of  Wiscon- 
sin. These  people  are  the  staff  of  the 
State  Medical  Society.  Their  good 
humor  and  hard  work  made  it  pos- 
sible for  me  to  do  my  job  and  have 
fun  doing  it.  Without  them,  neither 
the  president,  the  chairman  of  the 
Board,  nor  the  Board  of  Directors 
would  be  able  to  function  very  effi- 
ciently on  your  behalf.  The  public 
attention  is  focused  on  the  presi- 
dent, or  on  the  chairman  of  the  Board, 
or  on  the  executive  vice  president  of 
the  Medical  Society,  but  we  need  to 
acknowledge  the  fact  that  most  of 
the  real  work  is  being  done  by  all  the 
other  people  at  the  Medical  Society. 
They  make  us  look  good. 

The  fun  that  began  last  April 
continued  throughout  the  year.  In 
my  travels,  1 had  the  opportunity  to 
meet  with  many  of  you  and  with 
many  of  your  colleagues.  1 was 
constantly  reminded  of  the  hard 
work  and  dedication  that  physicians 
display  in  their  communities,  in  their 
county  medical  societies,  and  in  their 
hospital  medical  staffs.  1 was  warmly 
received  everywhere  and  made 
many  new  friends.  1 really  must  say 
that  the  most  fun  in  my  job  was 
traveling  to  the  many  county  medi- 
cal societies  and  speaking  with  our 
members  around  the  state. 

I was  also  able  to  hear  and  expe- 
rience the  worry,  frustration,  and 
sometimes  anger  of  our  members. 
These  feelings  and  emotions  were 
more  difficult  to  analyze  and  deal 
with.  Sometimes  they  called  for  a 
firm  answer  and  response,  other 
times  they  called  for  empathy  and 
imderstanding.  It  helped  me  to  keep 


William  Listwan,  MD,  SMS  president:  1992-1993. 


in  touch  with  the  real  world  of 
medical  practice. 

My  personal  interest  in  domestic 
violence  came  at  a very  opportune 
time.  I was  able  to  carry  this  interest 
from  my  practice  into  my  presi- 
dency. To  say  that  1 found  a respon- 
sive chord  among  the  physicians  of 
the  state  would  be  an  understate- 


ment. The  interest  displayed  by 
physicians,  and  others,  in  learning 
about  the  issue  of  domestic  violence 
and  the  resulting  involvement  by 
many  physicians  in  their  communi- 
ties has  been  heartwarming.  Al- 
though others  have  been  very  en- 
gaged in  this  issue  for  years,  1 do  feel 
Continued  on  next  page 
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that  my  involvement,  as  your  Presi- 
dent, has  resulted  in  more  physician 
interest  and  involvement  than  ex- 
isted before.  1 feel  like  1 started  a few 
small  ripples  that  have  now  spread 
to  other  ponds  where  others  are 
spreading  the  ripples  outward.  This 
caring  and  concern  by  physicians, 
for  the  problems  of  their  patients,  is 
what  medicine  is  all  about. 

Recently,  1 went  back  and  re- 
viewed my  inaugural  address  from 
April  1992.  In  that  address  1 quoted 
from  Dr  F.  G.  Witter  who  opened  his 
presidential  address  to  the  State 
Medical  Society  of  Wisconsin  in  1892 
with  these  words:  "Gentlemen  of 
the  State  Medical  Society  of  Wiscon- 
sin ...  With  us  the  old  lines  of  thought 
are  being  obliterated;  the  old  terms 
in  which  we  were  wont  to  express 
the  results  of  our  observations  are 
even  now  rarely  heard  among  us  in 
consultation;  new  terms  and  new 
ideas  are  taking  their  places."  Well, 
new  ideas  and  change  continue. 

The  biggest  change  that  we  are 
experiencing  is  health  care  reform 
and  we  are  deeply  involved  in  it 
here  in  Wisconsin.  The  best  evidence 
of  our  involvement  in  change  is 
Wisconsin  Care,  a product  of  long 
and  arduous  work  by  our  colleagues 
to  develop  a plan  that  would  be 
appropriate  and  suitable  for  the 
people  of  Wisconsin. 

Certainly,  Wisconsin  Care  sur- 
prised a lot  of  people.  While  they 
expected  physicians  to  get  involved 
in  the  reform  effort,  they  did  not 
expect  anything  like  the  plan  we 
offered.  Primed  by  its  cynical  view 
of  our  profession  and  the  frequently 
less  than  objective  treatment  of 
physicians  in  the  popular  media, 
the  lay  population  expected  us  to 
produce  either  a self-serving  pack- 
age of  reform  or  a pack  of  platitudes. 
Instead,  we  produced  a carefully 
studied,  heavily  debated  plan  that 
is  easily  the  most  comprehensive, 
balanced  and  responsible  plan  yet 
to  be  offered  in  the  state.  While  we 
make  no  pretense  that  this  is  the 


perfect  plan,  we  do  offer  Wisconsin 
Care  as  a starting  point  for  negotia- 
tions with  other  players  in  the  politi- 
cal arena,  and  it  has  been  well  re- 
ceived. 

1 tip  my  hat  to  Dr  Ken  Viste,  chair 
of  the  SMS  Task  Force  on  Health 
Care  Reform,  and  his  fellow  task 
force  members.  With  help  from  the 
SMS  staff,  these  physicians  took  on 
a task  that  had  seemed  almost  hope- 
less at  the  beginning,  and  devel- 
oped a good  product. 

One  of  the  things  that  1 have  no- 
ticed is  the  frequency  with  which  1 
hear  the  words  "tort  reform"  this 
year.  From  small  business  people, 
from  large  business  people,  from 
the  media,  from  other  professionals, 
from  the  insurance  industry,  from 
the  hospital  association,  and  from 
other  trade  associations,  the  words 
"tort  reform"  seem  to  be  spoken 
frequently.  The  momentum  for  tort 
reform  seems  to  be  equal  to  the 
momentum  for  health  care  reform.  1 
am  starting  to  get  the  feeling  that 
some  sort  of  meaningful  tort  reform 
is  possible  and  is  likely  to  be  part  of 
any  package  brought  forward  on 
the  federal  level.  Hopefully,  we  can 
also  include  tort  reform  in  any  legis- 
lation that  occurs  on  the  state  level. 

What  does  the  future  hold  for  the 
State  Medical  Society  of  Wisconsin? 
Samuel  Goldwyn  said,  "Never  make 
forecasts,  especially  about  the  fu- 
ture." With  that  in  mind,  1 will  not 
make  specific  forecasts  about  the 
future  of  health  care  reform  in  this 
nation  or  in  the  state  of  Wisconsin. 
However,  1 will  tell  you  that  if  we 
work  together,  we  will  enjoy  suc- 
cess. It  is  difficult  for  physicians,  by 
nature  individualists,  to  work  to- 
gether. However,  it  can  be  done.  We 
must  openly  debate  and  argue  our 
positions,  be  prepared  to  accept  some 
compromises,  and  then  move  for- 
ward supporting  each  other  or  we 
will  not  succeed  in  influencing  health 
care  reform  or  any  other  issue. 

I would  like  to  offer  to  you  sev- 
eral lessons  from  the  geese,  animals 
not  particularly  noted  for  cerebral 


aptitude,  who  have  learned  a few 
things  through  natural  evolution: 

1.  As  each  goose  flaps  its  wings,  it 
creates  an  uplift  for  the  bird  follow- 
ing. By  flying  in  a "V"  formation, 
the  whole  flock  adds  71%  more  flying 
range  than  if  each  bird  flew  along. 
Lesson:  People  who  share  a common 
direction  and  sense  of  community 
can  get  where  they  are  going  quicker 
and  easier  because  they  are  travel- 
ing on  the  thrust  of  one  another. 

2.  Whenever  a goose  falls  out  of 
formation,  it  suddenly  feels  the  drag 
and  resistance  of  trying  to  fly  alone 
and  quickly  gets  back  into  forma- 
tion to  take  advantage  of  the  lifting 
power  of  the  birds  immediately  in 
front.  Lesson:  If  we  have  as  much 
sense  as  a goose,  we  will  join  in 
formation  with  those  who  are 
headed  where  we  want  to  go. 

1 have  had  the  honor  of  being 
lead  goose  in  this  formation  for  the 
past  year.  With  your  support,  and 
with  the  support  of  the  staff,  we 
have  traveled  a greater  distance  than 
we  could  have  traveled  alone.  1 want 
to  thank  all  of  you  for  your  support 
and  1 look  forward  to  dropping  back 
into  formation  and  continuing  to 
contribute  to  the  lifting  power  of 
our  group.*#* 
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Address  of  the  president  elect 

Navigating  the  alligator  reefs 


Pauline  Jackson,  MD 


The  State  Medical  Society  of 
Wisconsin  first  met  in  La 
Crosse  in  September  1920.  More  than 
500  doctors  and  their  spouses  at- 
tended, filling  all  the  hotels  and 
rooming  houses.  Doctor-patient  re- 
lations were  a little  more  direct  then 
than  now  and  the  local  doctors  her- 
alded their  three-day  scientific 
meeting  with  an  ad  in  the  paper 
asking  people  to  refrain  from  call- 
ing them  except  for  emergencies. 

For  annual  meeting  entertain- 
ment, those  early  Wisconsin  physi- 
cians planned  a boat  trip  with  sup- 
per on  the  Mississippi.  According  to 
a memoir  by  Dr  Sigurd  Sivertson,  a 
large  excursion  steamer  was  hired 
and  chugged  downriver  with  its 
cargo  of  elegant  passengers.  The 
Mississippi  in  those  days  was  shal- 
low and  narrow,  making  such  trips 
precarious.  Soon  a sandbar 
grounded  the  boat,  securing  it  fast. 
All  efforts  to  free  it  failed.  Hours 
progressed.  Fog  and  the  night  black- 
ened into  invisibility.  The  pleasure 
seekers,  faced  with  no  alternative, 
struck  off  across  miles  of  shoreline 
to  La  Crosse. 

One  voyager  recalled  the  scene  as 
follows:  "Ooofta!  The  mud  in  spots 
was  ankle  deep.  1 don't  know  how 
we  made  it  back.  The  next  morning 
some  of  us  went  down  into  the  area 
to  see  what  it  was  like.  The  rats  were 
huge." 

Dr  Sivertson  pointed  out  that  this 
catastrophe  added  a spirit  and  style 
never  since  equaled  to  that  conven- 
tion. It  may  be  that  history  will  rec- 
ord a similar  spirit  and  style,  for 
rather  different  reasons,  from  the 
1993  SMS  convention. 

Mark  Twain  wrote  about  pilot- 
ing river-boats  on  the  Mississippi, 
about  watching  out  for  the  ever- 
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changing  reefs.  Each  time  a pilot 
passed  through  any  specific  run  of 
the  river  the  water-way  and  the  land 
were  changed  some,  the  reefs  moved 
this  way  and  that.  Experienced  pi- 
lots knew  what  to  look  for  on  the 
water  surface  to  define  those  reefs 


and  so  navigate  around  them  or  pass 
over  if  they  sounded  deep  enough. 
But,  Mr  Twain  noted,  even  the  best 
pilots  were  in  trouble  when  they 
encountered  alligator  reefs.  That's 
right,  alligator  reefs— submerged 
Continued  on  next  page 
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piles  of  giant  alligators  constantly 
shifting,  hiding  and  changing  direc- 
tion without  causing  so  much  as  a 
ripple  above  them.  Hungry  'gators 
lay  waiting  to  upset  and  devour  the 
unsuspecting  boat  that  came  too 
clpse. 

Health  care  reform  is  a lot  like 
Mark  Twain's  Mississippi  reefs. 
Over  time  medical  practice  has  be- 
come increasingly  complex  and 
sophisticated  while  besieged  by 
external  factors  of  economics  and 
regulation  far  removed  from  the  im- 
mediate doctor-patient  relationship. 
Patient  and  doctor  are  often  pushed 
apart  by  these  reefs  but,  like  the 
river-pilots  of  150  years  ago,  we  have 
learned  to  watch  out  for  them  and 
navigate  the  medical  ship  safely.  In 
recent  years  we've  seen  signs  of 
trouble— an  alligator  egg  on  shore 
here,  a snout  poking  up  there,  in- 
creasing limitations  on  affordability 
and  accessibility  to  the  high  quality 
care  we  can  deliver  technically. 

Currently,  there  are  511  alliga- 
tors in  Washington,  DC,  divided  into 
17  reefs,  making  decisions  which 
may  forever  change  the  way  health 
care  is  delivered  in  the  United  States. 
Members  of  President  Clinton's 
Health  Care  Reform  Task  Force  are 
rediscovering  one  of  Washington's 
oldest  truths:  It  is  easier  to  decide  on 
a general  policy  during  the  heat  of 
the  campaign  than  it  is  to  get  agree- 
ment on  specific  details  for  putting 
that  policy  into  action.  They  have 
had  to  look  at  the  single  payer  plan 
vs.  50  state  plans,  the  concept  of 
managed  competition,  the  questions 
of  sp>ending  caps,  health  insurance 
taxes,  long-term  care,  and  all  the 
rest.  They  have  not  yet  made  their 
decisions  and  we  can  only  hope  that 
these  hastily  assembled  alligator 
reefs  can  preserve  the  river  without 
drowning  the  boats  and  passengers. 

System  reform  is  essential  and  is 
going  to  happen.  There  is  no  clean 
and  easy  solution,  but  as  physicians 
we  have  the  greatest  responsibility 
of  all  to  provide  leadership.  That  is 


why  there  was  an  SMS  Task  Force 
on  Health  Care  Reform  (one  of  the 
hardest-working  and  most  dedi- 
cated groups  I've  seen  at  the  SMS  or 
anywhere),  and  why  the  House  of 
Delegates  is  now  making  important 
decisions  about  the  Wisconsin  Care 
plan  sent  to  it  from  the  Board  of 
Directors. 

As  a state  medical  society  we 
already  have  much  to  offer  at  the 
table  of  health  care  reform.  As  indi- 
vidual physicians  there  are  more 
immediately  tangible  things  we  can 
do,  vis  a vis  our  patients  and  within 
our  communities.  I am  suggesting 
increased  emphasis  on  some  things 
we  already  do,  specifically  preven- 
tive medicine  and  health  mainte- 
nance. Let's  try  harder  to  make  these 
issues  a part  of  every  office  visit. 

High  health-care  costs  are  due  in 
large  part  to  mankind's  self-inflicted 
ills.  Those  ills  include  risk-increas- 
ing lifestyle  activities— alcohol  and 
drug  abuse,  tobacco,  inadequate 
exercise,  poor  eating  habits  and  be- 
haviors that  are  apt  to  cause  expen- 
sive injuries,  such  as  not  wearing 
seat-belts  or  motorcycle  helmets.  We 
do  not  expect  people  to  live  in  pad- 
ded boxes  but  we  can  educate  re- 
sponsible individuals  not  to  reck- 
lessly cause  more  problems  for  oth- 
ers. We  cannot  afford  to  relieve 
people  of  their  responsibility  to 
others  by  extending  the  illness  con- 
cept. Diabetes  is  an  illness.  Alcohol- 
ism is  an  illness.  The  diabetic,  by 
good  self-care,  must  take  responsi- 
bility to  avoid  excessive  hospitali- 
zations and  doctors'  visits.  The  alco- 
holic must  do  the  same. 

Medical  schools  spend  few  hours 
training  physicians  how  to  teach 
their  patients  to  stay  healthy.  Third- 
party  payers,  including  our  govern- 
ment, have  not  seen  the  value  of 
spending  money  for  prevenhon.  We 
know  much  more  about  preserving 
good  health  now  than  we  did  100  or 
even  20  years  ago.  But  as  we  were 
learning,  more  of  the  incentives  for 
spending  our  patient  time  in  this 
area  diminished.  For  most  physi- 


cians, it  is  much  more  gratifying  to 
fix  something  that  is  broken  than  to 
do  routine  maintenance  and  pro- 
phylasix. 

But  now  more  than  ever,  mainte- 
nance and  prevention  should  be  our 
primary  goals.  We  need  to  return  to 
the  literal  root  of  the  word  "doctor," 
which  means  teacher.  Cooperation 
from  our  patients  is  at  hand.  After  a 
decade  or  two  of  self-indulgence 
promotion  in  our  society  many 
people  are  recognizing  the  futility 
of  that  life-style  and  are  trying  to 
make  sensible  changes  for  them- 
selves and  their  families.  They  want 
an  active  role  in  their  health  care 
and  they  look  to  their  doctors  for 
motivation  and  advice.  Behavior 
change  can  happen,  with  improved 
quality  of  life.  All  doctors— primary 
care  and  specialists— are  important 
players  in  changing  our  patients' 
focus  to  preventive  health  care. 

Dr  Listwan  has  provided  us  with 
an  excellent  example  of  how  physi- 
cians can  make  a difference  by  pro- 
moting the  well-being  of  our  popu- 
lation and  at  the  same  time  working 
to  decrease  medical  costs.  Along 
with  Dr  Kevin  FuUin  and  many  other 
dedicated  people.  Dr  Listwan  has 
worked  to  educate  doctors  and  the 
public  regarding  domestic  abuse. 
This  is  a major  area  of  health  main- 
tenance and  sickness  prevention  and 
I'm  glad  to  report  their  important 
work  will  be  continuing. 

I plan  to  concentrate  the  next  year 
on  prevention  of  tobacco  use,  espe- 
cially the  initial  use  of  tobacco  prod- 
ucts by  children  and  teenagers.  Most 
people  who  become  regular  smok- 
ers begin  by  the  age  of  18.  Although 
the  tobacco  industry  denies  target- 
ing this  younger  age  group  for  sales, 
anyone  reading  billboards  and  other 
ads,  including  those  surreptitiously 
placed  on  TV  via  signs  at  televised 
sporting  events,  can  see  youth  are 
targeted  by  tobacco  appeals.  It  is 
logical  economics  that  the  tobacco 
industry  must  replace  older  smok- 
ers as  they  die,  or  are  fortunate 
enough  to  give  up  smoking,  with 
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new  smokers  who  will  provide 
continued  demand  for  their  prod- 
ucts. 

Smoking  in  the  United  States  has 
been  decreasing,  thanks  to  educa- 
tion and  legislated  restriction  of 
smoking  areas.  Unfortunately  that 
trend  is  starting  to  reverse.  The  per- 
centage of  women  smokers  has  been 
increasing  for  several  years,  with 
the  associated  increase  of  smoking- 
related  diseases  in  women  and  their 
children— cancer,  premature  and  low 
birth-weight  babies,  and  increased 
respiratory  problems  in  children  due 
to  passive  smoke  inhalation.  Young 
children  who  may  admonish  their 
parents  for  smoking,  ironically 
trying  to  take  responsibility  for  their 
own  health  as  well  as  their  parents, 
in  just  a few  years  may  succumb  to 
the  pressures  of  adolescent  smok- 
ing, especially  when  adult  role 
models  have  not  been  helpful. 
Smoking  is  a bad  habit.  But  as  with 
many  bad  habits,  it  is  a severe  addic- 
tion, often  overpowering  those  who 
try  very  hard  to  give  up  the  "habit." 

The  idea  of  a smoke-free  America 
stirs  up  as  much  controversy  as  that 
of  universal  health  coverage  at  re- 
duced prices.  Hilary  Clinton's  ban- 
ning of  tobacco  in  the  White  House 
brought  journalists  to  their  toes  in 
applause  or  horror. 

It  is  clear  that  tobacco  education 
is  one  area  where  we  physicians, 
individually  and  collectively,  can 
take  positive  action  in  our  offices 
and  communities  at  essentially  no 
cost.  The  Wisconsin  Medical  Journal 
has  published  several  good  articles 
about  tobacco  use  in  the  past  few 
years.  Each  of  us  can  question  our 
adult  patients  about  their  use  of 
tobacco,  congratulate  and  encour- 
age them  if  they  have  stopped  or 
never  started,  urge  them  to  try  a 
little  harder  to  stop  or  cut  down  if 
they  are  still  smoking.  Talking  to 
parents  about  their  smoking  habits 
is  especially  important.  They  need 
to  know  that  smoking  in  the  pres- 
ence of  a child  can  make  that  child 
sick,  and  if  they  must  smoke,  the 
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back  porch  is  the  place  to  do  it. 
Doctors  who  see  pregnant  women 
need  to  encourage  reduced  use  even 
if  the  woman  is  unable  to  stop. 
Pediatricians  and  family  physicians 
have  a special  role,  using  their  unique 
relationship  with  child  patients  to 
encourage  abstinence.  In  many  in- 
dividual ways,  at  the  community 
level,  we  can  advocate  smoke-free 
environments,  especially  where 


there  are  children. 

Increasing  taxes  on  tobacco  pur- 
chases is  another  way  to  reduce 
beginning  tobacco  addiction.  Such  a 
tax  is  viewed  by  some  people  as 
regressive,  affecting  the  poor  more 
than  the  affluent.  I'm  not  sure  this  is 
all  bad,  considering  that  the  poor 
are  a direct  target  of  tobacco  mar- 
keting, and  a majority  percentage  of 
Continued  on  next  page 
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the  poor  are  women  who  are  thus 

twice  targeted. 

I believe  we  need  to  increase  ciga- 
rette taxes  by  more  than  $1.00  a pack. 
In  Canada  and  other  areas  where 
these  taxes  have  been  applied,  smok- 
ers have  cut  down  on  their  use.  But 
even  more  importantly,  teenagers 
have  not  been  able  to  afford  to  be- 
come addicted. 

The  long-term  revenue  from  such 
taxes  would  thus  be  expected  to  fall, 
but  the  subsequent  long-term  gain 


from  decreased  numbers  of  smok- 
ers with  the  decreased  medical  costs 
is  much  more  important.  The  to- 
bacco companies  understand  this 
very  well,  which  is  why  in  the  past 
month  they  have  started  reducing 
their  prices  and  promoting  much 
cheaper  generic  cigarettes. 

Over  the  next  year,  our  state 
medical  society  will  continue  the 
challenge  to  improve  health  care 
access  and  affordability  in  Wiscon- 
sin. Working  together,  we  can  navi- 
gate those  alligator  reefs  that 


Executive  vice  president's  speech 
The  need  for  physician  solidarity 


Thomas  L.  Adams,  CAE 

Last  fall,  two  fishermen  were 
wading  in  the  Brule  River, 
trying  to  liberate  a trout  or  two  be- 
fore the  snow  flew.  Things  were 
going  along  fine  until  an  enormous 
old  bear  wandered  out  of  the  woods, 
took  offense  to  the  anglers  invading 
his  favorite  fishing  hole,  and  charged 
after  them. 

One  of  the  fishermen  took  off 
running,  splashing  wildly  down- 
stream. The  other  called  after  him, 
"You'll  never  outrun  a bear  in  those 
waders!" 

"I  don't  have  to,"  the  other  one 
shouted  over  his  shoulder.  "I  just 
have  to  outrun  you." 

In  the  past  several  months,  we've 
seen  a lot  of  similar  behavior  from 
groups  of  people  who  have  an  inter- 
est in  health  care  reform.  Reforming 
the  health  care  system  will  require 
someone,  somewhere,  to  sacrifice 
something.  That  sacrifice  has  become 
the  bear  from  which  all  the  anglers 
in  the  health  care  stream  are  fleeing. 
They  know  someone  is  going  to  get 


mauled,  so  they're  working  hard  to 
make  certain  it  is  someone  else. 

The  parade  of  supplicants  genu- 
flecting before  the  Clinton  admini- 
stration's health  care  reform  task 
force,  headed  by  our  first  lady,  have 
been— for  the  most  part-the  equiva- 
lent of  our  fishermen  fleeing  the  bear, 
each  trying  to  escape  pain  by  having 
it  inflicted  on  others. 

The  Clinton  administration  had 
promised  to  unveil  its  health  care 
reform  plan  by  the  third  of  May,  but 
it  now  appears  that,  ironically,  the 
illness  and  death  of  Hillary  Clin- 
ton's father  has  delayed  the  reform 
work  and  will  push  back  the  reform 
plan's  launch  date.  Of  course,  our 
hearts  go  out  to  the  first  lady  in  her 
time  of  loss. 

Despite  the  delay,  health  care 
reform  is  coming.  From  what  we 
hear  in  Washington  and  what  we 
know  about  the  reality  of  reform, 
there  will  be  some  things  about  the 
emerging  American  health  care 
system  that  is  good  for  physicians. 


threaten  to  impede  our  ability  to 
provide  high  quality  patient  care. 
But  at  the  same  time  we  are  travel- 
ing down  the  health  care  reform 
river,  we  can  also  begin  to  plot  a 
healthier  course  for  our  patients' 
future.  I challenge  each  of  us  physi- 
cians to  take  every  available  oppor- 
tunity to  discourage  tobacco  use  and 
offer  support  and  treatment  for  our 
patients  who  want  to  give  it  up.  To 
us,  cigarettes  must  be  as  fearsome  as 
the  Mississippi  rats  were  to  our  col- 
leagues meeting  here  in  1920.^ 


and  some  that  is  not  so  good.  Some 
changes  will  not  immediately  per- 
ceived as  beneficial,  but  will  likely 
prove  to  be  improvements  in  the 
long  run:  such  as  the  elimination  of 
the  Medicare  system.  Other  changes 
will  obviously  be  good  for  physi- 
cians: such  as  having  35  million  more 
Americans  covered  by  health  insur- 
ance. 

Creating  a health  care  reform 
plan,  of  course,  is  only  the  first  phase 
of  crating  a new  health  care  delivery 
system.  The  political  process  of  get- 
ting a reform  plan  through  both  of 
Congress  will  be  another  phase,  and 
it  is  certain  to  alter  the  original  plan 
significantly.  And,  because  real  life 
has  a tenacious  tendency  to  thwart 
even  our  best  theories,  the  implem- 
entation of  whatever  Congress 
passes  will  be  a third  phase  of  evolu- 
tion for  the  new  system.  Then,  very 
likely,  the  entire  process  will  be 
repeated  50  times  at  the  state  level. 

Very  likely,  the  federal  plan  will 
open  an  umbrella  of  goals  and  guide- 
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lines,  under  which  the  states  will  be 
free  to  enact  reforms  specific  to  their 
own  needs.  Here  in  Wisconsin,  there 
are  a host  of  would-be  reformers 
knocking  on  doors  at  the  Capitol, 
and  your  State  Medical  Society  is 
among  them.  So  the  opportunities 
for  us  to  exercise  our  diplomatic 
skills  will  be  plural,  and  the  reforms 
to  which  we  will  have  to  adapt  will 
emanate  from  more  than  one  source. 

What  this  amoimts  to  is  years  of 
negotiations  and  political  activity. 
What  this  will  require  of  us  is  dili- 
gence, patience  and  solidarity. 

Organized  medicine  must  be  dili- 
gent in  watching  for  and  combat- 
ting wrong-headed  reforms— re- 
forms that  would  undermine  the 
essential  physician-patient  relation- 
ship. We  must  be  patient,  because 
the  creation  of  something  as  large  as 
a new  health  care  delivery  system 
for  250  million  people  will  take  time: 
time  to  understand  one  another;  time 
to  agree  on  our  goals;  time  to  reach 
the  compromises  necessary  to  reach 
those  goals;  time  work  out  the  de- 
tails and  set  up  the  machinery;  time 
to  implement  the  reforms;  and  time 
to  discover  and  correct  our  reform 
mistakes. 

Most  of  all,  the  coming  months 
and  years  will  require  physician 
solidarity.  Those  who  will  be  nego- 
tiating on  your  behalf— such  as  doc- 
tors Scallettar,  Painter  and  Todd 
from  the  AMA,  and  doctors  Ulmer 
and  Jackson  from  the  SMS— will  need 
your  support.  They  will  follow  the 
policies  set  by  their  organizations  as 
best  they  can,  but  they  will  need  the 
freedom  to  look  for  and  work  to 
obtain  the  best  reform  scenarios  they 
can.  While  we  may  not  always  be 
pleased  by  every  detail  their  work 
produces,  it  is  important  that  we  do 
not  second  guess  them.  It  is  impor- 
tant that  we  stand  behind  them. 

We  can  no  longer  afford  what 
Harvard  professor  Rosabeth  Moss 
Kanter  calls  the  "cowboy  mental- 
ity," in  which  cooperation  is  a sign 
of  weakness  and  the  uninhibited 
pursuit  of  self-interest  is  a virtue. 


The  cowboy  wants  to  get  out  there 
in  the  wide  open  wilderness  and 
take  what  he  wants  without  restraint. 
The  cowboy  physician  practices 
survival  of  the  fittest  for  his  or  her 
own  specialty,  clinic  or  practice. 
Those  days  are  gone.  As  Ben  Fran- 
klin said  at  the  signing  of  the  Decla- 
ration of  Independence:  "We  must 
all  hang  together,  or  assuredly  we 
shall  all  hang  separately." 

"Wisconsin  Care,"  which  was 
adopted  by  the  Board  of  Directors 
and  will  be  before  this  House  of 
Delegates  at  this  meeting,  is  not  the 
perfection  of  health  care  reform.  I 
am  not  certain  such  a thing  exists.  I 
doubt  that  it  ever  could.  Human  in- 
stitutions, human  systems,  tend  to 
reflect  the  imperfections  of  their 
originators.  Fortunately,  we  have  a 
lot  of  experience  in  dealing  with 
imperfection. 

What  "Wisconsin  Care"  does  give 
us,  however,  is  a responsible  frame- 
work from  which  to  work,  an  articu- 
lation of  our  goals  and  values,  and  a 
demonstration  that  the  physicians 
of  Wisconsin  recognize  the  need  for 
reform  and  are  serious  about  ad- 
dressing it.  "Wisconsin  Care"  is,  by 
far,  the  most  thorough  and  far-reach- 


ing reform  plan  offered  to  date  in 
this  state.  As  such,  it  is  a valuable 
negotiating  tool,  because  it  has  room 
to  adapt  and  incorporate  many  of 
the  ideas  being  advanced  by  others 
interested  in  reform. 

Will  "Wisconsin  Care"  be 
adopted  in  its  entirety  and  without 
amendment  as  the  answer  to  this 
state's  health  care  crisis?  It  will  not. 
Will  "Wisconsin  Care"  exert  a pow- 
erful influence  on  the  health  care 
reform  debate  now  taking  shape  in 
our  Legislature?  It  will. 

Already,  this  plan  has  gotten  the 
SMS  to  the  negotiating  table,  marked 
the  SMS  has  a major  player  in  this 
arena,  and  helped  shape  the  agenda 
and  direct  the  course  of  discussion. 
At  this  stage,  little  else  could  be 
hoped  for,  nothing  else  could  be  ex- 
pected, so  "Wisconsin  Care"  has 
already  established  its  worth.  The 
key  to  our  success  now  lies  in  how 
steadfast  we  stand  behind  the  SMS 
leaders  who  created  and  adopted 
this  plan. 

As  I have  watched  physicians 
around  the  state  and  across  the  na- 
tion come  to  grips  with  the  certainty 
of  reform,  and  some  of  the  changes 
Continued  on  next  page 
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Continued  from  preceding  page 
it  may  make  in  their  lives,  I have 
been  reminded  of  a Charles  Schultz' 
"Peanuts"  cartoon  1 saw  once. 
Snoopy  and  Linus  were  standing  on 
top  of  Snoopy's  doghouse  when  the 
neighbor's  cat  scurried  away  with 
Linus'  blanket.  "That  cat  has  my 
blanket,"  Linus  wailed.  "How  are 
we  going  to  get  it  back?" 

Snoopy  looked  puzzled  and 


wondered,  "What  do  you  mean 
'we'?" 

To  the  credit  of  both  the  SMS  task 
force  and  the  SMS  Board,  and  to  the 
credit  of  both  the  organization  and 
the  profession  they  represent,  these 
physicians  preserved  their  solidar- 
ity. Comedian  Lily  Tomlin  once 
quipped  "We're  all  in  this  alone." 
But  the  creators  of  "Wisconsin  Care" 
demonstrated  that  we  need  not  be. 


We  should  not  be.  Indeed,  we  can- 
not be.  It  is  one  of  the  beautiful 
compensations  of  this  life  that  we 
cannot  sincerely  try  to  help  another 
without  helping  ourselves.  It  is  one 
of  the  harshest  truths  of  this  life  that 
we  cannot  ignore  the  needs  of  others 
without  eventually  suffering  for  it 
ourselves. 

Without  physician  unity,  "Wis- 
consin Care"— for  that  matter,  any 
attempt  at  reform— becomes  a hol- 
low echo  of  our  best  intentions.  The 
leaders  of  this  medical  society  have 
provided  an  example  of  that  unity, 
and  it  is  crucial  now  that  the  mem- 
bers of  this  society  embrace  that 
spirit.  That  unity  must  also  extend 
farther  than  our  thoughts  have  tra- 
ditionally take  us:  Our  unity  must 
stand  for  the  sake  of  the  entire  House 
of  medicine,  not  just  for  physicians. 

The  assaults  on  that  spirit  come 
from  many  directions,  and  some  of 
them  carry  great  strength.  We  are  in 
danger  of  dividing  ourselves  small 
clinics  against  large,  urban  practices 
against  rural,  primary  care  physi- 
cians against  specialists,  young 
against  old,  doctors  against  nurses. 
Democrats  against  Republicans, 
patients  against  doctors— the  list  can 
grow  disturbingly  long.  Our  vision 
must  be  large  enough  to  pursue  the 
best  interests  of  the  entire  health 
care  system,  our  efforts  at  reform 
must  be  broad  enough  to  prevent 
the  sacrifice  of  any  one  of  us  to  the 
"bear." 

Playwrite  Henrik  Ibsen  once 
wrote  that  "A  community  is  like  a 
ship;  everyone  ought  to  be  prepared 
to  take  the  helm."  The  medical 
community  is  no  different.  Each  of 
us  ought  to  be  aware,  involved  and 
ready  to  step  in  when  needed.  Each 
of  us  should  have  a compass.  Each 
of  us  must  be  willing  to  do  what  is 
necessary  to  preserve  the  crew,  keep 
the  ship  on  course  and  continue  the 
voyage. 

There  is  little  chance  for  us  to  pull 
together  if  many  of  us  want  to  be  in 
the  front  of  the  bus,  the  back  of  the 
room  or  the  middle  of  the  road.  But 
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pull  together  we  must. 

In  closing,  let  me  leave  you  with 
a poem  that  I think  speaks  pointedly 
to  the  need  of  our  times:  Robert 
Frost's  "The  Tuft  of  Flowers." 

I went  to  turn  the  grass  once 
after  one 

who  mowed  it  in  the  dew 
before  the  sun. 

The  dew  was  gone  that  made 
his  blade  so  keen 
before  I came  to  view  the 
leveled  scene. 

I looked  for  him  behind  an  isle 
of  trees; 

I listened  for  his  whetstone 
on  the  breeze. 

But  he  had  gone  his  way, 
the  grass  all  mown, 
and  I must  be,  as  he  had 
been— alone, 

"As  all  must  be,"  I said  within 
my  heart, 

"Whether  they  work  together 
or  apart." 

But  as  I said  it,  swift  there 
passed  me  by 
on  noiseless  wing  a 
bewildered  butterfly, 
seeking  with  memories 
grown  dim  o'er  night 
some  resting  flower  of 
yesterday's  delight. 

And  once  I marked  his  flight 
go  round  and  round, 
as  where  some  flower  lay 
withering  on  the  ground. 

And  then  he  flew  as  far  as 
j eye  could  see, 

I and  then  on  tremulous  wing 
came  back  to  me. 
j I thought  of  questions  that 
I have  no  reply, 

! and  would  have  turned  the 
j grass  to  dry; 

' but  he  turned  first,  and 

j led  my  eye  to  look 

at  a tall  tuft  of  flowers  beside 
I a brook, 

a leaping  tongue  of  bloom 
j the  scythe  had  spared 

beside  a reedy  brook  the 
scythe  had  bared. 
i The  mower  in  the  dew 


had  loved  them  thus, 
by  leaving  them  to  flourish, 
not  for  us, 

nor  yet  to  draw  one  thought 
of  ours  to  him, 

but  from  sheer  morning  gladness 
at  the  brim. 

The  butterfly  and  I had  lit  upon, 
nevertheless,  a message  from 
the  dawn, 

that  made  me  hear  the 
wakening  birds  around, 
and  hear  his  long  scythe 
whispering  to  the  ground, 
and  feel  a spirit  kindred  to 
my  own; 


so  that  henceforth  I worked 
no  more  alone; 
but  glad  with  him,  I worked 
as  with  his  aid, 
and  weary,  sought  at  noon 
with  him  the  shade; 
and  dreaming,  as  it  were, 
held  brotherly  speech 
with  one  whose  thought 
I had  not  hoped  to  reach. 
"Men  work  together,"  I 
told  him  from  the  heart, 
"whether  they  work  together  or 
apart." 

Thank  you.<> 


Life 


Precious 


Not  too  many  years  ago, 
this  nurse  was  a patient  at 
St.  Jude  Children’s  Re- 
search Hospital.  She  fought 
a tough  battle  with  child- 
hood cancer.  And  won. 

Now  married  and  with  a 
child  of  her  own,  she  has 
returned  to  St.  Jude 
Hospital  to  care  for  cancer- 
stricken  children. 

Until  every  child  can  be 
saved,  our  scientists  and 
doctors  must  continue  their 
research  in  a race  against 
time. 

To  find  out  more,  call 

1-800-877-5833. 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPHAL 

Danny  Thomas,  Founder 


j 
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R Clarke  Danforth 
Vacancy 

Dennis  A Sobczak 
M Thomas  Chemotti 
James  H Langenkamp 
Thomas  W Grossman 
Raymond  C Zastrow 
Marc  S Williams 

Keith  B Sperling 
Andrea  S Doermann 

Jane  K Sliwinski 
Pauline  M Jackson 

Robert  H Greenlaw 
Vacancy 

Heather  L Flanery 
Dean  B Pratt 
John  P Schilling 
Charles  W Troup 

Peter  S Foote 


CES  Foundation 


A CESF  guide  to  gifts 


Gifts  to  the  foundation  may 
take  a number  of  forms:  cash, 
bequests,  trusts,  life  insurance,  real 
estate,  stock  or  other  securities-some 
physicians  are  making  the  founda- 
tion a beneficiary  of  their  wills.  Such 
gifts  may  be  designated  as  unre- 
stricted or  for  specific  immediate 
use  at  the  discretion  of  the  founda- 
tion trustees.  They  may  also  be  re- 
stricted or  earmarked  for  specific 
purposes  of  interest  to  the  donor. 
Likewise,  these  gifts  may  also  be 
designated  for  permanent  invest- 
ment with  only  the  income  used  to 
support  foundation  programs. 

The  foundation  currently  asks  for 
a voluntary  donation  of  $60  from 
the  SMS  membership  through  the 
membership  dues  statement  and 
other  direct  mail  solicitations.  The 
special  150th  anniversary  campaign 
came  to  a close  in  December  with 
140  contributions  received  for  a to- 
tal of  $18,265. 

Contributions  provide  financial 
aid  to  Wisconsin  students  of  medi- 
cine and  allied  health  professions, 
stimulates  research  into  areas  of 
medicine  and  public  health  and 
promotes  the  preservation  of  medi- 
cal history. 

Cash  gifts.  Most  gifts  received  by 
the  foundation  are  in  the  form  of 
cash,  personal  checks  made  payable 
to  the  CES  Foundation.  These  gifts, 
as  well  as  others,  may  be  designated 
in  honor  of  a relative,  friend  or  asso- 
ciate. The  foundation  maintains  a 


memorial  program  which  gives  the 
donor  an  opportunity  to  remember 
someone  through  a gift  to  the  foun- 
dation—a living  memorial.  A me- 
morial card  is  sent  to  the  family  with 
the  name  of  the  deceased  and  the 
name  of  the  donor.  The  amount  of 
the  gift  is  not  indicated.  The  donor 
will  receive  a card  thanking  them 
for  their  donation. 

Bequests.  A bequest  is  the  giving  of 
property  by  will.  The  will  is  de- 
signed to  assure  that  upon  death  the 
property  is  distributed  exactly  in 
accord  with  the  donor's  wishes.  One 
of  the  purposes  of  a will  can  be  to 
perpetuate  the  donor's  name  or  that 
of  a friend  through  an  organization 
such  as  the  CES  Foundation. 

A codicil  is  an  amendment  or 
revision  of  a previously  executed 
will.  An  attorney  can  draft  it  with 
minimal  cost  should  donors  wish  to 
add  a bequest  to  the  CES  Founda- 
tion to  their  will. 

Gifts  of  life  insurance.  Life  insur- 
ance offers  an  easy  means  to  make  a 
substantial  gift  as  well  as  to  provide 
tax  advantages  for  the  donor.  A 
policy  can  be  assigned  to  the  foun- 
dation whether  it  is  paid  up,  par- 
tially paid  up,  or  new.  Proceeds  from 
such  policies  may  be  exempt  from 
estate  taxes  and  if  the  assignment  is 
irrevocable,  present  values  and  fu- 
ture premium  payments  may  qual- 
ify as  charitable  contributions  for 
income  tax  purposes.  The  gift  of  life 


insurance  is  deductible,  usually  at 
its  cash  surrender  value,  at  the  time 
of  transfer  to  the  foundation.  Ar- 
rangements may  also  be  made  to 
provide  life  income  for  a beneficiary 
by  having  the  proceeds  placed  in  a 
gift  income  plan  with  the  proceeds 
placed  in  a gift  income  plan  with  the 
proceeds,  following  the  life  of  the 
beneficiary,  to  go  to  the  foundation. 
This  plan  also  gives  donors  the  sat- 
isfaction of  making  contributions 
and  being  recognized  for  it  during 
their  lifetimes. 

Real  estate.  Any  standard  form  of 
warranty  deed  or  acceptable  quit 
claim  deed  may  be  used  to  deliver 
real  estate  to  the  foundation. 

Stock  or  other  securities.  Current 
gifts  may  take  the  form  of  stock  or 
other  securities  which  have  appreci- 
ated in  value.  Gift  of  appreciated 
securities  permit  the  donor  to  real- 
ize substantial  tax  advantages. 

Personal  property.  Some  donors 
prefer  to  make  gifts  of  art,  jewelry, 
antiques,  rare  books,  furniture,  or 
collectibles  of  other  types  such  as 
stamps,  coins,  etc.  For  tax  purposes, 
the  donor  must  determine  the  value 
of  a personal  property  gift  on  the 
date  of  its  transfer  to  the  foundation. 

Trusts.  Some  find  it  advantageous 
to  make  a contribution  to  the  foun- 
dation, but  retain  the  income  from 
the  contribution  for  the  duration  of 
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their  life  or  the  lives  of  others.  There 
are  important  tax  advantages  to  these 
arrangements.  The  trustee  of  such 
"living  trusts"  may  be  a bank,  trust 
company  or  the  foundation. 

Among  the  several  types  of  "liv- 
ing trusts"  are:  annuity  gif  ts;  pooled 
income  gifts;  unitrust  gifts,  deferred 
payment  gift  annuities,  revocable 
life  income  plans. 

Pooled  Income  Fund.  The  CESF  is 


CESF  facts 

The  sms  Charitable,  Educa- 
tional and  Scientific  Founda- 
tion is  a non-profit,  non-stock  Wis- 
consin corporation,  chartered  in  June 
1955.  As  stated  in  the  by-laws,  the 
foundation's  purpose  is  to  "engage 
in,  assist,  and  contribute  to  the  sup- 
port of  charitable,  educational,  and 
scientific  activities  and  projects  and 
to  contribute  to  the  support  of,  and 
to  create  and  maintain,  charitable, 
educational,  and  scientific  institu- 
tions, organizations,  and  funds  of 
any  and  every  kind. 

Management.  The  foundation's 
governing  power  is  vested  in  a board 
of  trustees  composed  of  directors 
and  officers  of  the  SMS,  other  medi- 
cal and  non-medical  members 
elected  by  the  board  of  directors  and 
one  representative  elected  by  each 
component  medical  society.  Non- 
medical members  may  be  elected 
from  time  to  time  by  the  SMS  Board 
of  Directors,  but  the  number  of  such 
trustees  shall  not  at  any  time  be  less 
than  five  or  more  than  ten. 

The  board  of  directors  of  the  cor- 
porate trustees  consists  of  18  mem- 
bers including  the  president,  vice 
president  and  treasurer  of  CESF,  and 
in  addition,  12  members,  seven  of 
whom  may  be  non-medical  trustees, 
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pleased  to  announce  the  establish- 
ment of  a Pooled  Life  Income  Fund 
due  to  two  $10,000  contributions 
received  this  past  year.  This  planned 
giving  opportunity  permits  the 
donor  to  combine  the  advantage  of 
bequests  and  lifetime  gifts  in  one 
package.  The  gift  is  commingled 
with  other  similar  gifts  which  are 
held  in  a fund;  hence  the  name 
"pooled". 

Participants  and/ or  their  benefi- 


each  elected  for  staggered  three  year 
terms. 

Registration.  The  foundation  is 
registered  with  the  Secretary  of  State 
as  a charitable  organization  for 
purposes  of  contributions  and  fund- 
raising under  [***]440.41(2)  of  the 
Wisconsin  Statutes. 

Legal.  The  foundation  retains  Robert 
B.L.  Murphy  of  the  firm  Murphy  & 
Desmond,  SC,  2 E Mifflin  St,  Madi- 
son, W1  53703;  608-257-7181,  for 
advice  on  legal  and  tax  matters.  Ms. 
Julie  Ann  Hein  serves  as  the  manag- 
ing director  who  works  directly  with 
the  executive  vice  president  of  SMS 
and  is  responsible  for  all  duties  of 
the  foundation. 

Tax  Information.  Contributions  to 
the  CES  Foundation  are  tax  deduct- 
ible under  both  state  and  federal  tax 
laws.  The  foundation  is  a 501(c)(3) 
non-profit  corporation.  As  in  all 
matters  relating  to  your  financial 
affairs,  the  valuation,  form  and  tax 
aspects  of  gifts,  to  the  foundation 
should  be  discussed  with  your  at- 
torney, accountant  or  other  advisor. 

Officers 

President:  Gerald  C.  Kempthorne, 


claries  will  receive  interest  income 
throughout  their  lives.  Upon  the 
death  of  the  investor's  last  benefici- 
ary, the  CESF  will  receive  the  princi- 
pal to  reinvest  or  use  for  whatever 
purposes. 

If  you  are  interested  in  the  living 
trust  program,  you  are  urged  to 
contact  your  legal  adviser,  account- 
ant, or  Julie  A.  Hein  in  the  CESF 
office  at  257-6781.^ 


MD,  Spring  Green 

Vice  president:  Stephen  B.  Webster, 

MD,  LaCrosse 

Treasurer:  Richard  W.  Edwards, 
MD,  Richland  Center 
Secretary:  Thomas  L.  Adams,* 
Madison 

Finance  Committee  chair:  Richard 
W.  Edwards,  MD,  Richland  Center 
Assistant  treasurer:  John  K.  Scott, 
MD,  Madison 
Directors 

James  Bittner,  Prairie  du  Chien 
Rockne  G.  Flowers,  Stoughton 
Jack  Glendenning,  La  Crosse 
Julie  A.  Hein,*  Madison 
Pauline  M.  Jackson,  MD,  La  Crosse 
J D Kabler,  MD,  Madison 
Russell  F.  Lewis,  MD,  Madison 
Robert  B.  L.  Murphy,  Madison 
Richard  Roberts,  MD,*  Madison 
Leah  Speltz,*  Wausau 
Earl  R.  Thayer,  Madison 
Kenneth  M.  Viste  Jr,  MD,  Oshkosh 
William  Wenger,  Madison 

*ex-officio 

Staff 

Managing  director:  Julie  A.  Hein, 
Madison 

Administrative  assistant: 

Jane  Anderson,  Madisons 
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CESF  history 


The  Charitable,  Educational  and 
Scientific  Foundation  was  char- 
tered by  the  SMS  in  1955  as  a pri- 
vate, non-profit,  non-stock  corpora- 
tion to  enable  physicians  and  other 
friends  of  the  profession  to  support, 
through  gifts  and  grants,  projects 
vitally  affecting  scientific  medicine 


Thanks  to  the  efforts  of  a tre- 
mendous number  of  physi- 
cians, who  have  been  entrusted  with 
the  responsibility  of  sharing  the  cost 
of  providing  financial  contributions, 
the  foundation  is  supporting  a 
greater  number  of  programs  on  a 
broader  spectrum. 

The  list  of  grants  provided  by  the 
foundation  during  this  past  year 
spells  substantial  achievement. 
Through  physician  support  and 
leadership,  the  foundation  hopes  to 
encourage  similar  support  from 
others.  With  education  as  its  van- 
guard, the  CESF  prides  itself  in 
supporting  medical  education  pro- 
grams. 

A special  project  of  the  CESF  has 
been  coordinated  in  conjunction 
with  the  Center  for  Public  Repre- 
sentation. A re-printing  of  the  book- 
let entitled:  "Medical Debt:  Howto 
Pay  Hospital  and  Doctor  Bills"  is 
being  well  received  as  a useful  re- 
source for  consumers. 

The  CESF  also  helped  to  sponsor 
the  conference:  Wisconsin  Research 
Network,  a workshop  for  family 
physicians  to  discuss  and  hear  pres- 
entations about  office  based,  primary 
care  research  throughout  Wiscon- 
sin. 

The  CESF  sponsored  an  exhibit 


and  public  health.  The  foundation's 
scope  of  interest  has  grown  because 
of  bequest  contributions;  therefore, 
a number  of  worthy  programs  af- 
fecting medical  education  and  health 
care  needs  in  Wisconsin  can  be  ac- 
complished. The  future  of  the  foun- 
dation holds  an  array  of  opportuni- 
ties and  challenges. 


"Hands  on  Health"  at  the  Madison 
Children's  Museum  to  help  expose 
children  to  medicine  and  perhaps 
stimulate  a career  in  healthcare. 

Each  year  at  the  SMS  Annual 
Meeting,  the  CESF  awards  two 
Houghton  scholarships  for  the  out- 
standing senior  at  the  University  of 
Wisconsin-Mad ison  Medical  School 
and  the  Medical  College  of  Wiscon- 
sin. The  foundation  also  supports 
the  Wisconsin  Medical  Journal  by 
granting  an  award  to  one  of  the  re- 
cipients of  the  Medical  Writing 
Contest. 

Nelson  Industries  provided  a 
scholarship  to  an  outstanding  sen- 
ior medical  student  from  Viroqua. 

The  foundation  has  continued  to 
give  grants  toward  the  sciences. 
Support  was  given  toward  the  1992 
Wisconsin  Science  Olympiad  and 
Wisconsin  Science  Congress. 

The  Wisconsin  Safety  Patrols,  Inc. 
rewards  the  efforts  of  outstanding 
safety  patrol  members  by  sending 
them  to  our  nation's  capitol.  The 
foundation  sponsored  a delegate  to 
this  five-day  tour. 

For  further  information  regard- 
ing the  CES  Foundation,  please 
contact  Julie  A.  Hein,  CES  Founda- 
tion, PO  Box  1109,  Madison,  W1 
53701;  608-257-6781.<o> 


Benevolent  assistance.  The  CES 
Foundation  is  ever  sensitive  to  the 
needs  of  people  who  are  the  victims 
of  adversity.  Although  the  founda- 
tion's capacity  in  dollars  has  been 
limited,  it  has  often  been  able  to 
arouse  the  spirit  of  caring  among 
physicians  and  the  public  when 
special  needs  arise.  Assistance  is 
looked  at  as  an  investment  in  the 
future  and  not  as  charity. 

Education.  Funding  from  the  foun- 
dation's Barbara  Scott  Maroney 
Memorial  Fund  for  Research  on 
Diabetes  support  special  research 
projects,  summer  camp  scholarships 
for  diabetic  children,  publication  of 
scientific  articles  or  presentation  of 
scientific  speakers  on  the  subject. 

The  foundation  makes  grants 
available  to  organizations  striving 
to  stimulate  student  interest  in  sci- 
ence and  expose  them  to  wide  varie- 
ties of  science  related  careers.  An- 
nually, the  CES  Foundation  recog- 
nizes outstanding  achievements  in 
student  science  research  by  high 
school  and  middle  school  students 
in  Wisconsin  through  contributions 
for  awards  to  the  Wisconsin  Science 
Congress  and  the  Wisconsin  Science 
Olympiad. 

As  a project  of  the  county  auxilia- 
ries, the  Workshop  on  Health,  a 
health  education  program  for  high 
school  students,  has  featured  such 
topics  as  anorexia  nervosa,  eating 
disorders,  sexually  transmitted  dis- 
eases, teen  suicide,  alcohol  and  drug 
abuse,  and  wellness. 

Student  loans,  grants  and  scholar- 
ships. One  of  the  most  important 
activities  of  the  CES  Foundation  is 
the  student  loan  program.  Estab- 
lished in  1955,  the  foundation's 
general  student  loan  fund  is  de- 
signed to  assist  needy,  deserving 
students  preparing  for  careers  in 
medicine,  dentistry,  pharmacy. 


Foundation  grant  allocations 
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nursing,  and  other  allied  health 
fields.  Long-term,  low-interest  loans 
are  interest-free  until  after  the  stu- 
dent graduates.  Personnel  in  the 
financial  aid  departments  of  Wis- 
consin medical  schools  cooperate 
with  the  foundation  in  identifying 
needy  and  deserving  students. 

Many  young  men  and  women 
can  achieve  their  medical  careers 
only  because  of  the  availability  of 
large,  low-interest  loans.  In  fact,  the 
average  medical  student  today  can 
anticipate  graduating  with  debt 
obligations  ranging  from  $50,000  to 
$75,000.  Through  fiscal  year  ending 
June,  1992,  the  foundation  granted 
134  loans  to  medical  and  allied  health 
students  for  a total  of  $282,550. 
Repayments  during  fiscal  year  1991- 
92  totalled  $82,258.  Since  the  loan 


fund  was  established,  1228  students 
have  received  $1,776,344.00  in  long- 
term, low-interest  loans. 

Although  the  foundation's  pri- 
mary emphasis  is  in  loans,  some 
outright  scholarships  and  grants  are 
made  to  fulfill  the  wishes  of  some 
donors  and  the  needs  of  certain 
potential  recipients.  These  special 
health  career  student  loan  and  schol- 
arship funds  are  administered  by 
the  foundation  according  to  the 
wishes  of  the  individual  or  organi- 
zation establishing  and  supporting 
the  fund. 

The  Edward  W.  Vetter,  MD 
Medical  Education  Scholarship 
Fund  was  established  with  a $10,000 
contribution. 

A $21,000  contribution  was  re- 
ceived to  begin  the  Goodman-Good- 


The  Fort  Crawford  Medical  Museum 


The  Fort  Crawford  Medical 
Museum  is  unique  among 
educational  and  cultural  institutions 
in  the  Midwest  and  the  nation.  Far 
more  than  a museum,  it  stands  as  a 
tribute  to  Wisconsin's  physicians 
who  have  dedicated  their  lives  to 
ensuring  the  health  of  the  state's 
citizens.  The  museum  is  also  a sin- 
gular tool  for  educating  the  public 
about  the  prevention  and  treatment 
of  injury  and  disease,  the  nature  of 
medical  care,  the  value  of  the  physi- 
cian-patient relationship,  and  the  im- 
portance of  keeping  one's  health. 

The  Fort  Crawford  military  hos- 
pital, which  has  been  designated  a 
national  landmark,  and  the  related 
museum  are  located  in  Prairie  du 
Chien  near  the  Mississippi  River. 
On  this  site  in  the  1830s,  Dr  William 
Beaumont  carried  out  his  famous 
experiments  on  the  physiology  of 
digestion. 


The  actual  planning  for  the  mu- 
seum began  in  the  1930s  when  the 
SMS  placed  a granite  memorial  near 
the  crumbling  remains  of  the  sec- 
ond Fort  Crawford,  which  had  been 
abandoned  in  1872.  In  the  mid  1940s, 
the  SMS  House  of  Delegates  en- 
dorsed furnishing  the  hospital  build- 
ing as  a museum.  The  property  was 
deeded  to  the  SMS  Charitable, 
Educational  and  Scientific  Founda- 
tion in  the  1950s,  and  the  SMS  ap- 
proved the  completion  of  the  mu- 
seum complex,  known  officially  as 
the  Museum  of  Medical  Progress.  In 
1964,  the  Stovall  Hall  of  Health  was 
added,  which  provided  additional 
exhibit  space. 

In  1980,  the  Fort  Crawford  Medi- 
cal Museum  Endowment  Fund  was 
established  to  provide  financial 
support  for  the  museum.  Over  the 
years,  more  than  200,000  visitors 
have  toured  the  museum,  yet  it 


ell  Scholarship  Fund.  Awards  are  to 
be  given  to  a second  year  medical 
student  from  the  Portage  area  plan- 
ning to  specialize  in  pulmonary  or 
in  general  or  family  practice. 

Applications  may  be  procured 
from  the  CES  Foundation,  330  E 
Lakeside  St,  Madison,  WI,  53715;  or 
the  medical  college's  financial  aids 
offices.  The  CES  Foundation  fur- 
nishes an  annual  accounting  to  the 
benefactor  or  sponsoring  organiza- 
tion. 

To  inquire  how  you  or  your  or- 
ganization can  establish  a special 
student  loan  or  scholarship  fund, 
contact  Julie  A.  Hein,  330  E Lakeside 
St,  PO  Box  1109,  Madison,  WI  53701; 
or  phone  608-257-6781  (Madison 
area)  or  toll-free  in  Wisconsin  1-800- 
362-9080.-«> 


continues  to  face  financial  hardship 
and  is  in  need  of  frequent  repair. 

The  first  500  persons  who  con- 
tribute $1,000  or  more  to  the  Fort 
Crawford  Medical  Museum  Endow- 
ment Fund  will  join  a select  group 
known  as  the  Beaumont  500  and 
will  receive  a specially  designed 
Beaumont  medallion.  Currently, 
there  are  79  members  of  the 
Beaumont  500  club. 

The  SMS  Auxiliary  and  county 
auxiliaries  have  taken  on  the 
Beaumont  500  Club  as  a challenge 
project.  Each  county  auxiliary  is 
asked  to  pledge  $1,000  toward  the 
club  over  a specified  time,  probably 
4 to  5 years,  and  challenge  their 
county  medical  society  to  provide 
matching  funds.  Many  of  the  aux- 
iliaries and  county  medical  societies 
have  accepted  this  challenge. 

During  1992,  active  promotion  of 
Continued  on  next  page 
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Continued  from  preceding  page 
the  museum  resulted  in  a growth  in 
attendance  and  greater  visibility  for 
the  site.  In  1 992,  a Model  T Car  Show 
was  held  on  the  museum  grounds 
with  a special  birthday  celebration 
of  the  State  Medical  Society's  150th 
year. 

For  more  information  about  the 
Fort  Crawford  Medical  Museum, 
please  contact  Julie  A.  Hein  at  the 
CES  foundation  at  1-800-362-9080 
or  608-257-6781. 

Beaumont  500  members: 

1980 

Pierce-St  Croix  County  Medical 
Society 

1981 

Mr  and  Mrs  Robert  B.  Murphy 
Guy  W.  Carlson,  MD 
W.  Bruce  Fye,  MD 
Pauline  M.  Jackson,  MD 
Dr  and  Mrs  William  D.  Janssen 
Dr  and  Mrs  T.  A.  Leonard 
E.  J.  Nordby,  MD 
Karver  L.  Puestow,  MD 
John  D.  Riesch,  MD 

1982 

anonymous 
Marion  Crownhart 
E.  M.  Dessloch,  MD 
Melvin  F.  Huth,  MD 
Michael  F.  Ries,  MD 
E.  A.  Steffen,  MD 
Kenneth  M.  Viste,  Jr,  MD 

1983 

W.  Bradford  Martin,  MD 
Earl  R.  and  Alice  Thayer 

1984 

Dr  and  Mrs  K.  Alan  Stormo 
Dr  and  Mrs  Chesley  Erwin 
Dr  and  Mrs  Leonard  B.  Torkelson 
Leland  C.  Pomanville,  MD 
Mrs  W.  D.  Hoard 
Dr  and  Mrs  Ralph  Hudson 

1985 

Dr  and  Mrs  Roger  von  Heimburg 
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Dr  and  Mrs  Bertram  H.  Dessel 
Mace  Garrison  Zinggeler 
Dr  and  Mrs  Benjamin  Brunkow 
Robert  T.  Cooney,  MD 
Staff  of  the  State  Medical  Society 
of  Wisconsin 

1986 

Dr  and  Mrs  William  Listwan 
Richard  W.  Edwards,  MD 
Amy  Hunter- Wilson,  MD 
Kari,  Doran  and  Kenneth  Viste 
Roy  Selby,  MD 

1987 

Sandra  Osborn,  MD 
Timothy  T.  Flaherty,  MD 
Washington  County  Medical 
Society 

Dr  and  Mrs  Roland  R.  Liebenow 
Racine  County  Medical  Auxiliary 
State  Medical  Society  of  Wisconsin 

1988 

Jefferson  County  Medical  Society 
Milwaukee  County  Medical 
Auxiliary 

Milwaukee  County  Medical 
Society 

Dr  and  Mrs  Victor  Wong 
Physicians  Insurance  Company  of 
Wisconsin 

Dr  and  Mrs  Ken  Smigielski 
Kenneth  M.  Viste,  Jr,  MD,  in  honor 
of  the  SMS  staff 
Joan  Flaherty 

Edward  A.  Burg,  Jr,  MD,  family 
SMS  Services,  Inc 

1989 

Dr  and  Mrs  Stephen  Webster 
Dr  and  Mrs  Kermit  Newcomer 
Sauk  County  Medical  Society 
Wood  County  Medical  Society 
Dr  and  Mrs  John  D.  Wegenke 
La  Crosse  County  Medical  Society 
Auxiliary 

1990 

Green  County  Medical  Society 
Winnebago  County  Medical 
Society  Auxiliary 


Dr  and  Mrs  Louis  Hacker 

1991 

Brown  County  Medical  Society 
Auxiliary 

Dr  Robert  and  Roberta  Baldwin 
Cyril  M.  Hetsko,  MD  and  Theresa 
M.  Hottenroth 
Dr  and  Mrs  J D Kabler 
State  Medical  Society  of  Wisconsin 
Auxiliary 

1992 

Columbia,  Marquette,  Adams 
Medical  Society 
Dane  County  Medical  Society 
Eau  Claire,  Dunn,  Pepin  Medical 
Society  Auxiliary 
Fond  du  Lac  County  Medical 
Society 

Fond  du  Lac  County  Medical 
Society 
Auxiliary 

Dr  and  Mrs  Gerald  C.  Kempthorne 
La  Crosse  County  Medical  Society 
Patricia  J.  Stuff,  MD 
Vernon  County  Medical  Society 
Waukesha  County  Medical  Society 
Auxiliary 

Dr  and  Mrs  David  Weber 
Winnebago  County  Medical 
Society 

Dr  and  Mrs  Raymond  C.  Zastrow 
Beaumont  500  pledges 
Thomas  and  Diane  Adams 
Dodge  County  Medical  Society 
Auxiliary 

Green  Lake- Waushara  County 
Medical  Society 

Kenosha  County  Medical  Society 
Manitowoc  County  Medical 
Society  Auxiliary 
Oconto  County  Medical  Society 
Sheboygan  County  Medical 
Society  Auxiliary 
T rempealeau-J  ackson-Buffalo 
County  Medical  Society* 
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INTERNAL  MEDICINE  - Join  progres- 
sive group  practice  in  Bloomington,  Illi- 
nois, population  130,000;  fastest  grow- 
ing city  in  the  Midwest.  Two  BC  physi- 
cians are  turning  away  10-12  new  pa- 
tients a day.  Modem,  financially  suc- 
cessful practice  offers  excellent  career 
opportunity;  compensation.  Commu- 
nity has  two  universities,  excellent  mix 
of  industry  and  business.  Contact;  Dawn 
Hamman,  Saint  Francis,  Inc.,  4541  N. 
Prospect,  Suite  400,  Peoria,  IL  61614; 
phone  800-438-3740.  7-8/93 

PEDIATRICIAN,  BC/BE:  To  join  busy, 
well-established  general  p>ediatrics  prac- 
tice in  a desirable  far  northern  suburb  of 
Chicago.  This  future  partnership  op- 
portunity offers  competitive  compensa- 
tion and  benefits,  family  oriented  life- 
style, excellent  schools  and  park  district, 
and  easy  access  to  Chicago.  For  infor- 
mation, please  contact  Susan  Kilpatrick, 
Director  of  Physician  Outreach,  Condell 
Medical  Center,  900  Garfield  Ave.,  Lib- 
ertyville,  IL,  60048;  (708)  362-2905,  ext. 
5280.  You  may  also  simply  fax  your  CV 
and  cover  letter  to  (708)  362-1721. 

7-9/93 

CHICAGO:  NORTHERN  SUBURBS  - 
Several  members  of  the  medical  staff  of 
Condell  Medical  Center  are  seeking 
associates  for  opportunities  in  family 
practice,  internal  medicine,  and  OB/ 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 
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GYN.  Condell  is  a progressive  commu- 
nity hospital  centrally  located  in  the 
rapidly  expanding  far  northern  suburbs 
of  Chicago.  Our  growing  service  area 
features  all  the  amenities  of  family  ori- 
ented suburban  living,  including  award 
winning  school  systems,  with  easy  ac- 
cess to  Chicago.  Complementing  the 
hospital's  main  complex  are  a full  serv- 
ice health  club,  intergenerational  day 
care  center,  and  a conference  center.  For 
information,  contact  Susan  Kilpatrick, 
Physician  Outreach  at  (708)  362-2905, 
ext.  5280  or  fax  materials  to  (708)  362- 
1721.  7-9/93 

MADISON,  WISCONSIN.  Family  Prac- 
tice positions  available.  Excellent  sal- 
ary, benefits,  lifestyle.  Contact  Profes- 
sional Staff  Coordinator,  Group  Health 
Cooperative,  One  South  Park  Street, 
Madison,  WI  53715;  (608)  251-4156. 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

5-7/93 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
URGENT  CARE 
OB/GYN 

Single  and  multi-specialty,  and  solo 
opportunities  available. 

Wisconsin  Nebraska 

Kansas  Illinois 

Texas  Ohio 

For  additional  information  please  contact: 

Strelcheck  & Associates,  Inc. 

10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 
1-800-243-4353 
Metro  Milwaukee  241-9500. 


— ClcLSsiJicd  uds 

GHC  is  an  equal  opportunity/affirma- 
tive action  employer.  5-8/93 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opportunities  in  family  practice,  inter- 
nal medicine  and  ob/gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportu- 
nities with  North/ University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 
cess to  Minneapolis/ St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  Ifyou're  BC/BE,  send  your  CV 
or  call  in  confidence:  Mark  Billmayer, 
North  Memorial  Medical  Center,  3300 


INTERNAL  MEDICINE 
MINNESOTA 

Progressive  primary  care  based 
multispecialty  group  seeking  BE/ 
BC  internist  to  expand  existing  3 
person  department.  We  are  look- 
ing for  someone  interested  in  in- 
patient as  well  as  out-patient  medi- 
cine. Subspeciality  interest  would 
be  an  advantage. 

Located  just  20  minutes  north  of 
downtown  Minneapolis,  the  area 
offers  suburban  living  with  easy 
access  to  an  unlimited  array  of 
family,  cultural,  education  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including:  paid  vacation 
and  CME;  all  insurances  paid  and 
partnership  potential  after  one 
year.  Please  respond  with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 
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Physicians  Exchange 

Continued 

Oakdale  Ave.  North,  Robbinsdale,  MN 
55422.  Nationwide  and  Canada  1-800- 
275-4790.  In  the  Twin  Cities,  call  612- 
520-1336.  3-8/93 

WISCONSIN:  Excellent  opportunity 
for  emergency  physician  to  join  stable, 
well-established,  8-  member,  fee-for- 
service  group  staffing  560  bed  tertiary- 
care  Medical  College  of  Wisconsin  Af- 
filiate teaching  hospital.  35,000  ED  visits 
annually.  Excellent  specialty  backup. 


Wisconsin — Michigan 


Dermatology  Oncology 

Gastroenterology  Neurosurgery 

Orthopedics — Hand  Orthopedics 

Occupational  Medicine  Urology 

Single  and  multi-specialty  opportunities. 
Locations  in  cities  on  or  near  a lake. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1-800-243-4353  or  414-241-9500. 

Strelcheck  &r  Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon.Wl  53092 


PEDIATRICIAN 

Position  available  for  Board 
Certified/Board  Eligible 
Pediatrician  in  a 50+ 
physician  multi-specialty 
Clinic  located  on  Lake 
Michigan  in  southeast 
Wisconsin.  Conveniently 
located  one  hour  north  of 
Milwaukee  in  a city  of 
50,000  with  a drawing  area 
of  100,000.  Excellent  benefit 
package  including  relocation 
expenses. 

Please  contact  James  J. 
Gularek,  Administrator  at: 

The  SHEBCfYGAN  CUNIC 

2414  Kohler  Memorial  Drive 
Sheboygan,  Wisconsin  53081 
414/4574461  or  1-800457-4461 


Exceptional  compensation  and  benefit 
package.  Will  consider  non-emergency 
medicine  trained  physicians  board  certi- 
fied in  other  primary  care  specialty  to 
provide  double  coverage.  Send  CV  to 
David  Moss,  MD,  FACEP,  Professional 
Emergency  Care  Ltd.,  5000  West  Cham- 
bers St.,  Milwaukee,  WI  53210,  or  call 
414/447-2171.  4/TFN,93 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 
cine, Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 
recreational.  Northern  Michigan,  fam- 
ily-oriented community.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  John  Schon,  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49801.  800-236-3240.  6-7/93 

URGENT  CARE  - Board  eligible  or  cer- 
tified family  practice  physician  needed 
for  PromptCare,  walk-in  minor  emer- 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
workweek.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

7/93 


gencies  facility  affiliated  with  Saint 
Francis  Medical  Center,  Peoria,  Illinois. 
Work  8-12  hour  shifts  in  modern,  subur- 
ban facility;  compensation  $55-72  per 
hour,  depending  on  qualifications  and 
benefits.  Peoria,  population  base  of 
250,000,  offers  quality  Midwestern  life- 
style; universities,  recreation,  solid  econ- 
omy. Contact  Dawn  Hamman,  Saint 
Francis,  Inc.,  4541 N.  Prospect,  Suite  400, 
Peoria,  IL  61614;  phone  800438-3740; 
fax  309-685-1997.  7-8/93 

FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICIAN  to  join  progressive  13-phy- 
sician  group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022  (715) 
425-6701.  c9tfn/91 

PEDIATRICIAN,  B.C.,  OR  PEDI ATRI- 
CIAN-INTENSIVIST  to  join  general  Pe- 
diatrician and  Neonatologist-Pediatri- 
cian  in  N.W.  Indiana.  Superior  schools 
and  community,  many  recreational  op- 
portunities, 50  miles  from  Chicago.  Six 
weeks  per  year  PGE  & vacation.  Early 
full  partnership.  Send  CV  and  cover 
letter  to  Doctors  Covey  and  Marquez, 


PPS  for  PSP’’ 
Practices  Seeking  Phy.sicians 
Physicians  Seeking  Practices 
Locum  Tenons  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  5.1008-0791 

1-800-747-0606  (414)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  noember  multi-specialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  winning  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8480,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703.  2-12/93 
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Physicians  Exchange 

Continued 

South  Ridge  Pediatric  Center,  P.C.,  Suite 
3,  2101  Comeford  Rd.,  Valparaiso,  Indi- 
ana, 46383.  3-8/93 

MILWAUKEE  SUBURB.  Established 
and  growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opportunity.  Positions 
available  in  internal  medicine,  family 
practice,  and  pediatrics.  Please  send  CV 
to  Administrator,  Park  Crest  Medical 
Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  3tfn/91 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 
internal  medicine,  urology,  oncology. 
Competitive  salary,  excellent  fringe 
benefits.  Address  inquiries  and  CV  to: 
Medical  Associates  Administrator,  PO 
Box  427,  Menomonee  Falls,  WI  53052- 
0427.  3-8/93 

PEDIATRICS-ORTHOPEDIC  SUR- 
GERY-FAMILY PRACTICE-INTER- 
NAL MEDICINE-UPPER  MIDWEST. 
B/  E or  B/C  physicians  for  partnership 
in  lakes  and  trees  community.  Shared 
call,  fully  equipped  and  staffed  office, 
very  competitive  guaranteed  salary,  and 
comprehensive  benefit  package.  Also 
numerous  LOCUM  TENENS  positions 
available.  For  information  on  opportu- 
nities in  the  UPPER  MIDWEST,  send 
C.V.  to:  Mary  Jo  Cordes,  President, 

MDsearch,  P.O.  Box  21507,  St.  Paul,  MN 


Southern  Wisconsin:  Family 

practice  and  internal  medicine 
opportunities  available  in  metro- 
politan, suburban  and  rural  areas. 
Opportunities  include  multispe- 
cialty group,  community  hospital 
network,  teaching  and  managed 
care  setting.  Each  provides  six 
figure  salary  guarantee,  full  bene- 
fit package,  excellent  call  sched- 
ule. Must  be  BE/BC  and  commit- 
ted to  providing  quality  care. 
Contact  John  Goff  at  1-800-236- 
7688  to  have  information  on  any 
of  these  practices  sent  to  you. 

5-10/93 


55121;  or  call  1-800-484-9645,  ext.  7291, 
(612)454-7291,  or  FAX  (612)454-7277. 

2-7/93 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  Medical  Di- 
rector, PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552.  7-9/93 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  Der- 
matology, Family  Medicine,  Gastroen- 
terology, Obstetrics/Gynecology,  Pedi- 
atrics, Occupational  Medicine  and  Urol- 
ogy. Large  multi-specialty  group  lo- 
cated in  central  Wisconsin.  Competitive 
salary  (incentive  after  first  year).  Com- 
prehensive benefit  package  including 
malpractice  insurance,  flexible  benefit 
plan  and  profit  sharing.  Modern  facility 
located  directly  across  the  street  from 
250-bed  acute  care  facility.  The  area  is 
ideal  for  outdoor  enthusiasts  (including 
large  downhill  ski  area)  with  outstand- 
ing cultural  activities  year  round.  Write 
or  call  collect  David  K.  Aughenbaugh, 
MD,  Medical  Director,  Wausau  Medical 


Family  Practice  physician  to  join 
8-physician  family  practice  clinic 
in  Cloquet,  Mirmesota,  a commu- 
nity of  14,000  located  20  rrules  from 
Duluth/ Superior.  Modern,  well- 
equipped  hospital  1 block  away, 
stable  forest  products-based  econ- 
omy, excellent  schools,  4-season 
outdoor  recreation.  First  year  sal- 
ary guarantee,  paid  malpractice, 
health  and  disability  insurance, 
vacation  and  CME. 

Send  CV  in  strictest  confidence  to: 
John  J.  Turonie,  Administrator 
The  Raiter  Clinic,  Ltd. 

417  Skyline  Boulevard 
Cloquet,  Minnesota  55720 
Telephone:  218/879-1271 

The  Raiter  Clinic,  Ltd.  is  an  equal 
opportunity  employer.  5-7 / 93 


Center,  2727  Plaza  Drive,  Wausau,  Wis- 
consin 54401,  telephone  (715)  847-3235. 

2/93;TFN 


Medical  Director 
University  Health  Clinic 
The  University  of  South  Dakota 

The  University  of  South  Dakota 
Health  Clinic  is  seeking  applica- 
tions for  the  position  of  Medical 
Director.  This  position  is  an  aca- 
demic year  appointment  with 
summer  employment  possibility. 
The  position  is  responsible  for 
direct  patient  care,  medical  con- 
sultation, emergency  treatment, 
quality  assurance,  risk  manage- 
ment along  with  educating  stu- 
dents in  personal  health,  medical 
related  concerns  and  wellness.  The 
position  will  provide  medical  lead- 
ership and  direct  supervision  of 
medical  personnel  including  Phy- 
sician Assistant  and  Nurse  Practi- 
tioner. NO  ON  CALL  RESPON- 
SIBILITIES. Support  services  in- 
clude Laboratory,  Radiology, 
Nutritional  and  Drug  & Alcohol 
Counseling  Health  Education  and 
Administration.  Must  be  licensed 
in  or  eligible  for  South  Dakota 
medical  license.  The  University 
Health  Clinic  program  is  fully 
accredited  by  AAAHC,  focusing 
on  primary  ambulatory  health  care 
for  a student  population  of  ap- 
proximately 7500,  located  in  Ver- 
million. Salary  is  comp)etitive  with 
excellent  fringe  benefits  including 
professional  liability.  Prefer  fam- 
ily Practitioner,  Internist  or  Pedia- 
trician with  demonstrated  inter- 
est/training in  adolescent  and 
preventative  medicine.  Send  let- 
ter of  application.  Curriculum  Vita 
and  names,  addresses  and  tele- 
phone numbers  of  at  least  three 
references  to  Janet  Mullen,  Dean 
of  Students,  Room  108  Slagle  Hall, 
414  East  Clark,  Vermillion,  South 
Dakota  57069-2390.  Screening  of 
applicants  will  begin  July  1, 1993 
and  continue  until  a candidate  is 
hired.  Position  is  subject  to  Board 
of  Regents  approval.  6-7/93 


Wisconsin  Medical  Journal  • July  1993 


439 


For  Sale 


BUILDING  FOR  SALE: 
Wauwatosa,  corner  50'  X 124'  lot. 
Zoned  Medical.  Currently  dental 
office  - 864  sq.  ft.  plus  2nd  floor 
apt.  Approvedfor550sq.  ft.  addi- 
tion and  9 stall  parking  lot.  Dr. 
Scheels  eves.  414-784-7742. 


Practice  for  Sale:  East  side  Mil- 
waukee physician  desires  to  sell 
his  primary  care-family  practice, 
near  hospital.  Good  patient  mix. 
Great  opportunity  for  dynamic 
person  to  purchase  goodwill,  pa- 
tient records,  medical  equipment. 
Contact:  Barton-Collins,  Ltd  , c/o 
Dan  Collins,  9401  West  Beloit 
Road,  Suite  #312,  Milwaukee,  WI 
53227;  ph  414-541-6099.  6-8/93 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in 
cooperation  with  others  who  wish  to 
maintain  a centralized  schedule  of 
meetings  and  courses  of  interest  to 
Wisconsin  physicians  and  to  avoid 
scheduling  programs  in  conflict  with 
others.  Hospitals,  clinics,  specialty 
societies,  and  medical  schools  are 
particularly  invited  to  utilize  this  Listing 
service.  There  is  a nominal  charge  for 
listing  of  Continuing  Medical 
Education  courses  at  the  following 
rates:  55  cents  per  word,  with  a 
minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific 
meetings  will  be  included  at  the 
discretion  of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August 
issue  is  due  by  July  1.  Address 
communications  to:  Wisconsin 

Medical  Journal,  Box  1109,  Madison, 
Wl  53701;  or  phone  608-257-6781;  or 
toU-free  1-800-362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  moi  ith  of  the  Journal  of  the  American 
Medical  Association. 


Medical  Meetings-Continuing 
Medical  Education 


Practical  Strategies  in  the  Evaluation 
and  Management  of  the  Geriatric  Pa- 
tient. September  9-10, 1993,  The  Pointe 
Resort  and  Conference  Center, 
Minocqua,  Wisconsin.  Contact:  Marsh- 
field Clinic,  Office  of  Medical  Educa- 
tion, 1000  North  Oak  Avenue, 
Marshfield,  WI  54449.  1-800-782-8581, 
ext.  5207.  6-8/93 

Issues  in  Primary  Care.  September  17- 
18, 1993,  Landmark  Inn  Resort  and  Con- 
ference Center,  Egg  Harbor,  Wisconsin. 
Contact:  Marshfield  Clinic,  Office  of 

Medical  Education,  1000  North  Oak  Ave- 
nue, Marshfield,  WI  54449.  1-800-782- 
8581,  ext.  5207.  6-8/93 

AMA 

December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


State  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS  - 1994-1995 

The  1994  meeting  wUl  be  in  Milwaukee 
at  the  Milwaukee  Exposition  and 
Convention  Center  and  Arena 
(MECCA)  and  the  new  Hyatt  Regency 
as  the  headquarters  hotel. 

1994  - April  13-16:  Milwaukee 

1995  - April  5-8:  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free  in 
Wisconsin:  1-800-362-9080. 
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Reference:  1.  Jones  PH,  el  al.  Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia:  a dose- 
response  study.  Pin  Cardld.  1991,14:146-151. 

PRAVACHOL*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication. 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  function  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lowenng  drugs  during 
pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia.  Cho- 
lesterol and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development  (including 
synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol  synthesis 
and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may  cause  fetal 
harm  when  administered  to  pregnant  women.  Therefore,  HMG-CoA  reductase  inhibitors  are  contraindicated 
during  pregnancy  and  in  nursing  mothers  Pravastatin  should  be  administered  to  women  of  childbearing 
age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  Informed  of  the  potential 
hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discontinued  and  the 
patient  apprised  of  the  potential  hazard  to  the  fetus, 

WVnMINfjS 

Uver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lowering  therapies,  have  been  associated 
with  biochemical  abnomnaJities  of  liver  function.  Increases  of  serum  transaminase  (ALT.  AST)  values  to  mae  than 
3 limes  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been  reported 
in  1.3%  of  patients  treated  with  pravastatin  in  the  US.  over  an  average  period  of  18  rrxxiths.  These  abnormalities 
were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In  those  patients  in 
whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued  from  therapy,  the 
transaminase  levels  usually  fell  slowly  to  prelreatment  levels.  These  biochemical  findings  are  usually  asymptomatic 
although  worldwide  experience  indicates  that  anorexia,  weakness,  and/a  abdominal  pain  may  also  be  present  in 
rare  patients. 

As  with  other  lipid-lowering  agents,  liver  function  tests  should  be  perforrr>ed  during  therapy  with  pravastatin. 
Serum  aminotransferases,  including  ALT  (SGPT).  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  dunng  the  rerriainder  of  the  first  year,  and  penodically  thereafter  (e.g., 
at  about  slx-rrxjnth  intervals).  Speaal  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels,  bver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  intervals.  If  increases  In  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase  elevations  following  discontinua- 
tion of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  liver  disease  or  unexplained  transaminase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
COfiTTRAINDCATIONS).  (Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history  of 
liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOUDGY:  Pharmacokinetics/Metabolism).  Such 
patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and  titrated  to 
the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re> 
ported  with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunction  with  increases  in  creatine  phosphokinase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness, particulady  if  accompanied  by  malaise  or  fever.  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  p^ient  experiencing  an  acute  or  serious  condition  predisposing  to 
the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major  sur- 
gery; trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  during  treatment  with  lovastatin  is  increased  If  therapy  with  either  cyclosporine,  gem- 
fibrozil. erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  expenence  with  the  use  of  pravastatin 
together  with  cyclosporine.  Myopathy  has  not  been  observed  in  clinical  tnals  involving  small  numbers  of  patients 
who  virere  treated  with  pravastatin  together  with  niacin.  One  tnal  of  limited  size  involving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CFK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  vi/as  not  reported  in  this  trial  (see  PRECAITTIONS: 
Drug  Interactions).  One  patient  devetaped  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin;  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued.  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined  use 
of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin. 

Homozygous  Familial  Hypercholesterdemia.  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors. 

Renal  Insufficiency.  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying  degrees 
of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacokinetics  of 
pravastatin  or  its  3a-hydroxy  isomenc  metabolite  (SO  31 ,906).  A small  increase  was  seen  in  mean  AUC  values  and 
haff-life  (ti/2)  for  the  inactive  enzymatic  ring  hydroxylation  metabolite  (SO  31 ,945).  Given  this  small  sample  size,  the 
dosage  administered,  and  the  degree  of  individual  variability  patients  with  renal  impairment  who  are  receiving 
pravastatin  should  be  closely  monitored. 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or 
weakness,  particularly  if  accompanied  by  malaise  or  fever. 

Drug  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil,  Niacin  (Nicotinic  Acid),  Erythromycin:  See  WARN- 
INGS Skeletal  Muscle. 

^tipynne:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e.g  , phenytoin,  quinidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur. 

Chol^tyramine/Cdestipol:  Cloncomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in  the 
mean  AUC  of  pravastatin.  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after  choles- 
tyramine or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in  bio- 
availability  or  therapeutic  effect.  (See  DOSA(^  AND  ADMINISTRATION  Concomitant  Therapy.) 

iNarfarin:  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarin  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered.  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  warfann.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class,  f^tients  receiving  warfann-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  Is  initiated  or  the  dosage  of  pravastatin  is  changed. 

Cimebdine:  The  AUCo-ighr  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone.  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid. 

Digoxin  In  a crossover  trial  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for 
9 days,  the  bioavailability  parameters  of  digoxin  were  not  affected.  The  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31 ,906  and  SQ  31.945  was  not  altered. 

Gemfibrozil:  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  svas  a significant  decrease  in  unnary  excretion  and  protein  binding  of  pravastatin,  in  addition, 
there  was  a significant  increase  in  AUC.  Cmax.  and  Tmax  for  the  pravastatin  rr>etabolite  SO  31,906.  Combination 
therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studies  with  aspinn,  antacids  (1  hour  prior  to  PRAVACHOL  (pravastatin  sodium)],  cimetidine. 
nicotinic  acid,  or  probucol,  no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL 
was  administered. 

Other  Drugs:  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was  added 
to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta-blockers, 
or  nitroglycerin. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results  of 
clinical  trials  with  pravastatin  in  males  arxJ  post-menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels,  in  a study  of  21  males,  the  mean  testosterone  response  to 
human  chorionic  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin.  However,  the  percentage  of  patients  showing  a 250%  rise  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients.  The  effects,  if  any,  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre-menopausal  females  are  unknown. 
F^tients  treated  with  pravastatin  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropriately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g..  ketoconazole,  spironolactone,  cim- 
etidine) that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicfty:  CNS  vascular  lesions,  characterized  by  perivascular  henrorrhage  and  edema  and  rrx)nonuclear  cell 


infiltration  of  perivascular  spaces,  were  seen  m dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a dose 
that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40  mg/day. 
Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 

A chemically  similar  drug  in  this  class  produced  optic  nerve  degeneration  (Wailenan  degeneration  of  reti- 
nogeniculate  fibers)  in  clmic^ly  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced  ves- 
tibulocochlear \Atellerian-like  degeneration  and  retinal  ganglion  cell  chromatofysis  m dogs  treated  for  14  weeks  at 
180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses  of 
10, 30,  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  m males  al  the 
highest  dose  (p<0.01).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatin  as  measured  by  AUC 

The  oral  administration  of  10.  30,  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to  5.0  times 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared  to 
controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected 

A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25. 100.  and  400  mg/kg  body 
weight,  which  resulted  m mean  serum  drug  levels  approximately  3, 15.  and  33  times  higher  than  the  mean  human 
serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose  Uver  caranomas  were  significantly 
increased  m high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence  of  90  percent  m males 
The  incidence  of  adenomas  of  the  liver  was  significantly  increased  m mid-  and  high-dose  females  Drug  treatment 
also  significantly  increased  the  inadence  of  lung  adenomas  m mid-  and  high-dose  males  and  females  Adenomas 
of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  hi^-dose  mice  than  in  controls 

No  e^ence  of  mutagenicity  was  observed  m vitro,  with  or  without  rat-liver  metabolic  activation,  m the  following 
studies:  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Eschenchia  coh,  a fonward 
mutation  assay  in  L5178Y  TK  -►  / - mouse  lymphoma  cells,  a chromosomal  aberration  lest  in  hamster  cells,  and  a 
gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice 

In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg.  pravastatin  did  not  produce  any  adverse  effects  on  fertility 
or  general  reproductive  performance.  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor,  there  viras 
decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium)  was  observed 
Although  not  seen  with  pravastatin,  two  similar  drugs  m this  class  caused  drug-related  testicular  atrophy,  de- 
creased spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The  clinical  significance 
of  these  findings  is  unclear. 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAIN(X)ATIONS. 

Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1(X)0  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter2)  However,  in  studies  with  another  HMG-(3oA  reductase 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and  have 
been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL.  it  should  be 
discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus. 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDCATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  al  this  time.  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4-rrK)nth  long 
placebo-controlled  tnals,  1.7%  of  pravastatin-treated  patients  and  1.2%  of  placebo-treated  patients  were  discon- 
tinued from  treatment  because  of  adverse  expenences  attnbuted  to  study  drug  therapy,  this  difference  was  not 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-speafic  gastrointestinal  complaints.  Dunng  clinical  trials  the  overall 
inadence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients. 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attnbution)  reported  in  more  than  2%  of 
pravastatin-treated  patients  in  the  placebo-controlled  tnals  are  identified  in  the  table  below;  also  shown  are  the 
percentages  of  patients  in  virhom  these  medical  events  were  believed  to  be  related  or  p>ossibly  related  to  the  drug 


All  Events  % 

Events  Attnbuted  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Racebo 
(N  = 411) 

Pravastatin 
(N  = 900) 

Racebo 
(N  = 411) 

Cardiovascular 

Cardiac  Chest  Pam 

4.0 

3.4 

0-1 

0.0 

Dermatologic 

Rash 

4.0' 

1.1 

1.3 

0.9 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdominal  Pam 

5.4 

6.9 

2.0 

3.9 

Constipation 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

34 

Heartburn 

2.9 

1 9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

10 

Chest  Ram 

3.7 

1.9 

0.3 

0.2 

Influenza 

2.4* 

0-7 

00 

00 

Musculoskeletal 

Localized  Pam 

10.0 

9.0 

1 4 

15 

Myalgia 

2.7 

10 

06 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

17* 

0.2 

Dizziness 

3.3 

3.2 

1 0 

0.5 

Renal/Genitounnary 

Unnary  Abnormality 

2.4 

29 

07 

1 2 

Respiratory 

Common  Ck)ld 

70 

6.3 

0.0 

0.0 

Rhinitis 

4 0 

4.1 

0.1 

0.0 

Cough 

2.6 

17 

0.1 

00 

'Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  in  this  class: 

Skeletal:  myopathy,  rhabdomyolysis. 

Neurological:  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
fTXJvement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  penpheral  neuropathy,  penpheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensit  vity  syndrome  has  been  reported  rarely  which  has  included 
one  or  more  of  the  following  features:  anaphylaxis,  angioedema.  lupus  erythematous-like  syndrome,  polymyalgia 
rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA.  ESR  increase, 
arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chilis,  flushing,  malaise,  dyspnea,  toxic  epidermal 
necrolysis,  erythema  multiforme,  including  Stevens-Johnson  syndrome. 

^strointestinal:  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and.  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eosnophilia  has  been  reported  Eosinophil  carts  usually  returned  to  normal  despite  contin- 
ued therapy.  Ariemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  ofrier  HMG-CoA  redxtase  rhibrtors 
Concomitent  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic aad,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibrozil  to 
therapy  with  lovastatin  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatin  or  pravastatin  alone  No  adverse  reactions  unique  to  the  combination  or  in  addition  to 
those  previously  reported  for  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyolysis  (with  or  without 
acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  us^  in  combination  with 
immunosuppressive  drugs,  gemfibrozil,  erythromycin,  or  lipid-lowenng  doses  of  nicotinic  aad  Concomitant  ther- 
apy with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended.  (See  WARNINGS 
Skeletal  Muscle  and  PRECAL/TIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required 
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Opinions 


President's  page 

In  the  midst  of  grief,  we  try  to  learn 


Recently,  I attended  the  memo- 
rial service  for  a physician  who 
took  his  own  life.  He  was  an  excel- 
lent practitioner,  well  liked  by  pa- 
tients and  staff,  still  fairly  young 
and  in  good  health.  His  death  was  a 
complete  surprise  and  shock  to  col- 
leagues. He  had  a sense  of  humor 
and  propriety  that  gave  confidence 
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to  those  around  him,  but  he  was  also 
a very  private  person  and  we  shall 
never  know  what  inner  agony  led  to 
his  impulsive  act. 

In  the  midst  of  grief,  we  try  to 
learn  from  such  an  event.  Were  there 
missed  clues  to  this  man's  deep 
distress?  What  prevented  him  from 
reaching  out  for  help?  How  do  we 
measure  our  responsibility  to  each 
other  beyond  the  office  and  hospital 
corridors?  It  is  necessary  to  think 
about  these  questions,  but  answers 
usually  remain  elusive. 

The  death  of  any  physician  in 
active  practice  is  not  only  a personal 
tragedy  for  family  and  friends  but 
also  affects  patients  and  the  physi- 
cian's community  as  a whole.  We  all 
have  spent  time  helping  a patient 
deal  with  the  unexpected  loss  of  the 
doctor  who  may  have  meant  more 
to  that  patient  than  any  other  per- 
son. When  the  death  is  by  suicide, 
patients  have  even  more  to  deal  with- 
-their  personal  sense  of  betrayal  and 
anger  and  guilt. 

This  tragedy  emphasizes  the 
peculiarly  unique  responsibilities  we 
physicians  have  and  the  immense 
toll  such  responsibilities  demand. 
Most  of  us  see  ourselves  as  ordinary 
people  doing  the  job  for  which  we 
are  best  suited.  We  may  be  too 
modest  emd  matter-of-fact  about  our 
talents  and  skills.  Too  often,  we  make 
light  of  our  fatigue  and  frustrations, 
pretend  the  beeper's  beep  and  tele- 
phone's ring  don't  hurt,  rationalize 
the  absence  of  a family  life  that 


Pauline  M.  Jacksoti,  MD 


doesn't  revolve  around  "the  doc- 
tor's schedule."  We  work  hard  to 
find  a modicum  of  time  to  play  and 
read  and  sleep  and  love  in  the  midst 
of  moral,  intellectual,  and  practical 
difficulties  we  experience  24  hours  a 
day. 

Let  us  be  cognizant  that  the  prac- 
tice of  medicine  is  a unique  vocation 
with  special  joys  and  heartbreaks 
and,  thereby,  increased  vulnerabili- 
ties. The  premature  death  of  our 
colleague  exhorts  us  to  accept  and 
care  for  ourselves.  In  the  words  of  a 
well-known  prayer;  Lord,  give  me 
the  serenity  to  accept  the  things  I 
cannot  change,  the  courage  to  change 
the  things  I can,  and  the  wisdom  to 
know  the  difference. ❖ 
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EVP  report:  The  view  from  here 

Through  the  looking  glass 


The  time  has  come/  the  Walrus 
said,  'to  talk  of  many  things;"' 
And  so  it  is  for  us,  in  this  era  of 
enormous  change.  Some  of  the 
change  is  born  of  economics,  some 
of  politics;  some  of  the  change  is 
happening  now,  some  hides  just  over 
the  horizon.  Like  Lewis  Carroll's 
Alice,  we  have  peered  into  the  look- 
ing glass  to  see  who  we  are  and  have 
discovered  ourselves  in  a very  dif- 
ferent place.  The  physicians  in  solo 
and  small  group  practices,  in  par- 
ticular, have  remarked  "curiouser 
and  curiouser..." 

Put  in  economic  terms,  discus- 
sions with  physicians  across  the  state 
in  recent  weeks  have  finally  come  to 
rest  on  one  word  more  than  any 


other:  competition.  The  most  recent 
new  players  emerging  in  Wiscon- 
sin—players  such  as  the  Mayo  Clinic 
and  Aurora  Health  Care— have  en- 
tered the  state's  health  care  market 
in  what  some  may  describe  as  an 
"aggressive"  manner.  Meanwhile, 
the  existing  clinics  are  continuing 
their  expansions.  All  of  which  leaves 
many  solo  practitioners  and  small 
group  practice  physicians  wonder- 
ing, like  Alice,  where  they  are,  who 
they  are,  and  what  their  future  may 
be. 

Officially,  the  SMS  policy  is  to 
favor  a pluralistic  health  care  deliv- 
ery system.  While  that  position 
serves  a diverse  society  well— mak- 
Continucd  on  page  446 


Thomas  L.  Adams,  CAE 


"Enjoy  tfie  e?cquisite  taste  of 
cCassicaC  Italian  cuisine  right 
here  in  iMadison. . .at  Eeppino's 
J^or  all  of  your  dining  occasions. 
Let  chef  and  ozimer  Eeppino  matc^ 
yours  a night  to  rememher. 
Choose  from  the  e?(tensive  menu  of 
fresh  fish,  veal,  chicken  and  pastas 
...  or  any  of  the  nightly  specials. 


''^ou'CCget  only  the  finest 
at  tPep-pino 's  ” 

Open  nightly  at  5pm 
5518  "University  SLvenue  in  Udadison 
Setiveen  "Whitney  "Way  and 
"Middleton. 

Call  (608)  233-2200 for  reservations. 


444 


Wisconsin  Medical  Journal  • August  1993 
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Continued  from  page  444 
ing  the  FTC  and  the  Justice  Depart- 
ment happy  at  the  same  time— it 
presents  a significant  challenge  to 
the  SMS.  The  problem,  at  its  core,  is 
in  formulating  SMS  policies  that 
effectively  represent  the  interests  of 
all  physicians. 

Is  there  an  implied  obligation  for 
the  SMS  to  provide  an  environment 
that  ensures  the  success  of  one  (or 
all)  practice  type(s)?  No.  There  is, 
however,  an  obligation  to  provide 
tools  to  individual  physicians  to 
enable  them  to  make  informed  deci- 
sions about  what  type  of  practice  is 
right  for  them. 

With  the  growing  collectivization 
of  medicine,  what  type  of  formal  or 
informal  group  is  right  for  you?  The 
answer  will  not  be  tlie  same  for  every 
physician. 

To  help  you  sort  out  those  ques- 
tions, the  SMS  is  sponsoring  a semi- 


nar Oct  1-2,  at  the  Country  Inn  in 
Pewaukee  (registration  forms  have 
been  in  Medigram) . The  seminar  will 
offer  experts  to  talk  with  you  about 
various  practice  types  and  bring  you 
specific  information  on  fully  inte- 
grated delivery  systems  as  well  as 
how  to  form  physician  organizations 
(POs)  and  physician/ hospital  or- 
ganizations (PHOs).  The  discussion 
of  POs  and  PHOs  are  intended  to  let 
you  know  how  physicians  can  le- 
gally come  together  to  bargain,  while 
still  being  able  to  maintain  an  indi- 
vidual practice.  These  are  new  con- 
cepts, and  this  issue  of  the  WMJ 
offers  you  a first  glimpse.  Rather 
than  reinvent  the  wheel,  we're  re- 
printing a series  of  articles  that  re- 
cently appeared  in  Michigan  Medi- 
cine, the  journal  of  the  Michigan  State 
Medical  Society. 

Only  you  can  decide  if  you  are 
willing  to  take  a Friday  night  and 


Saturday  morning  to  invest  in  your 
future.  The  only  thing  that  will  en- 
sure the  continuation  of  solo  and 
small  group  practices  is  to  look  at 
ways  for  physicians  to  come  to- 
gether—such  as  in  POs  and  PHOs— 
to  be  competitive  in  the  coming  inte- 
grated network  environment  (as  the 
current  jargon  calls  it). 

No  one  can  do  this  for  you.  You 
have  to  do  it  yourself.  Your  success 
depends  on  your  willingness  to 
spend  time  to  become  informed, 
fully  informed,  on  all  practice  op- 
tions from  choosing  the  best  medi- 
cal liability  policy  to  deciding  which 
prepayment  plans  to  be  associated 
with,  to  whether  you  will  partici- 
pate in  a PO  or  PI  lO. 

"I  can't  explain  myself,"  Alice 
said,  "because  I'm  not  myself,"  but 
you  need  not  suffer  the  same 
conudrum.  Your  future  is  in  your 
hands:  If  you  don' t seize  it,  someone 
else  will.^ 
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Letters 

New  therapies  for  multiple  sclerosis— When? 


To  THE  editor:  During  the  past 
few  years,  six  new  treatments 
for  multiple  sclerosis  have  been 
trumpeted  loudly  in  the  press,  over 
radio,  and  on  television,  whereas 
their  scientific  bases— if  they  ap- 
peared at  all— have  been  printed  in 
journals  not  widely  read  by  practic- 
ing physicians.  Accordingly,  it  seems 
reasonable  to  briefly  discuss  the  six 
new  treatments,  their  rationales,  and 
when  they  might  become  generally 
available. 

While  the  exact  cause  of  multiple 
sclerosis  remains  unknown,  all  of 
the  treatments  are  based  on  the 
premise  that  something  in  the  body 
is  destroying  either  the  oligodenro- 
cytes,  the  cells  that  produce  myelin, 
or  the  myelin  itself.  There  also  seems 
to  be  a growing  consensus  that  the 
damage  is  being  done  immunologi- 
cally  either  by  auto-antibodies 
against  myelin  or  by  suppressor  T- 
cells  that  are  destroying  myelin  on 
an  immunologic  basis.’ 

The  first  of  what  may  be  called 
the  new  generation  of  multiple  scle- 
rosis treatments  was  developed  and 
proposed  by  Annon  and  Teitelbaum 
in  1968.^  They  synthesized  a sub- 
stance they  named  copolymer  which 
consists  of  polypeptides  present 
inmyelin.  Their  hypothesis  is  that  if 
this  substance  is  circulating  in  the 


body  it  will  act  as  a decoy  to  attract 
and  deactivate  whatever  it  is  that  is 
destroying  myelin.  Copolymer  is 
now  available  in  Europe  and  is  still 
undergoing  FDA  scrutiny  in  this 
country.  A recent  double  blind  study 
showed  that  it  did  decrease  exacer- 
bations of  multiple  sclerosis.  The 
patient  injects  the  material  them- 
selves on  a daily  basis. ^ 

A second  heralded  treatment  for 
multiple  sclerosis  has  received  a 
great  deal  of  attention  in  the  Chi- 
cago media  because  studies  in  its 
regard  have  been  going  on  in  a major 
medical  center  in  that  city.  It  is  4- 
Aminopyridine.  This  substance  is 
said  to  cool  the  nerve  endings  by 
chemical  means  and  thereby  reduce 
the  symptoms  of  multiple  sclerosis. 
It  is  available  in  Europe  and  is  un- 
dergoing surveillance  by  the  FDA  in 
this  country.  It  must  be  emphasized 
that  this  approach  is  one  of  sympto- 
matic relief  rather  than  a cure.^  Four- 
Aminopyridine  is  taken  orally  and 
is  said  to  ameliorate  symptoms  for 
several  hours. 

A third  approach  to  the  treatment 
of  multiple  sclerosis  seems  to  be  the 
most  promising  to  this  observer 
because  it  is  aimed  at  curing  the 
disease.  It  takes  advantage  of  the 
fact  that  persons  with  multiple  scle- 
rosis have  increased  numbers  of  T- 


cells  that  have  auto-myelin  activity. 
These  cells  can  be  cloned  and  grown 
in  interleukin  2.  The  patient  is  then 
immunized  with  these  cells  on  the 
hypothesis  that  the  body  can  be  made 
resistant  to  their  activity.  This  is 
called  anti-idiotype  therapy.  It  has 
cured  mice  of  the  animal  equivalent 
of  multiple  sclerosis  called  experi- 
mental allergic  encephalomyelitis, 
and  is  undergoing  clinical  investi- 
gahon  by  Hafler,  Cohen,  and  Weiner 
at  the  Massachusetts  General  Hos- 
pital.'' If  this  works  as  it  is  supposed 
to  it  will  be  practical  and  available 
because  the  production  of  anti- 
myelin basic  protein  T-cell  clones  is 
well  within  the  capabilities  of  many 
immunology  laboratories. 

The  fourth  potential  new  treat- 
ment of  multiple  sclerosis  has  been 
termed  tolerization.  It  is  particularly 
appealing  because  it  consists  sim- 
ply of  taking  some  boinve  myelin  by 
mouth.  In  a way  the  rationale  of  this 
treatment  is  similar  to  that  used  to 
explain  the  action  of  copolymer,  in 
that  it  postulates  that  if  the  body 
gets  enough  exposure  to  circulating 
polypetides  present  in  myelin,  it  will 
either  lose  interest  in  destroying 
myelin  or  exhaust  itself  immunol- 
ogically  chasing  a plethora  of  mye- 
lin polypeptides.  This  approach  has 
also  cured  mice  of  experimental  al- 
lergic encephalomyelitis  and  is 
under  clinical  investigation  by 
Weiner's  group  at  the  Massachu- 
setts General  Hospital.^ 

The  fifth  new  treatment  of  mul- 
tiple sclerosis  is  the  oral  use  of  Leva- 
misole.  This  drug  was  found  in  1968 
to  act  as  an  immune  stimulator  and 
finally  made  its  way  through  the 
FDA  in  1990  when  it  was  approved 
for  use  as  an  adjunct  to  5-FU  in  the 
treatment  of  cancer  of  the  colon.  It, 
on  an  empirical  basis,  was  tried  in  a 
very  satisfactory  double  blind  study 
in  Italy  with  results  that  are  pro- 
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vocative  indeed.  These  studies 
showed  that  Levamisole  signifi- 
cantly reduced  the  number  of  mul- 
tiple sclerosis  patients  with  acute 
relapses  during  a 4-year  period  of 
treatment.  The  patients  received 
ISOmg  or  200mg  of  Levamisole  once 
a week  for  4 years.* 

The  most  recent  new  treatment  to 
hit  the  popular  press  is  Beta  Inter- 
feron. This  safe,  soon  to  be  made 
available,  interferon's  mode  of  ac- 
tion is  not  clearly  understood  but 
presumably  it  acts  with  or  against 
other  lymphokines  that  influence  the 
now  notorious  suppressor  T-cells 
that  have  anti-myelin  activity.  Ironi- 
cally, for  some  unknown  reason  this 
mode  of  treatment  seems  to  have 
been  able  to  pass  FDA  hurdles  in  a 
more  rapid  manner  than  have  the 
other  five  therapies  mentioned  and 
it  should  be  available  soon.^ 

There  are  two  other  relatively  new 
treatments  for  multiple  sclerosis  that 
flashed  across  the  horizon  only  to 
lose  general  acceptance  as  they  were 
tried  rather  extensively.  These  are 
plasmapheresis  and  whole  body 
radiation.  The  former  has  a morbid- 
ity and  expense  factor  that  appear 
not  to  make  the  equivocal  benefit 
worth  the  discomfort  and  cost  it 
entails,  and  the  latter  has  been  fol- 
lowed by  death  from  sepsis  which 
makes  it  unattractive  for  general 
use.® 

Where  does  all  of  this  leave  the 
physician  when  he  or  she  is  con- 
fronted by  a newly  diagnosed  mul- 
tiple sclerosis  patient  who  brings  in 
a newspaper  clipping  or  Time  maga- 
zine article  that  tells  of  one  of  the 
"great  new  treatments  for  multiple 
sclerosis?"  The  answer  lies  within 
the  physician's  philosophy  regard- 
ing treatment  of  a progressive  de- 
bilitating and  often  fatal  disease  that 
has  no  "sure  fire"  generally  accepted 
treatment.  At  the  least,  he  or  she 
may  share  the  references  of  this  pres- 
entation with  the  patient.® 

Then  there  are  a wide  spectrum 
of  possible  actions  which  range  from 
"let's  wait  until  there  is  an  accepted 


treatment  paid  for  by  all  insurances 
including  Medicare"  to  "why  don't 
you  try  to  get  into  a study  of  copoly- 
mer, tolerization,  or  anti-idiotype 
vaccines?"  to  "why  don't  we  try  Beta 
Interferon  and  Levamisole  both  of 
which  are  available  by  prescription?" 
Patients  who  choose  the  latter  course 
will  have  to  gird  themselves  for 
battles  with  third-party  payers  who 


will  go  to  great  lengths  to  deny 
payments  for  either  of  these  new  not 
totally  proven  therapies. 
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Managed  care  is  at  the  core  of  socialized  medicine 


To  THE  editor:  It  is  time  to  reflect 
on  where  this  medical  society 
is  going.  The  passage  of  "Wisconsin 
Care"  tells  the  membership  a great 
deal.  What  the  SMS  health  care  re- 
form plan  boils  down  to  is  a scheme 
that  would  force  patients  and  physi- 
cians into  I IMO-type  plans.  Endorse- 
ment of  this  plan  by  a medical  soci- 
ety dedicated  to  preserving  "qual- 
ity care"  seems  peculiar.  There  is 
little  mystery  in  how  "Wisconsin 
Care"  would  work:  capitated  HMOs 
would  undercut  other  insurers,  sign 
up  the  bulk  of  physicians,  and  then 
force  them  to  stint  on  quality  of  care. 

Under  "Wisconsin  Care,"  long 
standing  doctor-patient  relation- 
ships would  be  disrupted.  New 
layers  of  bureaucracy  would  be  es- 
tablished, followed  by  price  controls, 
and  rationing.  Patients  seeking  pri- 
vate medical  care  outside  of  the  state 
certified  HMOs  would  pay  a stiff 
penalty  tax.  One  would  wonder  if 
the  worst  enemies  of  the  medical 
profession  had  devised  this  plan  to 
destroy  the  traditional  doctor's  of- 
fice. 

We  have  been  told  that  "Wiscon- 
sin Care"  will  give  doctors  a "seat  at 
the  table"  for  health  care  reform.  But 
do  we  really  want  to  sit  down  to  a 


meal  that  is  poisonous  to  both  the 
doctor  and  the  patient?  Most  physi- 
cians are  sick  of  third  party  interfer- 
ence, yet  that  is  a main  ingredient  in 
"Wisconsin  Care."  Instead  of  work- 
ing for  the  patient,  physicians  would 
answer  to  increasingly  powerful 
managed  care  entities,  who,  by  the 
way,  would  reap  the  monetary  prof- 
its. 

Our  leaders  have  proclaimed 
these  to  be  exciting  times  in  medi- 
cine, but  what  they  envision  sounds 
more  like  indentured  servitude.  If 
asked  about  "medical  freedom"  our 
leaders  appear  to  not  understand 
the  question.  For  them,  "health  care 
reform"  has  become  a scramble  for 
power  and  for  "funding."  They 
appear  willing  to  compromise  on 
every  principle.  Even  patient  confi- 
dentiality is  on  the  chopping  block. 
If  patients  are  afraid  to  confide  in 
their  doctors,  then  how  can  an  accu- 
rate history  be  obtained?  Without 
freedom,  doctors  cannot  tailor  treat- 
ment to  individual  patients.  Real 
people  do  not  behave  like  the  "sta- 
tistically average"  patient  in  the 
proposed  "Wisconsin  Care"  prac- 
tice guidelines.  Yet,  deviating  from 
the  guidelines  to  meet  the  needs  of 
real  patients  could  subject  a physi- 


cian to  punitive  sanctions.  As  is 
always  the  case  when  the  govern- 
ment gets  involved,  the  use  of  brute 
force  against  the  citizenry  is  the  end 
result. 

In  consumer  electronics  we  often 
hear  the  phrase, " the  price  will  come 
down  in  a few  years,"  and  sure 
enough  a vast  array  of  sophisticated 
gadgetry  has  become  available  to 
nearly  every  household.  If  the  com- 
puter industry  has  been  saddled  with 
the  same  regulations  contained  in 
"Wisconsin  Care,"  there  would  be 
about  one  home  computer  per 
200,000  families  and  strict  criteria  as 
to  who  could  use  it  and  why.  Make 
no  mistake,  socialism  always  engen- 
ders shortages,  rationing,  and  bu- 
reaucratic laziness.  Under  the  thin 
veneer  of  "managed  competition" 
lies  a hard  core  of  socialized  medi- 
cine. 

We  should  send  "Wisconsin 
Care"  back  to  the  kitchen  and  then 
place  a new  order  for  health  care 
reform— such  as  medical  savings 
accounts— which  put  doctors  and 
patients  back  in  charge.  These  ac- 
counts are  portable,  and  reward  the 
patient  for  making  wise  and  thrifty 
health  care  decisions. 

—Albert  L.  Fisher,  MD 
Oshkosh*> 
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Tiny  infant  article  raises  questions 


To  THE  editor;  The  successful  re- 
suscitation and  intact  survival 
of  an  infant,  born  at  24  weeks  and 
354  grams,  as  reported  by  Opitz,  et 
al,  in  the  April  1993  issue  of  the 
Wisconsin  Medical  Journal,  is  an  ex- 
traordinary achievement.  This  case 
not  only  illustrates  on  end  of  the 
remarkable  range  of  natural  vigor  in 
neonates,  but  also  the  triumph  of 
our  neonatal  technology  over  some 
of  the  vagaries  of  gestation. 

As  acknowledged  by  the  authors 
in  their  final  statement,  this  case 
also  illustrates  an  ethical  dilemma. 
It  raises  difficult  queshons.  Does  this 
type  of  occasional  success  justify  the 
resuscitation  of  all  neonates  of  like 
size?  What  is  the  cost-in  dollars  and 
professional  resources— of  each  in- 
tact survivor?  Can  we  afford— finan- 
cially—to  continue  to  battle  nature 
even  where  our  chances  of  success 
are  smallest?  Can  we  afford-mor- 
ally— not  to?  Can  we  justify  failing  to 
resuscitate  even  the  tiniest  product 
of  conception,  if  we  have  the  occa- 
sional intact  survivor?  On  the  other 
hand,  can  we  justify  so  much  iatro- 
genic developmental  disability? 

Perhaps  we  should  be  seeking  a 
better  "partnership"  with  nature  in 
the  resuscitation  of  small  neonates. 
Perhaps  we  should  concentrate  our 
efforts  where  nature— natural  gesta- 
tion—has  done  its  part,  and  given  us 
most  of  what  we  need  to  assure  an 
intact  citizen.  Conversely,  perhaps 
we  should  regard  extremely  small 
neonates  as  an  emphatic  expression 
of  natural  forces,  which  we  battle  at 
our  peril  and— almost  always— to  the 
sorrow  of  our  intended  patients  and 
their  families. 

Of  course,  it  is  likely  to  be  diffi- 
cult to  establish  boundaries  and 
guidelines  for  such  policies.  We 
should  recall,  however,  that  little 
over  a generation  ago,  deliveries  of 
products  of  conception  under  2 
pounds  were  called  "miscarriages" 
in  most  hospitals,  and  were  consid- 


ered a natural  phenomenon.  We 
might  ask  ourselves  what  have  we 
gained,  in  the  aggregate,  in  moving 
into  such  aggressive  opposition  of 
natural  forces  in  neonatology. 

Surely  the  resuscitation  of  a 354 
gram  should  be  considered  experi- 
mental. At  no  other  time  in  history 
and  in  few  other  countries  today 
would  such  resuscitation  be  under- 
taken. Let's  leave  it  as  an  experi- 
mental procedure  for  the  present— 
to  be  pursued  by  a few  designated 
centers  and  conducted  under  strict 
research  protocols— and  leave  the  rest 
of  us  to  work  in  greater  harmony 
with  natural  forces. 

—Charles  Gessert,  MD 
Milwaukee*:* 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

* Alexander,  A.  Charles 

* Boyd,  Andrew 

* Budzak,  Lynn  Marie 

* Grubb,  William  Burl 

* Hammond,  Charles 
Herman,  Bruce  Charles 

* Jaeger,  Robert  John 

* Kammholz,  Larry  Palmer 

* Kindschi,  George  William 
Mark,  Leighton  P. 

* Mathews,  Edwin  L. 

* Petersik,  John  Thomas 
Potenza,  Bruce  Michael 

* Shore,  Richard  Thomas 
Walsh,  David  Joseph 
Wilson,  John  Milton*> 


The 


With  a lot  of  dcterniimitum 
and  the  help  of  Easter  Seal 
quality  reluibilitation 
programs,  millions  of  people 
with  disabilities  are  livbig 
better  lives. 

Give  tlw  power  to  become. 
Support  Easter  Seals. 
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Internal  Medicine 


ACROSS 

1.  Heard  in  CHF 
5.  With  22  across,  causes 
AIDS 

10.  Steady  pain 

14.  Eskers 

15.  Uneven 

16.  Popes 

17.  Diuretic,  pi. 

20.  Sed.  rate 

21.  Sound  quality 

22.  With  5 across,  causes  AIDS 

23.  to,  regain  conscious- 

ness 

24.  Ways 

26.  Pasteur  made  a vaccine  for 
this  disease 

29.  Feral 

30.  Before 

33.  Plinth 

34.  Out  of  dough 

35.  Cymbal 

36.  Causes  wheezes 

40.  Erode 

41.  Divides  into  Iliacs 

42.  Attaches  to  the  bit 

43.  Draft  org. 

44.  Philip  M. , U.S.  novelist 

45.  Kind  of  a fist 

47.  Adam’s  third  son 

48.  Injure 

49.  A votre 

52.  Slue 

53.  Aves. 

56.  May  occur  in  CHF  or  TB 

60.  Nipa  palm 

61.  Triangle 

62.  Sp.  female  pronoun 

63.  Veal  or  fish  sauce 

64.  Penrose 

65.  Thoracic  organ 

DOWN 

1.  Makes  hips 

2.  Uraeuses 

3.  Den 

4.  Sin 

5.  Lethal  products  of  2 down 

6.  Violet  ketone 


7.  Actor’s  aim 

8.  Trilogy  by  Dos  Passos 

9.  Part  of  a min. 

10.  Cathartic 

11.  Per 

12.  Cultivator 

13.  Exxon  formerly 

18.  Indian 

19.  Swaps 

23.  Grafted  part 

24.  String  instrument 

25.  Chase,  author 

26.  Gowns 

27.  Tapestry 

28.  Present  on  Rorschach  cards 

29.  Anger 

30.  Merman 

31.  Textile  fiber 

32.  Antelope 
34.  Beginning 

37.  Profession 


38.  Gibson,  star  of  silent  oaters 

39.  Prune 

45.  Paganini  had  the  syndrome 
named  for  this  man 

46.  Japanese  aborigine 

47.  Dated  counter-irritant 

48.  Civilian  dress 

49.  Nail 

50.  Voice  range 

51.  Approach 

52.  Web 

53.  In , in  place 

54.  Rent 

55.  Nylon  mishap 

57.  Arithmetic  function 

58.  Sea  god 

59.  The  sun 


Answers  on  page  483 
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Crack  and  aortic  dissection 


John  C.  McDermott,  MD;  Michael  R.  Schuster,  MD;  Andrew  B.  Crummy,  MD;  and  Charles  W.  Acher,  MD,  Madison 


Aortic  dissection  represents  a medical  and,  potentially,  surgical  emer- 
gency. Hypertension  and  cystic  degeneration  of  the  media  are  predispos- 
ing risk  factors  in  the  pathogenesis.  Sporadic  reports  of  aortic  dissection 
in  association  with  drug  abuse  especially  crack  cocaine  are  now  appear- 
ing. We  present  such  a patient  whom  we  recently  treated  at  University  of 
Wisconsin  Hospital.  Wis  Med  J.1993;92(8):453-455. 


A 37-year-old  man  with  a his- 
tory of  hypertension  visited 
his  local  emergency  department 
because  of  the  acute  onset  of  chest 
pain.  During  the  evening  prior  to 
experiencing  the  chest  pain,  he  had 
consumed  0.75  grams  of  "crack." 

His  blood  pressure  was  190/120 
mm  of  Hg  in  each  arm;  there  was  no 
aortic  insufficiency  murmur  and 
pulses  were  equal  except  for  a mark- 
edly decreased  right  femoral  pulse. 
On  EKG,  there  were  signs  of  left 
ventricular  hypertrophy,  but  no 
myocardial  infarction  pattern.  A 
chest  x-ray  showed  a moderately 


Dr  McDermott,  Dr  Schuster  and  Dr 
Crummy  are  with  the  Department  of 
Radiology,  Angio  and  Interventional 
Section,  and  Dr  Acher  is  with  the  De- 
partment of  Surgery,  Peripheral  Vascu- 
lar Section,  at  the  University  of  Wiscon- 
sin Hospital  and  Clinics  in  Madison. 
Reprint  requests  to;  John  C.  McDermott, 
MD,  Dept  of  Radiology,  E3/3  Clinical 
Science  Center,  600  Highland  Ave, 
Madison,  WI 53792-3252.  Copyright  1993 
by  the  State  Medical  Society  of  Wiscon- 
sin. 


widened  mediastinum.  An  emer- 
gency CT  scan  demonstrated  an 
aortic  dissection  involving  the  aor- 
tic arch,  descending  thoracic,  and 
abdominal  aorta  (Figs  1,  2). 

The  patient's  blood  pressure  was 


lowered  with  intravenous  me- 
toprolol  and  he  was  emergently 
transferred  to  University  Hospitals. 

On  admission,  thoracic,  and  ab- 
dominal aortography  was  per- 
formed to  aid  surgical  planning.  The 
aortogram  showed  three  intimal 
flaps  arising  immediately  distal  to 
the  left  subclavian  artery;  one  ex- 
tended into  the  distal  arch,  and  the 
remaining  two  into  the  abdominal 
aorta  (Fig  3).  There  was  no  compro- 
mise of  the  great  vessels;  however. 


Fig  l.—Thearroxv  marks  the  intimal  flap  in  the  aortic  arch  on  this  enhanced  CTscan. 
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on  the  abdominal  aortogram  (Fig  4), 
there  was  no  fill  of  the  celiac  axis, 
and  superior  or  inferior  mesenteric 
arteries. 

Because  the  patient  was  alert  and 
without  abdominal  pain,  it  was 
presumed  that  the  second  channel 
was  providing  sufficient  blood  flow 
to  the  gastrointestinal  tract.  Each 
kidney  was  well-perfused  as  evi- 
denced by  good  flow  on  the  aorto- 
gram and  bilateral  excretion  of  the 
contrast  agent.  A partially  obstruct- 
ing flap  was  seen  at  the  origin  of  the 
right  common  iliac  artery. 

Because  there  was  no  evidence  of 
critical  compromise  of  any  organ  or 
extremity,  the  patient  was  treated 
with  intravenous  esmolol  and  nitro- 
prusside  to  control  his  hypertension. 
Four  days  later,  the  patient's  blood 
pressure  was  satisfactorily  con- 
trolled on  oral  antihypertensives  and 
he  was  discharged.  He  was  seen  in 
follow-up  in  the  Vascular  Surgical 
Clinic  several  times  over  the  ensu- 
ing months,  during  which  there  was 
no  recurrence  of  his  chest  pain  and 


Fig  2.— The  arrow  shows  the  flap  in  the  descending  thoracic  aorta. 


his  blood  pressure  remained  satis- 
factorily controlled  with  oral  antihy- 
pertensive medications. 


Fig  3.— Three  intimal  flaps  arise  distal  to  the  origin  of  the  left  subclavian  artery  on 
the  thoracic  aortogram. 


Discussion 

Aortic  dissection,  also  called  dis- 
secting hematoma  of  the  aorta,  com- 
monly affects  individuals  between 
the  ages  of  40  and  60.  It  occurs  in 
males  2 to  3 times  more  often  than 
females.  From  a pathophysiological 
standpoint,  cystic  medial  degenera- 
tion, and  hypertension  are  two 
important  risk  faetors.  Differing 
opinions  exist  whether  the  inciting 
event  is  a rent  in  the  intima  followed 
by  blood  disseeting  between  the 
middle  and  outer  layers  of  the  media 
or  a de  novo  hemorrhage  within  the 
media  with  rupture  through  the 
intima  and  subsequent  dissection. 
In  the  elderly,  ulceration  of  an  inti- 
mal plaque  with  dissection  is  at  times 
the  incipient  event. 

Coarectation  of  the  aorta,  bicus- 
pid aortic  valve,  pregnancy,  are 
particular  risk  factors  to  be  kept  in 
mind.  Marfan's  and  Ehlers-Danlos 
syndromes,  by  virtue  of  being  con- 
nective tissue  diseases  with  cystic 
medial  degeneration,  predispose  to 
v'ascular  dissection. 

In  our  patient,  there  were  no  risk 
factors  other  than  mild  hyperten- 
sion and  substance  abuse.  Cocaine 
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is  a powerful  vasoconstrictor  and 
sympathetic  stimulator.  Cocaine 
abuse  may  result  in  myocardial  in- 
farction, subarachnoid  hemorrhage, 
mesenteric  ischemia,  and  hyperten- 
sive crisis.  The  hypertensive  effects 
of  cocaine  likely  precipitated  the  dis- 
section. Because  there  were  no  signs 
of  pericardial,  myocardial,  valvu- 
lar, or  vital  organ  impairment  the 
patient  was  treated  with  intensive 
medical  management  with  nitro- 
prusside,  and  B-blockade. 

With  the  prevalence  of  drug  abuse 
and  the  ready  availability  of  "crack" 
cocaine,  it  is  very  likely  that  the  inci- 
dence of  aortic  dissection  in  the 
young  adult  population  will  in- 
crease. We  are  aware  of  three  other 
case  reports  of  patients  with  an  aor- 
tic dissection  related  to  cocaine 
abuse. 3-5 
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Fig  4.-On  the  AP  abdoininal  aortogram,  the  celiac  axis,  superior  or  inferior 
mesenteric  arteries  are  not  filled;  both  renal  arteries  are  well  opacified  without 
obvious  renal  artery  stenosis. 
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Endometrial  ablation  as  an  alternative  to  hysterectomy 

Terrance  M.  Scheid,  MD,  Milwaukee 


Each  year  in  the  United  States,  more  than  700,000  women  undergo  hyster- 
ectomy. Nearly  half  of  these  procedures  are  done  for  abnormal  menstrual 
bleeding.  There  have  been  few  alternatives  available.  Since  1988,  en- 
dometrial ablation  has  become  an  alternative  to  hysterectomy  for  women 
who:  choose  not  to,  or  cannot  have,  an  hysterectomy;  cannot,  or  do  not 
wish,  to  use  long-term  hormonal  therapy;  or  those  patients  who  are 
unable  to  tolerate  more  involved  surgical  procedures  due  to  additional 
medical  conditions.  Wis  Med  J.1993;92(8):456-457. 


SINCE  THE  TURN  OF  THE  CENTURY, 
the  only  permanent  surgical 
alternative  for  women  with  chroni- 
cally abnormal  menses  (Too  heavy, 
too  often,  too  long,  and  perhaps  too 
painful)  has  been  the  surgical  re- 
moval of  the  uterus:  an  hysterec- 
tomy. More  than  700,000  hysterec- 
tomies are  preformed  in  the  United 
States  each  year. 

Hysterectomy,  of  course,  is  not 
only  major  surgery,  but  it  usually 
requires  6 to  8 weeks  of  recupera- 
tion. Many  women  in  this  day  and 
age  can  not  afford  to  be  away  from 
their  usual  daily  activities  for  that 
length  of  time,  even  with  the  techni- 
cal advances  of  laparoscopic  assisted 
hysterectomy. 

In  1979,  Goldrath,  of  Sinai  Hospi- 
tal in  Detroit,  first  described  a pro- 
cedure using  the  neon,  and  later  the 
KTP-YAG  laser,  to  destroy  the  en- 
dometrium— rendering  the  patient 
amenorrheic,  but  allowing 
the  patient  to  retain  her  uterus.  Al- 
though his  work  was  pioneering,  it 
required  highly  expensive  laser 
equipment,  and  the  safety  margin 
was  slim.  Thus,  the  procedure  re- 
mained out  of  the  means  of  most 
patients  and  physicians. 


Dr  Sheid  is  with  the  Newtowne  Medical 
Group  in  Milwaukee.  Reprint  requests 
to;  Terrance  Scheid,  MD,  1575  River 
Center  Dr,  Milwuakee,  WI 53212.  Copy- 
right 1993  by  the  State  Medical  Society 
of  Wisconsin. 


Townsend  and  Brooks,  at  the  Uni- 
versity of  California-Davis,  refined 
Goldrath's  initial  work  using  the 
readily  available  urological  resec- 
toscope.  Hence,  the  procedure  of  en- 
dometrial ablation  via  roller  ball  was 
devised.  This  procedure  is  safe  and 
relatively  easy  to  learn,  and  the 
equipment  is  available  in  almost 
every  hospital.  The  roller  ball  proce- 


dure uses  the  common  urological 
resectoscope,  inserted  through  a 
widely  dilated  cervix,  to  destroy  the 
endometrial  lining  of  the  uterus 
using  high  energy  radio  wave  cur- 
rent produced  by  modern  surgical 
electrical  generators. 

The  benefits  of  this  procedure 
have  become  immediately  obvious: 

• it  is  usually  done  on  an  outpa- 
tient basis; 

• the  recuperation  time  is  usually 
48  to  72  hours,  often  as  short  as  24 
hours,  and  rarely  longer  than  1 
week; 

• it  requires  no  incisions  or  cutting 
of  any  kind; 

• it  does  not  affect  hormone  levels, 
sex  drive,  sexual  response  or  vagi- 
nal lubrication;  and 
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while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (800)833-4388 
Or  Wrtie 

To:  MSGT  Kris  Nelson 
450  East  22ND  ST 
Suite  1 58 
Lombard.  IL  60148 

J9IR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 
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• the  prcx:edure  should  cost  much 

less  than  an  hysterectomy. 

As  with  any  surgical  procedure, 
endometrial  ablation  does  have  its 
disadvantages  and  risks.  There  can 
be  no  future  desire  to  ever  be  preg- 
nant again.  The  procedure  is  cur- 
rently under  investigation  as  a pos- 
sible means  of  female  sterilization, 
but  there  has  been  at  least  one  report 
of  a pregnancy  occurring  after  en- 
dometrial ablation. 

The  procedure  is  not  always  100% 
effective.  Statistics  vary  greatly  and 
also  seem  to  be  related  to  the  sur- 
geon's experience.  Generally,  being 
very  conservative,  it  can  be  stated 
that  about  70%  of  patients  will  have 
total  amenorrhea,  another  20%  will 
have  hypomenorrhea  (less  than  one 
pad  per  8 hours  on  the  heaviest  day 
of  flow).  The  remainder  will  have 
unsatisfactory  results.  The  proce- 
dure can  be  repeated,  however, 
which  has  been  shown  to  increase 
its  success. 

To  prepare  for  the  procedure 
medication  must  be  used  to  thin  the 
uterine  lining.  Some  of  the  medica- 
tions suggested  can  be  costly  (Such 
as  the  GNRH-agonists).  The  proce- 
dure is  usually  done  under  general 
endotracheal  anesthesia,  but  spinal, 
epidural  or  a para<ervical  block  with 


major  sedation  could  be  used. 

Before  the  procedure  can  be  done, 
several  conditions  must  be  ruled  out. 
Endometrial  cancer  or  pre-cancer- 
ous  hyperplasia  contra-indicates  the 
procedure.  Uterine  fibroids  of  the 
submucous  variety  must  be  identi- 
fied, as  they  require  resection  and 
additional  discussion  and  informed 
consent  from  the  patient.  This  pre- 
evaluation is  usually  done  by  office 
diagnostic  hysteroscopy  and  en- 
dometrial sampling.  Simple  "D&C" 
usually  is  not  sufficient.  Having  per- 
formed more  than  300  of  these  office 
procedures,  1 can  attest  to  their  ease. 

Complications  occur  rarely  with 
endometrial  ablation,  but  as  with 
any  surgical  procedure  the  patient 
should  be  aware  of  them  for  com- 
plete informed  consent.  They  in- 
clude: 

• anesthesia-related  difficulties; 

• bleeding  can  on  occasion  be  diffi- 
cult (although  this  is  much  more 
frequent  with  the  resection  of  fi- 
broids, the  ability  to  cross  match 
blood  should  be  available,  and 
some  practitioners  have  used  an 
intra-cervical  injection  of  dilute 
vasopressin,  intra-uterine  pack- 
ing or  balloons  to  control  this 
problem); 


• infection  has  very  rarely  been 
reported; 

• uterine  perforation  can  occur 
during  cervical  dilation  or  dur- 
ing cauterization  (the  ability  to 
perform  immediate  laparoscopy 
or  laparotomy  to  determine  in- 
jury to  surrounding  structures 
should  be  available);  and 

• fluid  overload. 

Just  as  in  urological  procedures, 
sorbitol  is  used  to  distend  a visual- 
ize the  endometrial  cavity.  Strict 
intake  and  output  should  be  taken 
at  15-minute  intervals  during  the 
procedure.  Diuretics  are  admini- 
stered if  ever  1000  cc  of  fluid  can  not 
be  accounted  for.  This  problem, 
however,  has  become  much  less 
common  today  with  the  use  of  the 
roller  ball  procedure. 

As  always,  this  procedure  may 
not  be  right  for  everyone.  Some 
patients  may  still  prefer  an  hyster- 
ectomy. 1 encourage,  however,  ev- 
ery practitioner  who  cares  for 
women  to  learn  this  procedure,  or 
have  a source  for  referral,  so  that  it 
can  be  offered  as  an  option.  We 
should  remember  that  even  as  hys- 
terectomy has  become  easier  via  la- 
paroscopy, that  alternatives  exist 
which  negate  its  necessity. ❖ 
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As  a protest,  Albert  has  refused  to  get  sick  since  the  health  care  legislation  for  the  average  American  ivas  passed. 


WHAT  OUR  RESEARCH  PROGRAMS  SPEND 
IS  NOTHING  COMPARED  10  WHAT  THEY  SAUL 


We’ve  funded  a billion  dollars  worth  of  research.  But  the  lives  saved  make 
our  research  programs  worth  more  than  dollars  and  cents  can  measure. 
You  can  help  prevent  heart  disease  and  stroke.  We  can  tell  you  how. 
Call  1-800-AHA-USAl.  ^ 

American  Heart  Association^ 

This  space  provided  as  a public  service.  ©1993,  American  Heart  Association. 
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Physicians,  hospitals,  and  managed  competition 

The  beginning  of  a new  era  in  medicine 

William  E.  Madigan,  executive  director,  Michigan  State  Medical  Society 


Following  years  of  debate 
among  health  policy  analysts 
and  others,  the  question  has  shifted 
from  whether  the  US  health  care 
system  should  be  changed  to  hoxo  it 
should  be  changed.  The  election  of 
Bill  Clinton,  followed  by  the  forma- 
tion of  a health  system  reform  task 
force  headed  by  the  first  lady,  Hil- 
lary Rodham  Clinton,  has  elevated 
the  level  of  debate  and  has  made  it 
apparent  that  fundamental  change 
in  our  health  care  system  is  likely  to 
occur  — sooner  rather  than  later. 

In  my  18  years  with  MSMS,  1 have 
witnessed  a number  of  changes  in 
the  medical  practice  environment 
and,  with  the  MSMS  physician  lead- 
ership and  staff,  have  been  chal- 
lenged to  develop  programs  and 
services  to  meet  the  changing  needs 
of  our  members.  Without  in  any  way 
minimizing  the  seriousness  of  the 
issues  that  we've  confronted  to- 
gether in  the  past,  the  next  few  years 
could  produce  more  fundamental 
change  than  occurred  over  the  past 
two  decades  combined;  change  that 
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will  affect  not  only  current  MSMS 
members,  but  generations  of  Michi- 
gan physicians  to  come. 

Although  there  are  many  details 
that  need  to  be  addressed,  a consen- 
sus appears  to  be  emerging  around 
the  concept  of  managed  competi- 
tion as  the  philosophical  founda- 
tion for  the  US  health  care  system  of 
the  future.  While  less  objectionable 
in  theory  than  a Canadian-style, 
single-payer  system,  managed 
competition  could  be  just  as  threat- 
ening to  physicians  and  patients  — 
if  physicians  and  their  professional 
associations  do  not  take  an  active, 
leadership  role  in  shaping  the  way 
in  which  such  a system  operates.  An 
AMA  report  describing  managed 
competition  and  highlighting  some 
concerns  for  physicians  is  among 
the  articles  appearing  in  this  Michi- 
gan Medicine  cover  story. 

As  in  past  periods  of  change  and 
uncertainty  in  the  medical  practice 
environment,  MSMS  has  taken  a 
proactive  stance  on  this  issue  and 
has  initiated  a series  of  educational, 
practice  assistance,  and  advocacy 
efforts  on  your  behalf.  Last  year, 
MSMS  established  a Task  Force  on 
Physician-Hospital  Organizations 
(PHOs)  to  study  the  potential  for 
PHOs  to  serve  as  a means  for  the 


delivery  of  high  quality,  cost-effec- 
tive care.  The  task  force  concluded 
that  PHOs  represent  a potentially 
powerful  strategy  for  safe  guarding 
physicians  clinical  autonomy,  while 
working  cooperatively  with  hospi- 
tals to  provide  services  in  a manner 
that  best  serves  patients  needs. 

As  an  outgrowth  of  the  task  force's 
effort,  a Standing  Committee  on 
PHOs  has  been  established  and 
MSMS  has  taken  an  active  advocacy 
role  in  fostering  the  development  of 
PHOs  throughout  the  state.  As  part 
of  this  effort,  PHO  focus  group  ses- 
sions are  being  planned  for  this 
spring  and  will  be  followed  by  a 
conference  on  PHOs  in  the  fall.  Also, 
MSMS  has  begun  providing  assis- 
tance to  our  members  in  negotiating 
with  hospitals  and  other  entities  and 
is  establishing  a network  of  experi- 
enced attorney  and  business  advi- 
sors to  assist  MSMS  members  in 
managed  care  contracting  and  in 
other  practice  matters.  The  lead  ar- 
ticle in  this  Michigan  Medicine  cover 
story  describes  some  of  the  new 
MSMS  services  that  are  being  intro- 
duced in  a attempt  to  level  the  play- 
ing field  for  physicians. 

An  article  by  attorney  and  health 
policy  consultant  Tom  Gorey  exam- 
Continued  on  next  page 
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ines  several  models  of  integrated 
health  care  delivery,  including  the 
PfIO  model.  In  his  article,  Gorey 
describes  the  potential  advantages 
of  PHOs,  including  their  role  in 
empowering  physicians  to  meet  the 
health  care  needs  in  their  communi- 
ties, and  also  highlights  some  of  the 
critical  success  factors  for  PHOs. 

This  issue  of  Michigan  Medicine 
represents  only  a first  step  in  our 
effort  to  keep  you  informed  of  im- 
portant developments  regarding 
managed  competition  and  PHOs, 


and  to  advise  you  of  possible  strate- 
gies for  adapting  to  the  changing 
practice  environment.  Particularly 
because  of  the  potential  for  PI  lOs  to 
preserve  and  strengthen  physician 
autonomy,  we  plan  to  take  what- 
ever steps  we  can,  on  your  behalf,  to 
foster  the  development  of  PHOs  in 
Michigan.  It  is  our  goal,  through 
continued  educational  efforts  and 
direct  assistance  in  contracting  and 
PHO  development,  to  position 
Michigan  physicians  favorably  for 
likely  changes  in  the  health  care 


system. 

I encourage  you  to  read  the  ar- 
ticles in  this  issue  carefully  and,  if 
you  have  not  done  so  already,  to 
begin  to  consider  the  potential  ad- 
vantages of  a PHO  approach  to 
health  care  delivery  in  your  com- 
munity. Given  all  of  the  changes 
that  are  taking  place  in  our  health 
care  system,  and  the  apparent  con- 
sensus that  is  forming  around  man- 
aged competition,  PHOs  may  well 
be  "an  idea  whose  time  has  come."<> 


New  MSMS  service  will  help  "level  the  playing  field" 
in  contract  negotiations 


Ralph  Ward,  Michigan  Medicine 

As  A GROUP,  Michigan's  physi- 
cians are  skilled,  dedicated 
and  savvy  practitioners.  But  when  it 
comes  to  complex  agreements  with 
hospitals,  health  maintenance  or- 
ganizations (HMOs)  and  preferred 
provider  organizations  (PPOs),  phy- 
sicians too  often  find  themselves 
behind  the  eight  ball.  Says  Fred  E. 
Patterson,  MD,  of  Jackson;  Most 
doctors  concentrate  on  the  practice 
of  medicine,  and  are  not  as  skilled  as 
they  should  be  in  evaluating  con- 
tracts and  other  opportunities.  For- 
tunately, as  chair  of  the  new  MSMS 
Committee  on  Physician  Organiza- 
tions, Dr  Patterson  is  in  a position  to 
do  something  to  help  these  physi- 
cians. 

The  committee,  which  first  met 
in  January,  has  two  major  purposes. 
One  purpose  is  to  provide  support 
for  individual  physicians,  group 
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practices  and  medical  staffs  in  con- 
tract negotiations  with  the  major  cor- 
porate health  care  entities  mentioned 
above.  The  second  purpose  is  to  help 
physicians  establish  physician  or- 
ganizations (POs)  and  physician- 
hospital  organizations  (PI  lOs). 

Ihe  need  for  physicians  to  be- 
come savvier  negotiators  has  grown 
sharply  as  centralization  of  health 
care  providers  and  cost-cutting 
pressures  have  too  often  left  physi- 
cians vulnerable.  To  aid  physicians, 
Tom  Wolff,  MSMS  chief  of  state 
government  affairs  and  an  attorney, 
is  available  to  advise  physicians 
concerning  a proposed  contract  with 
hospitals,  FlMOs  and  PPOs.  Says 
Wolff:  MSMS  members  can  call  me 
and  I'll  talk  with  them  about  pro- 
posed contracts,  or  they  can  send 
me  a copy  of  the  proposed  contract, 
and  I'll  review  it.  There  will  be  no 
charge  for  this  service.  It  should  be 
noted  that  physicians  who  have 
more  complex  cases  may  be  referred 
to  outside  legal  counsel.  In  these 
cases,  physicians  will  be  responsible 


to  make  their  own  payment  arrange- 
ments. MSMS  is  also  developing  a 
list  of  expert  consultants  in  the  fields 
of  accounting,  strategic  planning  and 
management  consulting  which  it 
will  make  available  to  physicians  on 
request. 

In  addition  to  assisting  individ- 
ual physicians,  MSMS  will  work  to 
develop  POs  and  PHOs,  not  just  to 
give  physicians  collective  contract 
muscle,  but  to  aid  in  leading  local 
health  care  reform. 

Several  POs  have  already  been 
formed  in  Michigan,  with  the  most 
common  unit  represented  being  a 
hospital  medical  staff.  Each,  how- 
ever, will  be  unique  to  the  needs  of 
its  members,  as  will  the  terms  of  the 
contracts  arranged.  We  don't  seek 
to  endorse  any  relationship,  says  Dr 
Patterson.  Each  will  be  unique.  There 
are  no  cookie-cutter  approaches.  To 
assure  a fully  voluntary,  open  shop 
approach,  says  Dr  Patterson,  mem- 
bership in  POs  and  PHOs  must  be 
offered  to  all  members  of  the  medi- 
cal staff.  However,  membership 
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should  not  be  automatic  and  will  be 
available  only  to  those  who  support 
the  PO.  MSMS  also  will  help  assure 
proper  structuring  of  the  groups. 
The  PHO  governing  board,  for  ex- 
ample, should  be  composed  of 
elected  representatives  from  the  PO 
and  the  hospital.  In  addition,  the 
PHO  should  be  structured  to  ensure 
that  physicians  have  control  over  all 
medical  issues,  including  quality 


assurance  and  peer  review. 

The  MSMS  Physician  Organiza- 
tions Committee  will  take  a number 
of  steps  to  nurture  a statewide  PO 
and  PHO  network.  A national  infor- 
mation database  on  POs  and  PHOs 
already  in  operation  is  in  the  works, 
and  a focus  group  session  in  the 
planning  for  this  spring  will  develop 
a group  of  experts  on  the  topic.  A 
PO/PHO  conference  this  fall  will 


bring  together  members  for  discus- 
sion and  seminars.  MSMS  staff  will 
gather  and  disseminate  information 
on  state  PO/PHO  activities,  and  will 
target  specific  sites  for  PO/PHO 
development.  F.B.  Tom  Plasman, 
MSMS  manager  of  physician  hospi- 
tal relations,  is  spearheading  the 
MSMS  effort  to  develop  POs  and 
PHOs.<> 


PHOs  enhanced  health  care  delivery  through 
physician-hospital  cooperation 


Thomas  M.  Gorey,  JD,  Michigan  Medicine 

PHYSICIANS,  medical  society  executives,  hospital 
administrators,  policy  analysts,  health  care  con- 
sultants, and  others  who  have  been  involved  in  any 
way  with  the  US  health  care  delivery  system  over  the 
past  decade  have  seen  the  emergence  of  wave  upon 
wave  of  three-letter  acronyms,  each  holding  the  ini- 
tial promise  of  bringing  significant  improvement  to 
our  health  care  system.  Although  some  of  the  con- 
cepts underlying  these  convenient  acronyms  have 
become  a permanent,  if  not  totally  accepted,  part  of 
our  health  care  system,  such  as  HMOs  and  PPOs, 
none — either  alone  or  collectively — has  resolved  the 
underlying  weaknesses  inherent  in  the  current  health 
care  system. 

Therefore,  it  is  not  surprising  that  any  new  three- 
letter  acronym  purporting  to  hold  the  potential  for 
improving  health  care  delivery  is  unlikely  to  be 
accepted  with  blind  faith,  but  rather  will  be  met  with 
skepticism,  apathy,  distrust,  or  outright  hostility  by 
physicians  and  others  with  a stake  in  the  future  of 
health  care  in  the  United  States.  Skepticism  on  the 
part  of  physicians  is  even  more  likely  if  the  idea  is 
based  on  the  fundamental  notion  of  overt  coopera- 
tion and  joint  risk-taking  with  hospitals.  Recogniz- 
ing that  skepticism  may  be  the  safest  mental  frame- 
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work  with  which  to  approach  any  suggestion  for  im- 
proving the  US  health  care  delivery  system,  and 
conceding  that  no  approach  that  can  be  reduced  to  a 
three-letter  acronym  is  likely  to  solve  all  of  the  prob- 
lems associated  with  the  current  system,  physician 
hospital  organizations  (PHOs)  warrant  careful  con- 
sideration as  one  approach  to  addressing  the  issue  of 
how  best  to  deliver  high  quality,  cost-effective  health 
care  services  in  a competitive,  cost-conscious  health 
care  environment. 

Continued  on  next  page 


Figure  1 

Management  Services  Organization 
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Continued  from  preceding  page 

What  is  a PHO? 

Simply  put,  a PHO  is  a business  entity  formed  jointly 
by  a hospital  (or  hospital  system)  and  a group  of 
physicians  for  the  purpose  of  pursuing  one  or  more 
cooperative  ventures  (often  managed  care)  designed 
to  improve  some  aspect  of  health  care  delivery  in  the 
community.  Unlike  the  MeSH  concept  that  was 
popularized  some  years  ago,  the  physician  unit  that 
participates  in  the  PHO  is  not  necessarily,  nor  ide- 
ally, the  hospital  medical  staff.  Rather,  it  is  a group  of 
physicians  with  a strong  loyalty  to  a particular  hos- 
pital, as  well  as  common  goals,  values,  and  a shared 
vision  for  health  care  in  their  community,  which  can 
be  realized  only  by  working  cooperatively  with  a 
hospital  entity  with  similar  interests.  If  the  paradigm 
for  hospital-physician  relations  in  the  1980s  was 
competition,  the  paradigm  for  the  1990s,  which  is  en- 
compassed within  the  PHO  concept,  is  cooperation; 
that  the  patients  in  a community  will  benefit  most  if 
physicians  and  hospitals,  as  the  primary  providers  of 
health  care,  work  cooperatively  toward  shared  goals 
in  a win-win  framework. 

Critical  to  an  understanding  and  acceptance  of  the 
PHO  concept  is  that,  to  be  successful,  it  must  be 
based  on  the  trust,  mutual  respect,  and  shared  goals 
of  the  physician  and  hospital  participants.  Unlike 
other  integrated  or  community  care  concepts  that 
have  Ix^en  advanced,  which  explicitly  or  implicitly 
provide  for  a predominant  role  for  the  hospital  en- 
tity, equal  physician-hospital  participation  in  all 
aspects  of  governance  is  central  to  the  PHO  model. 

Also,  unlike  some  other  integrated  delivery  sys- 
tem models  that  have  been  suggested  for  the  deliv- 
ery of  health  care  services,  PHOs  offer  the  advantage 
of  maximum  flexibility  in  structure  and  purpose. 
Most  importantly,  if  structured  properly,  a PHO  can 


Figure  2 

Foundation  Model 


provide  physicians  with  the  opportunity  to  maintain 
control  over  the  clinical  aspects  of  medicine,  while 
taking  advantage  of  their  hospital's  administrative 
and  marketing  expertise  and  access  to  capital.  Rather 
than  expending  efforts  on  competitive,  often  adver- 
sarial, physician-hospital  relationships,  PHOs  pro- 
vide the  opportunity  for  cooperative  endeavors, 
taking  advantage  of  the  unique  skills,  expertise,  and 
perspectives  of  each  party  to  the  arrangement.  A 
joint  needs  analysis  for  the  local  community,  fol- 
lowed by  development  of  a focused  strategy  for 
meeting  those  needs  through  a PHO  arrangement, 
offers  a potential  solution  to  a community's  medical 
needs  which  not  only  does  not  compromise  or  threaten 
the  interests  of  a physician  group  or  hospital,  but  in 
fact  provides  the  best  opportunity  for  ensuring  the 
long  term  viability  of  each  party  while  meeting  the 
most  pressing  medical  needs  in  the  community. 

Integrated  delivery  systems 

To  understand  fully  the  potential  advantages  of 
PHOs,  it  is  important  to  view  them  in  the  context  of 
the  full  range  of  options  for  so-called  integrated 
health  care  delivery.  At  one  end  of  the  spectrum  are 
what  are  sometimes  referred  to  as  affiliation  ar- 
rangements and  management  services  organiza- 
tions. Under  such  arrangements,  hospital  provides 
management  services  to  physicians  (eg,  practice  man- 
agement, billing,  physician  referral),  either  directly 
(affiliation  arrangement)  or  indirectly  through  a hos- 
pital subsidiary  (management  services  organization), 
with  the  expectation  or  hope  that  the  physicians 
receiving  such  services  will  feel  a greater  sense  of 
loyalty  to  that  hospital  which,  in  turn,  will  lead  to 
increased  patient  referrals  to  that  facility.  Although 
such  arrangements  can  be  mutually  beneficial  to 
hospitals  and  physicians  and  may  promote  good 
will,  the  parties  involved  are  motivated  primarily  by 
their  own  self-interest  and,  typically,  there  are  no 
explicit  shared  goals  to  be  achieved  through  such 
ventures.  Perhaps  most  importantly,  such  arrange- 
ments do  not  provide  a mechanism  to  take  advan- 
tage of  opportunities  for  managed  care  contracting. 

At  the  other  end  of  the  integrated  delivery  contin- 
uum is  the  foundation  model.  Under  the  foundation 
arrangement,  the  hospital  forms  a 501(c)(3)  not-for- 
profit  foundation  and  purchases  the  assets  of  a medi- 
cal group  and,  in  some  instances,  builds  or  acquires 
its  own  clinical  facility.  The  foundation  then  pro- 
vides a full  range  of  management  and  administrative 
support  services  to  the  medical  practice  and,  in  re- 
turn, the  medical  practice  generates  patient  referrals 
to  the  parent  hospital.  Under  such  an  approach,  there 
is  a greater  unity  of  purpose  and  greater  potential  for 
managed  care  contracting  than  under  the  looser 
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affiliation  or  management  services  models.  I low- 
ever,  the  physicians  practicing  in  this  environment 
clearly  sacrifice  a substantial  measure  of  autonomy 
and  experience  an  almost  certain  loss  of  control  over 
many  day-to-day  practice  decisions. 

Advantages  of  the  PHO  model 

The  PHO  model,  which  is  in  the  middle  of  the  spec- 
trum of  integrated  delivery  systems,  can  be  a suc- 
cessful strategy  for  joint  physician-hospital  ventures 
of  all  kinds  that  avoids  many  of  the  potential  prob- 
lems associated  with  other  approaches  to  integrated 
health  care  delivery.  PHOs  can  be  formed  to  pursue 
virtually  any  activity  that  will  meet  the  common 
goals  of  a hospital  and  a physician  group,  while 
serving  the  needs  of  the  residents  of  the  community 
at-large,  such  as  operation  of  a free-standing  surgery 
center,  ambulatory  care  facility,  or  home  health  care 
service.  A key  advantage  of  PHOs  is  that  they  allow 
physicians  and  hospitals  to  jointly  assess  the  health 
care  needs  of  a community,  in  consultation  with 
community  and  business  leaders,  and  to  coopera- 
tively design  and  implement  programs  that  best 
meet  those  needs. 

For  hospitals,  PHOs  offer  the  opportunity  to  ex- 


pand and  diversify  their  scope  of  services  without 
competing  with  their  medical  staff,  to  generate 
physician  loyalty  and  an  expanded  patient  referral 
base,  to  reduce  the  financial  risk  of  selected  new 
ventures,  and  to  improve  their  ability  to  secure  and 
retain  managed  care  contracts.  PI  lOs  offer  physi- 
cians a number  of  potential  benefits,  including:  the 
ability  to  take  advantage  of  the  marketing  expertise, 
administrative  resources,  and  name  recognition  of  a 
local  hospital;  the  opportunity  to  devote  increased 
time  to  the  clinical  aspects  of  medical  practice  and 
less  to  the  administrative  hassles  that  have  increased 
in  intensity  in  recent  years;  an  expanded  managed 
care  patient  base;  the  ability  to  participate  in  joint 
decision-making  on  the  delivery  of  health  care  in  the 
community  and  to  develop  new  sources  of  revenue; 
and  the  opportunity  to  play  a direct  role  in  ensuring 
that  the  quality  of  care  provided  to  patients  through 
a managed  care  arrangement  or  through  other  PI  lO- 
operated  ventures  is  uncompromised. 

A principal  reason  for  physicians  and  hospitals  to 
consider  formation  of  a PHO,  particularly  in  the 
current  political  and  business  climate,  is  the  advan- 
tage PHOs  offer  in  managed  care  contracting.  Al- 
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Figure  3 

Physician-Hospital  Organization  (PHO) 
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though  it  is  impossible  to  predict  precisely  how  the 
current  health  reform  debate  will  evolve,  it  is  likely 
that  some  form  of  managed  care  will  be  a key  compo- 
nent of  whatever  solution  is  arrived  at.  Already  a 
handful  of  states  have  enacted  health  reform  legisla- 
tion providing  for  some  type  of  integrated  health 
care  delivery  networks.  As  more  and  more  risk  is 
shifted  from  public  and  private  payers  to  health  care 
providers  to  deliver  a basic  or  minimum  package  of 
benefits  to  a defined  population  at  a fixed  cost, 
physicians  and  hospitals  will  have  a growing  incen- 
tive to  develop  a managed  care  product  that  can  be 
marketed  successfully  in  a competitive,  cost-con- 
scious health  care  environment. 

Taking  advantage  of  the  PHO  approach  allows  a 
group  of  physicians  and  a hospital  to  become  a 
single,  integrated  negotiating  entity  that  can  com- 
pete more  effectively  for  managed  care  contracts 
than  either  could  be  dealing  with  payers  individu- 
ally. Finally,  by  utilizing  a PI  lO  as  a mechanism  to 
provide  health  care  services,  the  physicians  and 
hospital  involved  are  more  likely  to  recognize  the 
interrelatedness  and  interdependence  of  the  various 
components  of  the  health  care  system  and  to  pursue 
other  integrated  approaches  to  meeting  the  health 
care  needs  of  their  community. 

Although  over  the  past  year  there  has  been  a 
growing  interest  in  PHOs,  the  concept  is  not  a new 
one.  Integrated  delivery  systems,  including  PHOs, 
have  been  in  operation  in  various  parts  of  the  coun- 
try for  a number  of  years.  Although  many  have  been 
initiated  by  hospitals,  physicians  have  played  a lead- 
ing role  in  the  development  of  some  of  the  more  well- 
known  integrated  systems,  including  the  Henry  Ford 
Health  System  in  Detroit,  the  Marshfield  Clinic  in 
Wisconsin,  the  Ochsner  Foundation  in  Louisiana, 
and  the  Geisinger  Foundation  in  Pennsylvania. 

Key  factors  in  PHO  success 

What  are  the  keys  to  development  and  operation  of 
a successful  PHO?  Although  PHOs  have  only  re- 
cently begun  to  attract  serious  attention  from  health 
policy  analysts,  it  is  clear  that  there  are  several  fac- 
tors that  are  essential  to  achieving  a favorable  out- 
come from  PHOs. 

Identification  of  need. 

Establishing  a PHO  just  to  establish  a PFIO  will 
almost  surely  doom  the  venture  to  failure.  Both 
parties  to  the  arrangement,  the  physician  group  and 
the  hospital,  must  take  the  time  to  lay  the  necessary 
groundwork  through  a thorough  needs  analysis. 
This  will  necessitate  a several  stage  process  whereby 
the  physician  group  and  the  hospital  group  each 


address  their  own  needs  and  goals  separately  and 
then  establish  a dialogue  to  determine  where  there 
are  commonalities  of  interest  among  physicians,  the 
hospital,  and  the  local  community;  that  is,  areas 
where,  through  joint  physician-hospital  effort,  not 
only  will  their  own  goals  be  furthered,  but  the  needs 
of  the  local  community  will  more  likely  be  met. 

Shared  lusion  and  commitment. 

Although  identifying  joint  business  and  financial 
needs  and  opportunities  is  an  essential  step  in  the 
formation  of  a PHO,  it  is  equally  critical  that  the 
physician  group  and  hospital  articulate  a shared 
vision  for  health  care  at  the  local  community  level 
which  can  best  be  achieved  through  the  cooperative 
effort  of  the  two  parties.  By  participating  in  the 
process  of  developing  a shared  vision  for  health  care 
in  their  community,  the  physicians  and  hospital 
involved  will  increase  the  likelihood  of  identifying 
ventures  that  will  enhance  their  own  interests  while 
furthering  the  needs  of  their  patients.  T aking  the  nec- 
essary steps  to  ensure  full  support  and  commitment 
to  the  shared  goals  of  the  PFIO  by  each  member  of  the 
physician  entity  is  essential  to  the  success  of  the  new 
venture. 

Shared  financial  stake . 

In  addition  to  a shared  commitment  to  the  goals  of 
the  PI  lO,  there  must  be  a shared  financial  stake.  Al- 
though it  is  not  essential,  or  often  feasible,  for  there  to 
be  a 50:50  financial  contribution,  the  arrangement 
should  be  structured  so  that  each  participant  is  making 
a serious  commitment  evidenced  by  more  than  a 
token  financial  contribution. 

Clear  identification  of  goals,  objectives  and  strategies. 
Identifying  patient  care  needs  and  developing  a 
shared  vision  for  health  care  delivery  in  a commu- 
nity should  lay  the  groundwork  for  developing  a 
well-articulated  strategic  plan  that  sets  out  clear 
goals,  objectives,  and  strategies  for  the  PHO.  Al- 
though the  process  of  forming  a PHO  in  and  of  itself 
can  perform  a useful  role  in  strengthening  the  bond 
between  a hospital  and  a group  of  physicians,  over 
time  absent  measurable,  tangible  results,  the  rela- 
tionship between  the  two  entities  is  likely  to  revert  to 
the  status  quo  prior  to  formation  of  the  PHO  or  per- 
haps deteriorate  even  further.  A necessary  factor  for 
the  long-term  success  of  the  PHO,  therefore,  in- 
volves the  development  of  criteria  for  the  ongoing 
evaluation  of  the  progress  of  the  PHO  in  meeting 
agreed-upon  goals  and  objectives.  To  increase  the 
likelihood  of  a PHO  being  successful  in  the  long 
term,  it  is  advisable  for  the  parties  to  begin  with  a set 
of  narrow,  focused  (and  perhaps  even  modest)  goals 
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that  will  lead  to  some  early  successes,  solidify  the 
new  relationship,  and  create  the  momentum  for  more 
ambitious  projects. 

Use  of  an  appropriate  organizational  model. 

Although  all  PHOs  possess  certain  fundamental  or- 
ganizational attributes,  one  of  the  attractive  features 
of  PHOs  is  that  they  provide  a substantial  degree  of 
flexibility  in  design  and  function.  This  inherent  flexi- 
bility should  be  used  effectively  to  ensure  that  the 
PHO  meets  the  unique  needs  of  the  physician  group, 
the  hospital,  and  the  community  involved. 

Clarification  of  roles  and  responsibilities. 

In  deciding  to  form  a PHO,  there  has  to  be  an  explicit 
recognition  of  the  fact  that  the  two  entities  bring 
different  backgrounds,  perspectives,  biases,  and 
expertise  to  the  venture.  This,  often  coupled  with  a 
history  of  adversarial  relations  between  the  partici- 
pants, will  present  initial,  and  sometimes  ongoing, 
challenges  to  the  PHO.  However,  these  challenges 
can  be  overcome  if  the  PHO  is  structured  so  that  the 
role  of  the  physician  in  clinical  decision-making  is 
affirmed  and  strengthened  and  the  expertise  of  the 
hospital  in  business  administration  and  marketing  is 
acknowledged. 

Governance. 

The  PHO  must  be  structured  to  provide  for  an  equal 
voice  by  the  physician  and  hospital  entities  in  deci- 
sion-making. This  includes,  at  a minimum,  provid- 
ing for  an  equal  number  of  physician  and  hospital 
representatives  on  the  board.  In  some  cases,  adding 
additional  at-large  members  to  the  board  can  help 
avoid  stalemates  and  build  consensus. 

Avoidance  of  legal  pitfalls. 

Although  PHOs  offer  considerable  advantages  to 
physicians  and  hospitals,  they  are  not  without  finan- 
cial and  legal  risk.  As  a result,  it  is  essential  that 
proper  legal  and  business  advice  be  obtained  prior  to 
forming,  or  discussing  forming,  a PHO.  Separate,  ex- 
pert legal  counsel  should  be  retained  by  the  physi- 
cian group  and  the  hospital,  and  each  party  should 
be  well-informed  of  all  terms  of  the  arrangement 
including,  most  importantly,  potential  risks  associ- 
ated with  the  PHO. 

Summary 

In  light  of  the  many  trends  that  have  been  building 
over  the  past  decade  and  the  current  pressures  on  the 
health  care  system  for  reform,  change  is  inevitable  in 
the  way  medical  and  other  health  care  services  are 
delivered  and  financed.  Regardless  of  the  precise 
nature  of  those  changes,  increased  cooperative  effort 


between  physicians  and  hospitals  in  providing  health 
care  at  the  community  level  will  be  critical  in  ensur- 
ing the  future  success  of  the  health  care  system. 
PHOs  represent  one  potential  approach  to  increased 
health  care  integration  at  the  local  level  which  can 
offer  significant  advantages  to  patients,  physicians, 
and  hospitals.  Although  PHOs  are  not  a panacea  for 
the  ills  facing  the  US  health  care  system  or  for  dete- 
riorating physician-hospital  relations,  they  can  be  a 
solid  building  block  for  a stronger  health  care  system 
and  for  improved,  cooperative  relations  between 
health  care  providers. ❖ 
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Highlights  from  an  AMA  report 

Managed  competition:  some  concerns  for  physicians 


At  the  request  of  the  Board  of 
Trustees  of  the  American 
Medical  Association,  the  Ad  Hoc 
Technical  Advisory  Committee  on 
Health  System  Reform  undertook  a 
study  of  managed  competition. 
Some  key  results  of  the  study  are 
highlighted  in  the  following  report. 
The  study  presents  a discussion  and 
evaluation  of  a generic  managed 
competition  system  and  does  not 
reflect  any  particular  legislative  re- 
form proposal.  The  report  provides 
a definition  of  managed  competi- 
tion and  discusses  assumptions 
underlying  managed  competition 
health  system  reform  proposals.  It 
reviews  the  strengths  and  weak- 
nesses of  managed  competition, 
AMA  policy,  and  managed  compe- 
tition reform  proposals.  Finally  the 
report  contains  recommendations 
for  AMA  policy. 

Managed  competition  defined 
Managed  competition  refers  to  a 
system  of  health  insurance  wherein 
sponsors,  ie,  collective  agents  on  the 
demand  side  of  the  medical  and 
insurance  markets,  make  a defined 
contribution  toward  the  purchase  of 
insurance  for  each  individual  that 
they  represent.  In  theory,  an  agent 
could  be  a sponsor.  In  practice,  pro- 
ponents of  managed  competition 
have  variously  identified  federal 
agencies,  state  agencies,  private 
employers,  and  labor-management 
health  and  welfare  trusts  as  pro- 
posed sponsors.  Typically,  more 
than  one  type  of  sponsor  is  stipu- 
lated in  any  given  managed  compe- 
tition proposal. 

In  a managed  competition  sys- 
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tern,  a sponsors  defined  contribu- 
tion is  a single,  predetermined  dol- 
lar amount  which  it  will  apply  to- 
ward the  purchase  of  any  health 
insurance  for  which  it  contracts  on 
behalf  of  the  individuals  it  repre- 
sents. The  defined  contributions 
serve  both  as  an  incentive  for  insur- 
ers to  compete  and  as  a lever  by 
which  sponsors  can  more  directly 
affect  their  premium  expenditures. 
Proponents  of  managed  competition 
typically  attempt  to  affect  competi- 
tion by  tying  defined  contributions 
to  the  cost  of  a least  expensive  plan 
providing  coverage  for  at  least  a 
basic  set  of  benefits.  In  addition, 
sponsors  could  affect  total  premium 
expenditures  by  establishing  limits 
on  coverage  over  and  above  the  basic 
set  of  benefits. 

In  general,  managed  competition 
proposals  have  sought  to  expand 
access  as  well  as  to  institute  mecha- 
nisms for  cost  control.  Employer- 
mandates  are  common  though  not 
universal  among  managed  compe- 
tition plans.  Typically,  the  uninsured 
would  be  brought  into  the  system 
through  public  sponsors.  In  many 
instances,  public  sponsors  would 
also  serve  as  purchasing  agents  for 
small  employers.  Finally,  the  estab- 
lishment of  new  information  sys- 
tems for  assessing  such  variables  as 
outcomes,  provider  performance, 
and  cost-quality  tradeoffs  can  be 
found  in  several  prominent  man- 
aged competition  proposals. 

Managed  competition,  however, 
is  distinct  from  managed  care. 
Managed  competition  is  a health 
insurance  system  distinguished  by 
collective  purchasers  whereas  man- 
aged care,  as  defined  by  the  AMA, 
refers  to  systems  or  techniques  gen- 
erally used  by  third-party  payors  or 
their  agents  to  affect  access  to  and 
control  payment  for  health  care  serv- 
ices (Policy  285, 998  AMA  Policy  Com- 


pendium). A managed  competition 
system  could  be  implemented 
through  managed  care  plans;  how- 
ever, such  a system  could  theoreti- 
cally incorporate  other  types  of  plans 
as  well.  Many  managed  competi- 
tion proposals  have  been  structured 
around  integrated  systems.  An  in- 
tegrated system  is  one  in  which  the 
administrative,  delivery,  and  financ- 
ing activities  associated  with  an  in- 
dividuals health  care  are  performed 
by  a single  entity  or  one  in  which  in- 
centives are  structured  to  effectively 
channel  patients  through  such  enti- 
ties. Examples  of  the  entities  that 
have  been  proposed  to  perform  these 
integrated  activities  include  insur- 
ers, insurer-provider  partnerships, 
and  health  insurance  purchasing  co- 
operatives. 

AMA  policy 

The  degree  of  consistency  between 
managed  competition  and  existing 
AMA  policy  depends  upon  how  the 
concept  of  managed  competition  is 
implemented. 

Managed  competition  could  be 
consistent  with  a variety  of  AMA 
policies.  The  notions  of  consumer 
choice  of  health  plan  and  delivery 
mode  (Policy  165.960  (5)),  increased 
cost  consciousness  among  consum- 
ers (Policy  165.960  (4)),  broadened 
access  (Policy  165.960  (2)),  and  eco- 
nomic competition  as  the  market 
organizing  force  and  the  promoter 
of  efficiency  (Policy  165.960  (4))  are 
all  consistent  with  current  Associa- 
tion policy.  Where  managed  com- 
petition plans  include  an  employer 
mandate  (Policy  165.983)  or  limit 
the  tax  deductibility  of  employer 
contributions  toward  premiums 
(Policy  165.960  (12)),  there  is  addi- 
tional congruence. 

The  AMA  has  encouraged  state 
and  county  medical  associations  to 
work  with  employers,  health  insur- 
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ance  carriers,  and  health  care  coali- 
tions in  their  jurisdiction  to  facilitate 
the  formation  of  multiple  employer 
trusts  (METs)  to  allow  small  em- 
ployers to  offer  or  purchase  ade- 
quate health  insurance  coverage 
directly.  The  AMA  has  additionally 
called  for  those  associations  to  work 
with  appropriate  organizations  in 
those  states  that  do  not  regulate  the 
fiscal  solvency  of  such  trusts  to  en- 
courage enactment  of  legislation  to 
provide  such  regulation.  METs  are 
one  possible  structure  for  small- 
employer  sponsors  (Policy  165.992 

(3))- 

However,  the  possibility  also 
exists  that  managed  competition 
could  be  implemented  in  ways  that 
are  inconsistent  with  AMA  policy. 
One  concern  is  that  public  policy 
might  favor  managed  competition 
relative  to  other  approaches.  AMA 
policy  is  that  the  same  rules  of 
competition  should  apply  to  all 


competitors,  including  insurance 
carriers  and  self-insureds  (Policy 
165.960  (7)).  The  logic  is  that  free- 
market  competition  should  deter- 
mine which  delivery  and  financing 
systems  succeed.  Thus,  any  system 
which  gave  managed  competition  a 
competitive  advantage  through  tax 
policy,  governmental  regulation,  or 
governmental  policies  would  be 
inconsistent  with  AMA  policy. 

Another  concern  is  that  sponsors 
of  managed  competition  might 
not  implement  effective  quality  as- 
surance mechanisms.  AMA  policy 
clearly  calls  for  all  health  care  insti- 
tutions to  establish  a formal  struc- 
ture and  process  to  evaluate  and 
enhance  the  quality  of  health  care 
services  and  that  the  structure  and 
process  should  include  professional 
staff,  management,  patients,  and  the 
general  public  (Policy  450.994  (3)). 
The  existence  of  effective  quality 
assurance  mechanisms  is  particu- 


larly important  for  managed  com- 
petition systems  because  the  focus 
on  cost  containment  might  lead  to 
erosion  in  quality  standards.  Thus, 
managed  competition  systems 
would  be  inconsistent  with  AMA 
policy  unless  they  ensure  that  the 
delivery  systems  with  which  they 
contract  have  effective  quality  as- 
surance mechanisms. 

A third  concern  is  the  potential 
impact  of  managed  competition 
systems  on  the  structure  of  the  health 
care  market.  AMA  policy  (Policy 
Sections  160  and  165)  clearly  sup- 
ports vigorous  economic  competi- 
tion in  the  health  care  sector.  Con- 
centration of  market  power  in  health 
insurance  or  delivery  of  care  would 
be  inconsistent  with  AMA  policy,  if 
it  were  to  limit  patient  freedom  of 
choice  or  physician  ability  to  select 
mode  of  practice.  If  the  current  legal 
constraints  which  deny  physicians 
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you  search  for  a new  lull-time  associate. 

Call  us  today  to  arrange  lor  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealIh 

Comprehensive  Health  CareStaeeinc 
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OB/GYN 
Internal  Medicine 
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Continued  from  preceding  page 
an  effective  negotiating  role  are  not 
removed,  this  is  an  especially  seri- 
ous concern. 

Relevant  policies  include: 

1 . The  patients  freedom  of  choice  of 
physician  or  health  care  delivery 
system  (Policy  160.977  (1)), 

2.  Physicians  should  retain  the  right 
to  choose  their  method  of  earning 
a living  (Policy  165.960  (8)),  and 

3.  Employers  must  offer  their  em- 
ployees a choice  among  benefit 
payment  schedule  (indemnity), 
UCR,  and  pre-paid  plans  (Policy 
165.960(II-B)). 

The  AMA  will  vigorously  con- 
tinue to  seek  the  role  of  negotiating 
agent  for  patients  and  physicians 
(Policy  385.973  and  Policy  165.960 

m- 

Concerns  for  medicine 

Managed  competition  proposals 
should  contain  mechanisms  to  en- 
sure that  sponsors  solicit  contracts 
from  a sufficient  number  of  insurers 
to  ensure  competition  does  take 
place.  In  addition,  they  should  en- 
sure that  sponsors  solicit  and  sup- 
port a sufficiently  wide  spectrum  of 
insurers  to  reflect  the  preferences  of, 
and  range  of  risks  represented  by, 
their  constituents. 

Typing  defined  contributions  to 
managed  care  plans  rather  than  true 
least  cost  plans  will  undermine  some 
of  the  competitiveness  in  the  insur- 
ance market.  In  addition,  it  will  in- 
still a bias  in  the  system  in  favor  of 
managed  care  plans. 

Proposed  information  systems 
should  not  impose  undue  burdens 
on  patients  or  physicians.  Physicians 
will  want  to  ensure  that  reporting 
requirements  are  limited  to  factors 
appropriate  to  treatment  and  pay- 
ment decisions.  Confidentiality  is- 
sues and  physician  cost  under  such 
systems  will  need  to  be  critically  ex- 
amined. The  development  of  any 
such  information  system  should 
involve  physician  representatives 
and  may  be  extremely  costly. 

Proposals  which  seek  to  establish 


provider-insurer  partnerships  lack 
specificity  as  to  the  envisioned  role 
of  providers  generally  and  physi- 
cians in  particular.  They  would 
appear  to  put  physicians  into  either 
weak  ownership  positions  with  re- 
spect to  the  partnerships,  without 
any  possibility  for  representation  by 
organized  medicine,  or  into  pure 
employee  positions. 

Recommendations 
The  AMA  Board  of  Trustees  recom- 
mends that: 

1.  The  AMA  adopt  the  following 
policy  position:  Health  system 
reform  proposals  that  concentrate 
unfairly  the  market  power  of 
payors  are  detrimental  to  patients 
and  physicians,  if  patient  free- 
dom of  choice  or  physician  abil- 
ity to  select  mode  of  practice  is 
limited  or  denied.  Single-payer 
systems  clearly  fall  within  such  a 
definition  and,  consequently, 
should  continue  to  be  opposed 
by  the  AMA.  Reform  proposals 
should  balance  fairly  the  market 
power  between  payers  and  phy- 
sicians or  be  opposed. 

2.  The  AMA  continue  to  support 
pluralistic  health  care  system, 
with  no  preferential  treatment  by 
government  that  gives  a competi- 
tive advantage  to  any  form  of 
health  insurance  or  health  care 
delivery  organization.  In  particu- 
lar, integrated  systems,  as  defined 
in  the  report,  should  be  given  no 
competitive  advantage. 

3.  The  AMA  propose  and  sup- 
port legislative  or  regulatory  ac- 
tion requiring  employers  to  offer 
a benefit  payment  schedule  plan, 
in  addition  to  other  plans. 

4.  The  AMA  continue  to  advocate 
strongly  to  Congress,  the  Depart- 
ment of  Justice,  and  the  Federal 
Trade  Commission,  the  need  for 
changes  in  relevant  antitrust  laws 
to  allow  physicians  and  physi- 
cian organizations  to  engage  in 
group  negotiations  with  collec- 
tive purchasers,  managed  care 
plans,  insurers  and  other  payors. 


5.  The  AMA  make  support  for  any 
managed  competition  proposal 
contingent,  in  part,  on:  relief  from 
existing  antitrust  laws  with  re- 
spect to  the  right  of  physicians 
and  physician  organizations  to 
engage  in  group  negotiation  and 
modifications  to  ERISA  to  ensure 
that  any  rules  and  negotiation 
requirement  apply  equally  to  self- 
insured  and  insured  health  bene- 
fit plans. 

6.  That  the  AMA  study  appropriate 
means  of  risk  indexing  and  ad- 
justing premiums  used  under  any 
managed  competition  propos- 
als. 

7.  The  balance  of  this  report  be 
filed.  ❖ 
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Insurance  chief  speaks  out  on  health  system  reform 


Shari  Hamilton,  assistant  editor 

Gov  Tommy  Thompson  appointed  Josephine  W. 

Musser  to  serve  as  the  state's  new  insurance 
commissioner  this  spring  after  scandal  rocked  the 
Office  of  the  Commissioner  of  Insurance.  Musser,  41, 
has  served  as  a primary  advisor  to  the  Thompson  ad- 
ministration on  health  system  reform  and  has  been 
charged  with  developing  and  putting  into  action  the 
governor's  pilot  health  care  reform  program,  the 
Wisconsin  Health  Care  Partnership  Plan,  a proposal 
which  calls  for  the  development  of  regional  health 
care  councils  to  control  health  costs.  Recently,  Musser 
discussed  the  governor's  proposal  with  the  Wiscon- 
sin Medical  Journal  and  shared  her  vision  for  health 
system  reform  in  Wisconsin. 

WMJ:  A recent  Robert  Wood  Foundation  poll  indi- 
cated that  89 % of  Americans  are  satisfied  with  their 
physicians.  How  will  health  care  reform  in  this 
state  ensure  that  residents  may  keep  seeing  the 
doctors  who  have  won  their  confidence? 

J.M.:  I think  that  the  personal  relationship  between  a 
physician  and  their  patient  is  really  to  be  highly 
valued  and  protected.  I also  think  that  people  who 
seek  physician  care  as  well  as  the  physicians  who 
make  referrals  to  other  physicians  do  not  have  good 
information.  Oftentimes  it's  a personal  relationship 
that  may  be  developing,  whether  it's  between  the 
patient  and  the  physician  or  the  physician  and  the 
people  to  whom  he  refers.  1 think  good  information 
about  access,  costs,  patient  satisfaction,  complication 
rates,  readmission  rates,  those  kinds  of  things  will 
give  everyone  good  information  to  support  those 
relationships.  If  they  are  good  relationships,  they'll 
be  supported.  If  they  are  relationships  that  need 
improving,  then  people  will  at  least  have  some  good 
information. 

WMJ:  And  how  do  you  think  we  should  get  accu- 
rate information  out  to  people? 

J.M.:  The  Wisconsin  Health  Care  Partnership  Plan 
has  as  one  of  its  major  objectives  public  accountabil- 
ity for  health  plan  performance.  A health  plan  to  me 
is  the  risk-bearing  entity  as  well  as  the  delivery  of 
service  and  both  performances  should  be  open  to 
public  accountability  and  both  should  have  the  abil- 
ity to  produce  and  deliver  information.  For  example, 
the  regional  councils  might  say  that  all  of  the  health 
plans  will  collect  patient  satisfaction  survey  infor- 


mation on  an 
annual  basis 
using  what- 
ever (the 
HRCs  will 
specify  as  a) 
tool.  There- 
fore, we'll 
have  the  same 
sampling 
techniques, 
etc.,  so  that 
people  will  be 
able  to  rely  on 
the  informa- 
tion. 1 think 
that  physi- 
cians will  be 
able  to  use 
this  informa- 
tion just  as  much  as  anyone  else.  Certainly,  the  health 
insurers,  while  building  their  networks,  and  the 
physicians,  when  they  are  building  networks  with 
other  physicians,  are  going  to  use  this  information. 

WMJ:  How  do  you  feel  your  roles  as  a registered 
nurse  and  a physician  spouse  have  influenced  your 
views  on  health  care  reform? 

J.M.:  I think  my  training  and  education  and  experi- 
ences job-wise  in  health  care  as  well  as  my  experi- 
ences and  education  at  the  University  of  Chicago 
where  I got  my  MBA  have  dramatically  influenced 
my  role  (as  insurance  commissioner.)  I don't  rely  too 
heavily  on  that  (my  role  as  a physician's  spouse)  as  a 
source  of  influence  for  my  values  and  decisions.  My 
husband  and  1 share  a number  of  values  related  to  the 
need  for  health  care  reform.  Hopefully,  most  mar- 
riages would  share  that.  1 have  exposure  to  the 
medical  community  through  my  work  experiences 
as  well  as  through,  obviously,  our  social  life.  I have 
an  opportunity  to  talk  to  many  physicians  about 
their  views  on  health  reform  because  I made  a lot  of 
those  contacts  while  I was  working  as  a nurse  and  my 
husband  and  I have  social  contacts.  I think  that 
broadens  my  perspective.  But  I have  a lot  of  those 
exposures  as  well.  1 was  on  the  board  of  WIPRO  and 
I've  talked  to  lots  of  doctors. 

Continued  on  next  page 
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WMJ:  How  do  you  think  the  Clinton  plan  will 
affect  the  progress  of  the  governor's  bill? 

J.M,:  I think  the  advent  of  national  health  reform  and 
national  health  reform  debate  has  facilitated  and 
accelerated  reform  in  most  states.  I think  that  in  our 
national  structure,  many  people  feel  very  strongly 
that  states  are  different  and  states'  needs  are  differ- 
ent. 

Personally,  I think  waiting  for  national  health 
reform  is  an  enormous  mistake.  1 can't  overempha- 
size that.  I think  if  we  are  still  mucking  around 
talking  about  what  we  are  going  to  do  when  the 
federal  plan  is  passed— whether  that's  this  spring  or 
three  springs  from  now— we  will  be  stuck  with 
whatever  the  feds  pass.  1 think  that  would  be  a 
mistake. 

1 think  we  have  the  best  opportunity  to  have  input 
at  a local  level;  that's  always  the  case.  All  interest 


"'Personally,  I tliink 
waiting  for  national 
health  reform  is  an 
enormous  mistake." 


groups,  all  stakeholders  have  to  be  heard.  That  al- 
most is  impossible  at  a national  level.  The  way  that 
health  care  is  delivered  on  the  east  coast  and  the  west 
coast  is  dramatically  different  from  the  way  the 
medical  community  has  organized  itself  in  Wiscon- 
sin. The  medical  community  has  done  a lot  in  terms 
of  health  care  cost  containment  in  Wisconsin.  I'd  like 
to  build  on  that  instead  of  destroying  it.  1 just  can't 
overemphasize  enough  how  important  it  is  for  us  to 
move  forward.  I think  the  advent  of  the  national 
debate  is  going  to  move  a lot  of  people  to  support  this 
(fiealth  Care  Partnership)  plan. 

WMJ:  What  do  you  envision  the  role  of  physicians 
and  the  State  Medical  Society  to  be  in  the  develop- 
ment of  health  care  reform  in  the  state? 

J.M.:  I have  asked  for  input  at  a number  of  levels— 
often  times  I've  gotten  it  and  sometimes  I haven't.  I 
asked  for  input  at  the  health  care  summits  as  well  as 
the  white  papers  which  were  developed  on  six  topi- 
cal areas  that  were  high  level  questions.  Capitation 


versus  fee  for  service  was  one.  The  tax  treatment  of 
health  care  benefits  was  another.  We  had  physicians 
on  each  of  those  committees  providing  input  and 
perspective  along  with  a number  of  other  people— 
about  15  people  in  each  group. 

We've  asked  for  input  on  the  qualities  and  charac- 
teristics of  regional  council  members— what  should 
be  their  background,  specific  skills,  specific  empha- 
sis that  people  would  like  to  make.  And  I've  asked 
for  input  for  the  membership  quality  and  character- 
istics of  the  advisory  panels.  In  both  cases  the  medi- 
cal society  told  me  it  was  too  early  to  participate  in 
providing  that  information.  I think  that  was  a big 
mistake  because  now  what  will  happen  is  we  will  go 
forward  and  develop  those  things  without  your  input. 
And  I would  much  rather  have  it.  I think  the  input  of 
the  physicians'  groups  is  critical. 

I hear  a lot  from  the  younger  doctors  who  may  or 
may  not  be  participating  in  the  societies  and  the  or- 
ganizations. They  talk  to  me  a lot  about  performance 
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standards  (...and)  outcomes  measurement.  They  don't 
seem  to  be  afraid  of  public  accountability. 

As  you  know,  recently  1 proposed  that  the  physi- 
cian's licensing  fee  be  increased  by  $5  every  two 
years  so  that  we  could  collect  data.  About  100  hospi- 
tals in  the  state  of  Wisconsin  support  the  Office  of 
Health  Care  Information  completely  to  the  tune  of 
just  under  $1  million  a year.  The  1,500  insurance 
companies  who  do  business  in  the  state  of  Wisconsin 
support  the  Office  of  the  Commissioner  of  Insurance 
to  the  tune  of  many  millions  of  dollars  a year.  Both  of 
those  are  for  the  purpose  of  public  accountability. 
What  I was  asking  for  was  a $5  increase  per  physician 
to  fund  some  data  collection  and  the  State  Medical 
Society  opposed  that  and  I have  heard  from  many 
physicians  who  independently  did  not  oppose  that. 

I think  the  role  (for  physicians  and  the  SMS)  is  to 
get  in  and  provide  input. 

WMJ:  What  do  you  feel  are  the  strongest  points  of 
the  governor's  Partnership  Plan? 

i 

I J.M.:  The  fact  that  it  is  based  on  a market  model  and 
, doesn't  throw  out  the  entire  system  and  disrupt  the 
relationships  that  exist  in  the  market.  I think  people 
have  not  appreciated  enough  how  (the  Thompson 
administration)  has  tried  to  build  on  the  fine  quali- 
ties that  exist. 

Many  other  states  have  gone  for  far  more  radical 
change  that  is  very  disruptive,  not  only  to  the  health 
care  industry  and  the  insurance  industry,  but  to  the 
: entire  state  economy.  We  have  chosen  not  to  do  that. 

, We  have  chosen  to  build  on  the  fine  qualities  and  to 
i make  changes  in  the  others.  The  market  model  and 
( the  competitive  approach  is  by  far  and  away  the  best. 

There's  very  little  regulation,  very  little  bureauc- 
1 racy  in  this  plan.  There's  less  in  this  plan  than  any 
1 other  state  plan  I've  examined  and  I can  tell  you  I've 
i looked  carefully  at  about  36  of  them.  The  state  of 
Minnesota,  for  example,  developed  completely  a 
;i  whole  new  corporate  structure  for  health  plans,  a 
whole  new  set  of  regulations  to  go  with  them  and  a 
whole  new  government  agency  and  we  chose  not  to 
take  that  approach.  I think  the  physicians  in  Wiscon- 
sin and  others  in  Wisconsin  have  not  fully  appreci- 
ated what  a plus  that  is. 

Secondly,  the  fact  that  (the  governor's  plan)  builds 
on  the  community  approach.  The  dialogue  is  de- 
signed to  occur  at  the  community  level  between 
I providers  and  the  payors  at  the  community  level, 
j Rather  than  Madison  or  Washington,  DC,  dictating 
' how  things  should  happen,  there's  a tremendous 
^ amount  of  power,  authority,  and  responsibility 
I pushed  out  to  the  local  level  for  local  decision  mak- 
; ing. 

I 


WMJ:  What  will  happen  to  solo  practitioners  under 
the  Partnership  Plan?  Do  they  have  a future  in  Wis- 
consin under  the  plan  you  envision? 

J.M.:  I think  that  there  has  been  in  the  state  of  Wis- 
consin, probably  more  so  than  in  many  other  states, 
the  pressure  on  the  independent  practitioners  to 
affiliate  for  some  time.  I don't  feel  that  trend  is  really 
going  to  change.  I think  that  all  of  the  health  reform 
proposals  that  I've  seen  build  on  vertically  inte- 
grated systems  of  care.  The  plus  of  this  (Thompson) 
plan  is  that  it  allows  choice  of  affiliation  and  inde- 
pendence in  a broader  way  than  many  other  plans 
will. 

WMJ:  How  is  this  going  to  affect  areas  of  rural  Wis- 
consin where  residents  depend  on  solo  practitio- 
ners to  provide  care  and  no  HMOs  or  other  organi- 
zations exist? 

J.  M.:  The  state  of  Wisconsin  has  access  to  HMOs  in 
every  single  county.  There  are  many  communities 
where  physicians  have  chosen  not  to  work  together 
and  have  preferred  an  independent  relationship.  I 
think  that  one  of  the  things  we  know  is  that  it  is 
increasingly  more  difficult  for  them  to  do  so  in  an  era 
of  high  paperwork  and  decreased  productivity  and 

Continued  on  next  page 
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there  are  certain  pluses  to  affiliations  and  to  groups 
related  to  efficiencies  of  production. 

While  (physicians)  may  not  feel  that's  their  num- 
ber one  priority,  we  cannot  any  longer  continue  at 
the  rate  of  cost  increase  we  are  seeing  today.  Society 
is  not  going  to  allow  us  to  let  costs  continue  at  the 
rates  they  are  increasing. 

WMJ:  Why  should  providers  fund  the  Regional 
Health  Councils,  especially  since  they  are  unable 
to  serve  on  the  RHCs?  Why  should  doctors  pay  to 
participate  in  a plan  where  they  are  expected  to 
lower  their  fees? 

J.M:  There's  an  opportunity  to  assess,  but  there's  no 
assessment  of  providers  in  the  plan.  The  regional 
councils  will  develop  a mechanism  for  ongoing 
funding  of  the  regional  councils;  it  is  not  government 
subsidized  or  taxpayer  subsidized.  They  can  assess 
employers,  employees,  providers— however  they  see 
fit  to  divvy  up.  1 think  it's  imperative  that  the  local 
providers  as  well  as  the  other  stakeholders  make  the 
concessions  that  are  necessary  to  keep  this  opera- 
tional. No  one  is  going  to  get  a double  whammy,  and 
there  is  nothing  in  the  bill  that  requires  physicians  to 
pay  the  regional  councils. 

WMJ:  In  the  event  the  state's  uninsured  population 
is  not  folded  into  the  Partnership  Plan  at  the  outset, 
when  do  you  envision  full  involvement  of  that 
population? 

J.M.:  We  need  to  answer  3 or  4 questions  about  the 
uninsured.  First,  we  need  to  answer  the  question  of 
how  many  uninsured  are  there?  The  number  350,000 
to  474,000  is  a bit  of  a wide  range  for  me  and  indicates 
to  me  that  we  need  better  information. 

Secondly,  we  need  to  know  how  many  people  are 
priced  out  of  the  market  because  of  a health  condi- 
tion, and  that  by  getting  rid  of  underwriting  reforms- 
-which  we  are  getting  rid  of  in  the  Partnership  Plan- 
-they  will  now  be  able  to  purchase  insurance  at  an 
affordable  rate  without  a subsidy. 

The  third  question  we  need  to  ask  is  how  many 
people,  especially  small  employers  and  farm  fami- 
lies, when  given  the  purchasing  power  of  a large 
employer— instead  of  paying  ($6,000  to)  $12,000  a 
year  for  health  premiums  per  family  will  be  able  to 
purchase  at  the  same  rate  as  a large  employer,  which 
is  much  more  likely  to  be  in  the  $3,000-$4000  range  if 
that—  will  no  longer  be  uninsured  because  they  are 
no  longer  priced  out  of  the  market.  (With  those 
answers)  we  will  have  a number  of  uninsured  that 
we  can  evaluate  in  terms  of  what's  required  for 


subsidy.  We  won't  be  able  to  answer  those  questions 
until  we  can  get  the  Partnership  Plan  up  and  run- 
ning. That's  the  time  to  look  at  funding.  Not  on  the 
front  end;  it  would  be  irresponsible  to  the  taxpayers 
of  Wisconsin  to  try  and  subsidize  the  (uninsured)  on 
the  front  end  without  having  addressed  these  other 
mechanisms  first. 

WMJ:  When  do  you  see  the  Medicaid  population 
being  folded  into  the  Partnership  Plan? 


"I  think  it's  imperative  that 
local  providers... make  the 
concessions  that  are  necessary 
to  keep  this  operational. 

No  one  is  going  to  get  a 
double  whammy..." 


J.M.:  1 think  the  Medicaid  population  needs  to  be 
studied  very  carefully  and  we  need  a strong  signal 
from  the  federal  government  because  of  the  federal 
matching  funds  that  are  tied  to  Medicaid.  There's  a 
big  desire  on  the  part  of  the  Thompson  administra- 
tion to  responsibly  fund  Medicaid  and  address  the 
issue  of  cost-shifting.  What  we  understand  is  the 
Clinton  administration  is  working  on  it  and  has 
some  rather  elaborate  plans  vis-a-vis  federal  match- 
ing funds,  etc.,  and  1 don't  think  from  a practical 
perspective  we  can  go  forward  without  a strong 
signal  from  the  feds  on  that  particular  issue  because 
of  the  dollars  that  are  at  stake.  It  would  translate  into 
far  too  great  of  a tax  increase  if  we  were  to  take  on  that 
whole  burden.  There's  no  desire  to  keep  them  (the 
Medicaid  population)  out;  the  desire  is  to  not  in- 
crease the  tax  burden  on  the  citizens  of  Wisconsin. 

WMJ:  If  President  Clinton's  plan  mandates  univer- 
sal coverage,  how  will  you  modify  the  Partnership 
Plan  to  meet  that  requirement? 

J.M.:  That  will  be  up  to  the  Legislature  to  take  that  on. 
There  are  two  options— they  will  either  ask  for  a 
waiver  or  an  exemption  or  they  will  adopt  it  and  we 
will  modify  accordingly.  We'll  have  to  wait  and  see 
what  the  shape  of  that  will  take. 

WMJ:  What  impact  do  you  feel  an  employer  man- 
date to  provide  insurance  for  all  employees  would 


472 


Wisconsin  Medical  Journal  • August  1993 


have  in  Wisconsin? 

J.M.:  I guess  I can't  answer  that  until  we  understand 
more  about  the  mandate,  the  size  of  employer  that 
would  be  mandated,  the  phase-in  period,  all  of  those 
questions  need  to  be  answered  before  1 could  really 
answer  that.  I am  not  one  that  believes  a lot  of  jobs 
would  be  lost  but  I am  also  a strong  supporter  of  a 
voluntary  system  so  it's  difficult  to  answer  without 
more  information. 

WMJ:  You  have  indicated  that  the  Partnership  Plan 
guarantees  consumers  freedom  of  choice  of  physi- 
cians, yet  the  plan  states  that  those  physicians  who 
do  not  "negotiate  in  good  faith"  with  the  Regional 
Health  Councils  will  not  be  able  to  care  for  plan 
participants?  Doesn't  this  infringe  on  the  patient's 
ability  to  select  a provider? 

J.M.:  The  entire  system  is  voluntary.  The  employer 
or  group  chooses  their  health  plan  and  designs  their 
health  plan  much  as  they  do  today,  but  they  have 
improved  information  and  competitive  pricing  by 
virtue  of  the  fact  they  are  a member  of  the  (regional) 
pool.  Employees  will  likely  choose  within  the  pool  so 
to  the  extent  physicians  chose  not  to  participate,  they 
may  be  choosing  to  not  have  the  same  patient  base 
that  they  had  prior  to  that.  We  can't  continue  the  way 
we  are;  that's  not  an  option.  There  is  a fee-for-service 
option  as  well  as  a managed  care  option  so  it's  highly 
unlikely  that  a physician  would  not  chose  to  partici- 
pate in  one  or  both  of  those  options. 

WMJ:  The  Partnership  Plan  calls  for  "at  least  one 
HMO  or  one  indemnity  plan"  to  be  offered, 
shouldn't  this  be  changed  to  "all  eligible  plans"? 
How  will  the  state  prevent  one  insurance  company 
from  dominating  the  scene  and  forcing  smaller 
insurers  out  of  business? 

J.M.:  I think  we  need  to  rely  on  the  good  business 
sense  of  the  regional  council  members.  These  are 
business  people.  These  are  people  with  a lot  of  money 
at  stake.  It  has  less  to  do  with  what  the  state  allows. 
The  regional  council  members  can  allow  as  many 
plans  or  at  least  one  of  each,  and  you  should  keep  in 
mind  that  these  are  business  people. 

WMJ:  The  Center  for  Public  Representation  has  of- 
fered modifications  to  the  Partnership  Plan  to  ensure 
coverage  for  the  uninsured.  Is  this  a workable  alter- 
native? 

J.M.:  I think  one  of  the  interesting  points  that  should 
be  made  about  the  CPR's  proposal  is  that  they  state 


that  the  plan,  SB327,  as  it  currently  stands  today  will 
address  92,000  uninsured  out  of  350,000  uninsured, 
which  1 think  is  a very  significant  number.  They  have 
offered  modifications  which  include  taxes  on  ciga- 
rettes, and  possibly  alcohol,  and  talk  about  a trans- 
ference of  funds  from  the  HIRSP  assessments.  There 
are  a lot  of  people  talking  about  that.  1 think  that  one 
of  the  critical  elements  about  that  study  is  it  shows 
that  the  governor's  Partnership  Plan  addresses  just 
under  100,000  of  the  uninsured  without  tax  subsidy. 

WMJ:  At  this  point,  interest  in  passage  of  the  Part- 
nership Plan  appears  to  begin  and  end  in  the  State 
Senate.  How  do  you  plan  on  getting  the  Partner- 
ship Plan  through  the  Assembly? 

J.M.:  1 think  there's  a great  deal  of  bipartisan  sup- 
port. There  are  a number  of  things  that  the  Assembly 
have  voiced  concerns  about,  not  unlike  the  Senate 
Democrats.  A lot  of  those  things  are  being  worked  on 
and  addressed.  1 am  highly  confident  that  the  As- 
sembly understands  that  there  needs  to  be  health 
care  reform,  that  things  will  not  continue  the  way 
they  are.  The  single  payer  plan  is  not  an  acceptable 
option  to  the  citizens  nor  the  economy  of  the  state  of 
Wisconsin.  I think  they  have  grossly  underestimated 
the  economic  impact  of  the  single  payor  plan  on  jobs 
in  Wisconsin.  Plus,  the  single  payor  plan— which  is 
the  only  offered  alternative— bases  a lot  of  its  cost 
containment  features  on  administrative  efficiencies. 

Continued  on  next  page 


Franciscan  Physician  Placement 

a division  of  Saint  Francis,  Inc. 

Specializing  in  physician  placement  in  ILLINOIS  and 
WISCONSIN  with  over  one  hundred  job  opportunities  in 
the  following  specialties: 

Family  Practice 
Internal  Medicine 
Pediatrics 
Obstetrics 
Urgent  Care 

Interested  candidates  need  to  call: 

Jerry  Sermon  at  800-862-9012 
or  send  C.V.  to 

4541  N.  Prospect,  Suite  400 
Peoria,  IL  6l6l4 

Fax:  309-685-1997 
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You  can  gain  those  same  administrative  efficiencies 
through  standardization  and  uniformity  of  proce- 
dures, billing,  enrollment,  etc.,  without  going  to  a 
single  payor.  It's  a radical  approach  that  begs  for  a 
much  simpler  solution  and  one  that  does  not  destroy 
jobs. 

WMJ:  The  Wisconsin  Nurses  Association  and  the 
SMS  have  both  expressed  grave  concerns  with  the 
provisions  included  in  the  Partnership  Plan  relat- 
ing to  expanding  the  scope  of  practice  for  nurses. 
How  do  you  plan  on  modifying  the  language  to 
address  these  concerns? 

J.M.:  The  nurses'  concerns  were  dramatically  differ- 
ent from  the  physicians'  con- 
cerns and  I don't  think  they 
should  be  lumped  together. 

The  nurses'  concerns  were 
that  the  failure  to  cooperate 
on  the  part  of  the  physician 
not  be  viewed  as  punitive. 

They  didn't  mind  at  all  the 
expanded  role  of  the  nurse. 

The  physicians  and  medi- 
cal society  have  testified  that 
they  don't  want  the  nurse 
role  expanded.  The  role  of 
nurses,  physician's  assis- 
tants and  others  absolutely 
must  be  expanded.  It  is  critical  to  increase  primary 
care  access  in  the  state  of  Wisconsin  and  many  other 
places. 

If  things  were  different  and  we  had  more  primary 
care  people  coming  out  of  medical  schools  and  more 
interest  in  serving  the  inner  cities  or  rural  areas  on  the 
part  of  the  primary  care  physicians  that  exist  this 
wouldn't  be  a crisis.  1 have  no  plans  to  make  modifi- 
cations in  the  language.  You'd  have  to  talk  to  Sen. 
(Peggy)  Rosenzweig. 

WMJ:  I'm  sure  you  are  well  aware  of  the  reimburse- 
ment concerns  physicians  have  for  serving  those 
areas.  Tliey  are  not  even  being  paid  what  it  costs  to 
render  services. 

M.J.:  There's  no  judgment  on  why  they  are  not  there. 
The  point  is  there  needs  to  be  primary  care  access  in 
those  communities.  If  the  physicians  won't  go  there 
for  whatever  reason,  then  we  need  to  supply  health 
care  to  those  people.  And  I don't  feel  physicians 
should  stand  in  the  way  of  other  people  providing 
services  that  they  don't  wish  to  provide. 


WMJ:  Many  of  the  high  costs  of  health  care  are  due 
to  self  abuse,  such  as  cigarette  smoking,  alcohol 
consumption,  and  overeating.  What  action  do  you 
perceive  the  state  should  take  to  provide  residents 
with  incentives  to  take  care  of  themselves  and 
reduce  the  drain  on  our  health  care  resources? 

M.J.:  There  is  significant  emphasis  in  regional  coun- 
cil activity  on  consumer  education  and  user  educa- 
tion about  all  of  the  things  that  contribute  to  the  cost 
of  health  care.  Given  that,  one  can' t avoid  the  empha- 
sis on  lifestyle  as  it  relates  to  the  cost  of  health  care 
and  the  individual  responsibility.  A lot  of  this  Part- 
nership Plan  is  founded  on  all  the  stakeholders  tak- 
ing some  responsibility  and  that  does  not  exclude  the 
end  user. 

WMJ:  But  won't  some  of 
this  government  education 
be  in  direct  conflict  with 
elements  of  the  state's  econ- 
omy?  For  example, 
wouldn't  the  state  be  afraid 
it  will  impact  the  dairy 
industry  when  it  urges 
people  to  reduce  choles- 
terol and,  likewise,  hurt  the 
tobacco  and  beer  indus- 
tries? Will  that  be  a prob- 
lem for  a state  entity  to  be 
working  in  direct  competi- 
tion with  state  businesses? 

M.J.:  There  are  so  many  lifestyle  things  that  can  be 
addressed  very  readily  and  straight  forwardly.  Not 
everyone  has  a cholesterol  problem  and  has  to  avoid 
dairy  products.  There  are  issues  related  to  seatbelts 
and  handguns.  All  of  those  issues  drive  up  health 
care  costs  and  create  problems  that  can  be  addressed. 
There's  a simple  awareness  of  a person's  role  in 
taking  medication  the  way  a physician  prescribes 
them.  If  people  aren't  taking  prescription  medicines 
the  way  the  doctor  prescribes  them  that  contributes 
to  the  cost  of  care.  There  are  all  those  educational 
needs  out  there.  I don't  think  they  are  contradictory; 
there  are  mutual  goals. 

WMJ:  The  SMS  views  tort  reform  as  key  to  health 
care  reform.  How  do  you  believe  this  issue  can  be 
incorporated  into  the  state's  health  system  reform? 

J.M.:  Tort  reform  is  being  addressed  in  the  state 
Senate  and  the  administration  is  supportive  of  that. 
I don't  know  how  it  will  fair  in  the  Assembly.  The  ad- 
ministration is  supporting  tort  reform. 


'"The  single  payer  plan 
is  not  an  acceptable 
option  to  the  citizens 
nor  the  economy  of  the 
state  of  Wisconsin." 
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WMJ:  The  new  OHCI  study  on  discounting  reports 
that  discounting  doesn't  influence  small  employ- 
ers' decisions  to  provide  employees  with  insur- 
ance, so  why  do  you  think  the  Partnership  Plan  will 
encourage  more  businesses  to  participate? 

J.M.:  What  we  know  is  that  people  are  very  price  sen- 
sitive with  their  health  plans.  I am  not  one  that  be- 
lieves in  discounting  physician  prices.  I've  never 
believed  in  it.  The  goal  of  the  Partnership  Plan  is  to 
make  health  plans  more  available  to  people  who 
can't  currently  afford  it  and  to  address  the  rate  of  in- 
crease on  the  4.1  million  people  in  the  state  of  Wis- 
consin who  are  looking  at  10  to  15,  sometimes  20%  in- 
creases annually.  If  we  address  those  two  problems, 
discounting  is  not  an  issue;  it  doesn't  enter  into  it. 

WMJ:  How  are  you  going  to  address  concerns  of 
adverse  selection  through  the  Partnership  Plan? 
With  the  fold-in  of  the  state's  high  risk  pool,  me- 
dium-sized and  larger  employers  may  likely  opt 
not  to  join  the  voluntary  plan  because  it  will  not 
lower  their  costs. 


M.J.:  I am  not  convinced  that  the  combination  of 
both  the  increase  in  administrative  efficiencies  as 
well  as  the  leveraged  consumer  power— and  I don't 
just  mean  price,  I mean  the  whole  ability  to  focus 
on  articulating  customer  needs  in  terms  of  service, 
delivery,  value,  satisfaction  and  other  things— the 
sum  of  those  two  will  exceed  will  exceed  any  kind  of 
cost  savings  that  employers  may  be  enjoying  out  in 
the  market  because  of  either  cherry  picking  or  enjoy- 
ing a particularly  low  price  premium  today.  Keep  in 
mind  that  medium  and  large  employers,  by  and 
large,  are  on  their  own  purchasing.  They  spend  lots 
of  money  on  employees  and  others  to  become  edu- 
cated and  to  articulate  their  needs  and  to  begin 
contracting  and  managing  these  plans.  The  coming 
together  with  other  employers  and  the  resources 
available  to  manage  their  health  care  costs  through  a 
buying  pool  I think  is  dramatically  underestimated 
by  people  who  are  worried  about  adverse  selection. 
Our  numbers  show  that  adding  the  HIRSP  popula- 
tion affects  premiums  less  than  2%  while  health  care 
costs  are  going  up  at  11%  to  13%  a year.<« 
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Riverview  Clinic,  a 60  member,  multi-specialty  group  located  on  tlie 
Rock  River  in  beautiful,  southern  Wisconsin,  is  expanding. 
Construction  of  a 41,000  square  foot  addition  plus  an 
ambulatory  surgery  center  is  underway. 

Don't  miss  this  exciting  partnership  opportunity! 


C/inic  members  are  looking  for  BC/BE,  MDs  in  iKe  following  areas: 


Endocrinology 
Family  Practice 
Internal  Medicine 
Neurology 


Oncology 
OrtlK)pedics 
Pediatrics 
Urgent  Care 


For  confidential  consideration,  send  cover  letter  and  CV  to 
Stan  Gnihn,  M.D. 

Riverview  Clinic,  P.O.  Box  551,  Janesville,  W1  53547-0551 


URGENT  CARE 


Marshfield  Clinic  is  seeking  an  additional  Family  Practice 
specialist  or  Internal  Medicine  specialist  to  join  its 
expanding  Urgent  Care  practice  section. 

As  a 400-physician  multispecialty  group,  Marshfield  Clinic 
is  at  the  forefront  of  today's  medical  practice.  This  urgent 
care  specialist  would  join  top  professionals  committed  to 
advancing  health  care  services  while  enjoying  full  on-site 
medical  and  surgical  support  of  one  of  the  nation's  premier 
groups. 

If  you  would  like  to  practice  in  a state-of-the-art  environ- 
ment, and  if  you  enjoy  a lifestyle  that's  rich  with 
recreational  diversity,  and  if  you  would  like  to  call  "one  of 
the  best  small  cities  in  the  Midwest"  home,  contact; 


John  P.  Folz,  Assistant  Director 
Marshfield  Clinic 
1000  North  Oak  Avenue 
Marshfield,  WI  54449 
or  call  collect  at  (715)  387-5181 


MARSHFIELD  CLINIC 


tOE/A,\  M/l  /H/V 
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New  claim  form  rules  from  OCI 


As  OF  July  1, 1993,  the  Office  of 
the  Commissioner  of  Insur- 
ance (OCI)  requires  health  care  pro- 
viders and  insurers  that  provide 
health  care  coverage  to  Wisconsin 
residents  to  use  a standard  printed 
claim  form  for  health  care  services 
and  a standard  printed  claim  format 
for  health  care  insurance  benefits. 
This  administrative  rule  results  from 
passage  of  1991  Wisconsin  Act  250. 
What  follows  is  a description  of  is- 
sues pertinent  to  physicians.  Addi- 
tional information  on  insurer  re- 
quirements may  be  obtained  by  re- 
viewing the  administrative  rule  from 
OCI.  A copy  of  the  standardized 
claim  form  rule  may  be  obtained  by 
sending  a self  addressed  stamped 
envelop  to  OCI,  PO  Box  7873,  Madi- 
son, W1 53707-7873,  Attention:  Meg 
Gunderson,  Central  Files. 

Uniform  claim  form 
Health  care  providers  in  Wisconsin 
providing  a health  insurance  claim 
form  directly  to  a patient  or  filing  a 
claim  with  an  insurer  on  behalf  of  a 
patient  are  required  to  use  the  most 
current  version  of  the  HCFA-1450 
and  HCFA-1500  forms.  The  current 
version  of  the  HCFA-1450  form  is 
known  as  the  UB-82  form.  The  cur- 
rent version  of  the  HCFA-1500  form 
is  known  as  the  12-90  form.  If  the 
provider  does  not  file  a claim  on 
behalf  of  a patient,  the  provider  must 
provide  the  patient  with  the  same 
form  that  would  have  been  used  if  a 
claim  had  been  filed. 

Providers  required  by  the  admin- 
istrative rule  to  use  the  HCFA-1500 
form  are  physicians,  nurses, 
CRNA's,  chiropractors,  podiatrists, 
physical  therapists,  occupational 
therapists,  occupational  therapy 
assistants,  respiratory  care  practi- 
tioners, optometrists,  acupunctur- 
ists, psychologists,  speech-language 
pathologists,  audiologists,  social 
workers,  and  marriage  and  family 
therapists  and  professional  counsel- 


ors, all  of  whom  are  licensed  or  cer- 
tified by  the  department  of  regula- 
tion and  licensing.  Also  included 
are  speech  and  language  patholo- 
gists certified  by  the  Department  of 
Public  Instruction  as  well  as  part- 
nerships and  corporations  of  any  of 
the  specific  providers. 

Cooperative  health  maintenance 
organizations,  hospices,  commu- 
nity-based residential  facilities  and 
inpatient  facilities  including  but  not 
limited  to  hospitals,  nursing  homes, 
county  hospitals  and  homes  must 
use  the  current  version  of  the  HCFA- 
1450  form. 

Coding  requirements 
The  administrative  rule  identifies 
the  codes  that  must  be  used  with 
each  of  the  standardized  forms. 
These  include  the  current  procedural 
terminology  codes  (CPT-4  codes), 
HCFA's  common  procedure  coding 
system  (HCPCS  codes),  the  disease 
codes  in  the  international  classifica- 


tion of  diseases  (1CD-9-CM  codes), 
the  codes  for  mental  disorders  (DSM- 
111-R  codes),  and  the  revenue  codes 
established  by  the  national  uniform 
billing  committee. 

For  anesthesia  services  for  which 
there  is  no  applicable  HCPCS  level  1 
anesthesia  code,  a health  care  pro- 
vider will  use  the  applicable  HCPCS 
level  1 surgery  code. 

An  insurer  may  not  require  a 
health  care  provider  to  use  any  other 
verbal  description  with  a code  or  to 
furnish  additional  information  with 
the  initial  submission  of  a HCFA- 
1500  form  except  under  the  follow- 
ing circumstances: 

• when  the  procedure  code  used 
describes  a treatment  or  service 
which  is  not  otherwise  classified; 

• when  the  procedure  code  is  fol- 
lowed by  the  CPT-4  modifier  22, 
52,  or  99.  A health  care  provider 
using  the  modifier  99  may  use 
item  19  of  the  HCFA-1500  form  to 

Continued  on  next  page 


DOT  changes  response 
to  "no  driving"  reports 

The  dot  will  no  longer  be  immediately  canceling  driving  privileges 
when  physicians  submit  unsolicited  reports  to  the  DOT  and  recom- 
mend that  a patient  not  drive.  From  now  on,  the  person  will  be  notified  that 
because  of  a report  from  a physician  their  driving  privileges  will  be  cancelled 
in  15  days  unless  the  driver  can  provide  additional  medical  information  that 
may  change  that  decision.  This  change  is  being  made  to  accommodate  due 
process  requirements  by  allowing  drivers  to  obtain  another  medical  opinion 
prior  to  license  cancellation.  This  change  applies  only  to  unsolicited  reports. 
When  a physician  recommends  no  driving  on  a regular  medical  report  form, 
given  to  the  physician  by  the  patient,  the  license  will  continue  to  be  imme- 
diately cancelled.  The  DOT  urges  physicians  to  discuss  with  the  patient  any 
information  shared  with  the  DOT  and  to  recommend  that  the  patient  volun- 
tarily surrender  the  license  to  avoid  cancellation.  Obtaining  a license  after  it's 
been  surrendered  is  less  expensive,  less  complicated,  and  avoids  a cancella- 
tion on  a driving  record. ❖ 
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explain  the  multiple  modifiers; 
and 

• when  required  by  a contract  be- 
tween the  insurer  and  health  care 
provider. 

A provider  may  use  item  19  of  the 
ffCFA-1500  form  to  indicate  that 
the  form  is  an  amended  version  of  a 
form  previously  submitted  to  the 
same  insurer  by  inserting  the  word 
"amended"  in  the  space  provided. 

Although  additional  information 
is  not  required  with  the  initial  sub- 
mission of  the  claim,  insurers  may 
require  supplemental  documenta- 
tion. If  the  information  conveyed  by 
standard  coding  is  insufficient  to 
enable  an  insurer  to  determine  eligi- 
bility for  payment,  the  insurer  may 


require  a health  care  provider  to 
furnish  additional  medical  records 
to  determine  medical  necessity  or 
the  nature  of  the  procedure  or  serv- 
ice provided.  The  30  days  allowed 
for  payment  of  a claim  begins  when 
the  insurer  has  sufficient  informa- 
tion to  determine  eligibility  for 
payment. 

Use  of  unique  identifiers 
The  unique  physician  identifier 
number  (UPIN)  assigned  by  HCFA 
is  required  in  item  17a  on  the  HCFA- 
1500  form.  If  the  physician  does  not 
have  such  a number,  the  physician's 
taxpayer  identification  number  as- 
signed by  the  IRS  may  he  used.  For 
item  33,  the  name  and  address  of  the 
payee  is  required  along  with  the 


UPIN  for  the  provider  performing 
the  procedure  or  ordering  the  serv- 
ice. The  individual's  taxpayer  iden- 
tification number  may  be  used  if  a 
physician  does  not  have  a UPIN. 

Remittance  and  benefit  format 
OCI  is  currently  working  on  the 
development  of  a standard  remit- 
tance advice  and  explanation  of 
benefit  form  with  a working  group 
comprised  of  insurers,  providers, 
consumers  and  OCI  staff.  The  work- 
ing group  anticipates  completion  of 
a draft  form  by  Oct  1,  1993.  Those 
interested  in  commenting  on  the 
remittance  advice  form  and  the 
explanation  of  benefits  form  should 
direct  their  comments  to  the  Office 
of  the  Commissioner  of  Insu ranee. 


FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  Health  Professions 
Toll  Free 
1-800-423-USAF 
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A study  on  financial  viability  of  clinics  and  physician 
practices  in  under-served  areas  of  Wisconsin;  summary 
of  results  with  recommendations 


Thomas  H.  Ryan,  Anne  Bicha,  Lynn  Sherman,  and  William  Kucharski,  Madison 


A survey  of  21  physicians  and  clinic  managers  located  in  Health  Profes- 
sional Shortage  Areas  (HPSAs)  and  other  under-served  areas  in  Wiscon- 
sin found  that  to  combat  increasing  costs,  low  reimbursement  rates,  and 
increasing  charity  care  demands,  several  practices  rely  on  outside  sources 
of  funding  to  remain  financially  viable.  Also,  the  financial  viability  of 
physician  practices  in  under-served  areas  of  Wisconsin  is  threatened 
more  by  the  low  reimbursement  rates  of  Medicaid  and  Medicare  than  by 
the  provision  of  charity  care.  Though  few  are  limiting  the  number  of 
Medicare  and  uninsured  patients  they  will  treat,  many  have  begun  imple- 
menting cost  containment  measures,  including  more  strict  collection  poli- 
cies. There  are  also  indications  of  restricted  access  for  Medicaid  patients. 
Wis  Med  J.1993;92(8):478-481. 


A SURVEY  WAS  CONDUCTED  during 
the  fall  of  1992  by  a group  of 
University  of  Wisconsin  students 
enrolled  in  the  Programs  in  Health 
Management  under  the  supervision 
of  the  SMS  Committee  on  Healthcare 
Finance  and  Delivery.  Article  No.  1 
(Wis  Med  /.1993;92(4):193-197.)  pre- 
sented trends  in  the  data,  article  No. 
2 (Wis  Med  /.1993;92(5):254-258.)  dis- 
cussed physician  recruitment  and 
collection  issues,  and  article  No.  3 
(Wis  Med  /.1993;92(6):296-298.)  fo- 
cused on  Medicare  and  Medicaid 
issues.  This  article,  the  fourth  and 
final  in  the  series,  reviews  the  more 
significant  trends  and  presents  rec- 
ommendations to  the  SMS  which 
address  them.  The  recommenda- 
tions fall  within  one  of  three  catego- 
ries: program  development,  public 
policy  directions,  and  topics  for 
further  research. 

Methods 

To  review,  a 5-part  survey  of  a cross- 
section  of  21  Wisconsin  practices, 
ranging  from  solo  rural  practitio- 
ners, federally  funded  community 
health  centers  (including  an  Indian 
reservation  and  a central  Milwau- 


kee clinic),  to  a large  multi-specialty 
clinic,  was  conducted.  Twelve  were 
face-to-face  interviews;  the  others 
were  mailed  out  and  returned. 

The  survey  was  designed  to  so- 
licit responses  from  both  managers 
and  physicians  via  five  questions 
with  multiple  parts.  The  first  ques- 
tion was  designed  to  characterize 
each  clinic  by  variables  such  as  size, 
physician  specialty,  payer  mix  and 
resources  available  to  define  the 
limits  of  the  comparisons.  The  sec- 
ond question  addressed  the  availa- 
bility of  other  sources  of  health  care 
in  the  participants'  communities  and 
surrounding  communities.  The  in- 
tent was  to  discern  what  other 
sources  of  treatment  are  available  in 
the  vicinity  of  the  clinics  and  prac- 
tices for  uninsured  and  under-in- 
sured patients  in  these  under-served 
regions. 

The  third  question  directly  ap- 
proached the  issues  of  charity  care, 
bad  debt,  and  collection  patterns. 
This  gets  at  the  heart  of  the  study  in 
that  it  illustrates  the  disconcerting 
connection  between  a site's  finan- 
cial restrictions  and  patient  access  to 
care.  The  fourth  question  was  cre- 


ated to  obtain  information  specific 
to  governmental  discounted  care  (ie, 
the  Medicare  and  Medicaid  entitle- 
ment programs)  and  question  five 
concluded  the  survey  with  inquiries 
regarding  personal  opinions  on  the 
provision  of  care  to  the  uninsured. 
Medicare  and  Medicaid  patients  and 
thoughts  on  how  to  improve  exis- 
tent policies  that  address  issues  rele- 
vant to  under-served  areas  and  un- 
compensated care. 

Summary  of  results 
1.  Financial  imhility 

• Sixteen  of  21  site  respondents 
stated  that  their  practice  is  finan- 
cially sound. 

• Three  sites  are  only  breaking  even, 
and  are  not  confident  about  fu- 
ture financial  prospects. 

• Ten  sites,  almost  half,  rely  on 
outside  sources  of  funding  to 
maintain  financial  viability,  indi- 
cating the  importance  of  a safety 
net  to  keep  sites  operational  in 
areas  where  patients  are  already 
underserved. 

Recommendations  for  the  SMS. 

• Promote  and  provide  financial 
support  for  a medical  "pro-bono" 
program. 

• Develop  ways  to  promote  greater 
donation  of  services  by  suburban 
and  urban  physicians  to  practices 
in  under-served  areas. 

• Help  hospitals,  clinics,  and  indi- 
vidual physicians  develop  ways 
to  obtain  weekend,  night,  and  va- 
cation coverage  for  physicians  in 
under-served  areas. 

• Research  the  effect  of  the  expan- 
sion of  large  group  practices  in 
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rural  areas  on  physician  supply, 
financial  viability  and  access  to 
health  care. 

II.  Effects  of  Medicaid  and  Medicare. 
When  asked  directly,  "Which  has  a 
greater  cost  impact  on  your  prac- 
tice/clinic, the  discount  on  Medi- 
caid and  Medicare  or  the  provision 
of  care  to  the  uninsured?"  almost 
every  clinic  responded  that  the  less 
than  full  charge  reimbursement  rates 
of  Medicare  and  Medicaid  have  a 
greater  effect  on  cost.  Reasons  for 
this  included:  reimbursement  not 
covering  the  cost  of  overhead;  the 
paperwork  involved  in  bilUng  Medi- 
care and  Medicaid;  a backlog  in  re- 


ceiving reimbursement;  difficulty  in 
keeping  up  with  changing  regula- 
tions; interpreting  CPT  terminology 
and  lCD-9  forms;  and  keeping  staff 
properly  trained. 

Nearly  half  of  the  respondents 
stated  that  their  Medicaid  patient 
base  has  increased  in  the  past  sev- 
eral years. 

Recommendations  for  the  SMS. 

• Continue  trying  to  help  rectify 
the  incongruities  of  Medicare  re- 
imbursement. 

• Continue  to  work  toward  agree- 
ment of  all  county  medical  socie- 
ties on  establishing  a uniform 
RBRVS  geographic  factor. 


• Work  toward  further  adjusting 
RVUs  to  lessen  the  reimburse- 
ment discrepancy  between  gen- 
eralists and  sub-specialists. 

• Expand  efforts  to  make  state 
policymakers  more  aware  of  the 
problems  experienced  by  primary 
care  providers  in  under-served 
areas. 

• Continue  its  campaign  to  advo- 
cate Medicare  reimbursement  re- 
form through  the  Task  Force  on 
Health  Care  Reform. 

• The  SMS  could  create  scenarios 
comparing  reimbursement  levels 
before  and  after  the  recent  RVU 
adjustment.  If  financial  data  can- 

Con tinned  on  next  page 


WIPRO  clarifies  changes  to  quality  review  process 


IN  A July  15  letter,  WIPRO  ex- 
plained the  quality  review  proc- 
ess that  will  continue  into  the  next 
phase  of  PRO  review.  HCFA  in- 
structed all  PROs  to  modify  the 
process  for  conducting  review  of  the 
quality  of  care  for  Medicare  benefi- 
ciaries and  to  discontinue  the  use  of 
severity  levels,  points  and  weighted 
scores  in  both  the  quality  review 
and  quality  intervention  process. 
This  change  is  effective  immediately 
and  applies  to  cases  currently  in  the 
review  process.  Specifically,  WIPRO 
is  initiating  the  following  changes: 
• The  definition  of  "quality  prob- 
lem" has  been  modified  to  mean 
a problem  with  significant  or  the 
potential  for  significant  adverse 
effect(s)  on  the  patient. 

• Cases  previously  placed  in  "pend- 
ing" status  (ie,  they  had  been  as- 
signed a tracking  status  until  a 
pattern  of  cases  occurred  in  a 
quarterly  profile)  will  be  consid- 
ered as  completed  with  no  fur- 
ther action  taken  on  them. 


• Cases  currently  under  review 
with  a potential  quality  problem 
will  not  be  placed  in  a "pending" 
status.  These  reviews  will  be 
completed  and  a final  determina- 
tion will  be  made  regarding  the 
existence  of  a quality  concern. 

• Severity  level  determinations  and 
the  assignment  of  points  result- 
ing from  these  determinations  are 
discontinued.  Notification  letters, 
both  at  the  potential  problem 
stage  and  the  final  determination 
point,  will  not  refer  to  severity 
levels,  point  or  weights. 

• Quarterly  profiling  of  quality 
problems  will  be  carried  out  based 
on  WlPRO's  analysis  of  the  na- 
ture and  extent  of  the  problems 
identified  but  will  not  include 
computation  of  severity  levels, 
points  or  weights. 

• Intensified  review  will  no  longer 
be  used  as  an  intervention. 
WIPRO  will  not  initiate  any  new 
intensified  review  based  on  find- 
ings for  quality,  use  or  coding. 


• For  cases  already  selected  under 
a previous  intensification,  only 
those  cases  in  which  a potential 
problem,  potential  coding  change 
has  already  been  intensified  will 
be  continued  to  completion. 

• HCFA  has  provided  model  lan- 
guage to  include  in  quality  no- 
tices to  explain  the  change  in  the 
quality  review  process  to  physi- 
cians and  providers.  This  model 
language  will  be  inserted  into  any 
quality  letters  WIPRO  issues. 
These  changes  herald  a new  di- 
rection for  the  PRO  program  which 
will  focus  on  the  process  of  care 
rather  than  on  individual  case  re- 
view. Questions  about  these 
changes?  Call  Dawn  Schroeder  at 
WIPRO  (608)  274-1940  or  (800)  362- 
2320.  The  SMS  will  continue  to 
monitor  WlPRO's  implementation 
of  its  medical  review  requirements 
and  physicians  who  have  problems 
with  WIPRO  medical  quality  re- 
views are  encouraged  to  call  Sally 
Wencel  at  the  SMS,  1 -800-362-9080. ❖ 
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not  be  obtained  from  sites,  hypo- 
thetical scenarios  with  informa- 
tion available  could  be  created. 

III. Proi'ision  of  care. 

Nearly  all  sites  stated  that  they  do 
not  limit  the  charity  care  they  pro- 
vide to  the  community  for  purely  fi- 
nancial reasons.  Nineteen  of  the  21 
respondents  said  that  they  do  not 
turn  away  patients  for  needed  serv- 
ices based  on  insurance  status  or 
inability  to  pay. 

Recommendation  for  the  SMS. 
Conduct  exploratory  studies  of  pa- 
tient access  problems  in  under- 
serv’ed  areas.  For  example,  sur\'ey 
Medicaid  patients  and  doctors  with 
complete  protection  of  anonymity. 

IV.  Collection  policies. 

Bill  collection  has  become  more  for- 
malized during  the  past  5 years, 
according  to  several  clinic  manag- 
ers. Some  clinics  and  practices  are 
becoming  more  sophisticated  and 
creative  in  collecting  past  due  ac- 
counts, and  more  formalized  in  their 
enforcement,  which  are  indications 
that  there  is  less  permissiveness  than 
in  the  past.  We  hypothesize  that  these 
more  structured  collection  and  en- 
forcement systems  are  causally  re- 
lated to  the  increasing  problems  and 
difficulties  associated  with  more 
delinquent  accounts. 

Recommendation  for  the  SMS. 
Investigate  potential  interest  in 
developing  efforts  to  support  phy- 
sician practices  in  under-serv'ed 
areas;  for  example,  providing  CME 
programs  on  effective  and  humane 
collection  policies  for  small  medical 
practices.  The  SMS  could  contact 
small  practices  in  under-serv  ed  areas 
to  assess  their  interest  in  such  assis- 
tance or  CME  programs. 

V''.  Recruitment  and  reimbursement. 
Almost  all  respondents  agreed  that 
attracting  physicians  to  under- 
seiv'cd  sites  is  more  difficult  than 


recruiting  for  clinics  or  practices  lo- 
cated in  suburban  or  urban  areas. 

There  are  numerous  reasons  for 
recruitment  difficulties,  including 
lower  reimbursement  of  rural  phy- 
sicians compared  to  their  suburban 
and  urban  counterparts,  lifestyle 
factors  (including  difficulties  of 
spouses  in  finding  adequate  employ- 
ment), and  a lack  of  community  and 
area  hospital  support  for  physician 
practices  in  some  rural  areas. 

External  sources  of  funding  for 
monetary  compensation  (eg,  federal, 
state,  local,  financial  support)  seem 
to  mitigate  recruitment  difficulty. 
Similarly,  a recent  trend  of  affili- 
ation with  a system  health  care  pro- 
vider seems  to  alleviate  financial 
pressures  and  enhance  recruitment 
potential.  Some  sites  have  sought 
affiliation  with  these  large,  multi- 
specialty entities,  because  of  their 
competitive  advantage  and  the 
benefits  of  scale  economies  reached 
in  pooling  resources  and  enrolling  a 
high  v'olume  of  patients.  This  liber- 
ates those  financially  stniggling  rural 
sites  from  offering  compensation 
linked  solely  with  the  amount  billed. 

Recommendations  for  the  SMS. 

• Promote  the  effective  use  of  phy- 
sician assistants,  nurse  practitio- 
ners and  nurse  midwives  in 
under-served  areas. 

• Educate  membership  on  the 
important  role  of  non-physician 
practitioners  in  under-served 
areas. 

• Investigate  ways  to  recruit  non- 
physician practitioners  to  under- 
served areas. 

• Support  (possibly  demand)  in- 
creased emphasis  on  primar)' 
care,  especially  family  practice, 
in  medical  schools. 

• Develop  working  partnerships 
with  other  organizations  in  Wis- 
consin actively  involved  in  re- 
ducting the  shortage  of  primary 
care  physicians  in  uncier-served 
areas  (eg,  the  Area  1 lealth  Educa- 
tion Centers  [AMEC]  program). 
Organizations  which  might  be  in- 


clude the  UW  Office  of  Rural 
I lealth  (New  Physicians  for  Wis- 
consin) and  the  Area  Health 
Education  Centers  (AHEC)  Pro- 
gram. 

• S>eek  increased  funding  and  sup- 
port for  primary  care  residencies 
from  the  state  government. 

• Seek  legislative  support  for  the 
expansion  of  a state  loan  forgive- 
ness program  applied  to  ElPSAs. 
For  state  tax  purposes,  this  might 
include  the  deduction  of  interest 
paid  on  educational  loans. 

• Encourage  the  state  legislature  to 
provide  tax  incentives  for  physi- 
cians and  clinics  willing  to  estab- 
lish or  expand  primary  care  prac- 
tices in  under-served  areas. 

• Create  surveys  of  the  career  plans 
of  students. 

Sunny  participant  suggestions 

• The  SMS  should  examine  ElPSAs 
more  closely  and  encourage  phy- 
sicians to  practice  in  these  regions. 

• The  SMS  could  take  a more  active 
role  in  promoting  the  image  and 
employment  of  non-physician 
practitioners,  such  as  physician 
assistants,  nurse  practitioners, 
and  nurse  midwives.  The  direct 
supervision  required  of  them  now 
might  be  reconsidered  to  allow 
them  to  practice  more  independ- 
ently. 

• 1 he  SMS  could  work  with  high 
schools  to  increase  the  supply  of 
family  physicians  by  offering 
scholarships  to  students  who 
would  promise  to  practice  in 
desigiiated  HPSAs  for  a few  years 
after  completing  their  training. 

• The  SMS  should  continue  work- 
ing to  cap  malpractice  payments. 

• The  SMS  should  continue  work- 
ing to  rectify  the  incongruity  that 
exists  in  Medicare  and  Medicaid 
reimbursement  between  rural 
and  urban  areas  for  many  diag- 
noses. 

• The  SMS  should  focus  on  pri- 
mary care  recruitment  and  reim- 
bursement. One  respondent  said, 
"The  playing  field  must  become 
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level.  Primary  care  physicians 
must  receive  the  same  compen- 
sation for  their  services." 

• The  SMS  should  target  the  struc- 
tural problems  which  helped 
create  under-served  populations 
in  the  first  place. 

• The  SMS  should  accept  the  fact 
that  some  physicians  do  make 
too  much  money  and  choose 
specialties  and  locales  because 
they  are  lucrative.  Also,  the  SMS 
should  initiate  efforts  to  even  the 
playing  field.  Then  the  uninsured 
will  have  improved  access  lim- 
ited by  geography,  not  ability  to 
pay. 

Conclusion 

These  findings  have  relevance  for 

physician  practices  and  clinics  in 


Wisconsin's  rural  and  central  city 
areas.  The  increasing  cost  of  health 
care  has  magnified  the  trade-off 
between  a practice's  financial  con- 
siderations and  patient  access  to  care 
in  these  under-serv'ed  environments. 
This  survey  explored  the  choices 
being  made  by  administrators  and 
physicians  in  dealing  with  this  trade- 
off. We  encountered  many  of  the 
problems  commonly  associated  with 
under-served  areas,  such  as  the 
shortage  of  primary  care  physicians 
and  practices  with  financial  diffi- 
culties. We  also  discovered  the  de- 
velopment of  creative  strategies  to 
solve  the  problems. 

A singular  focus  in  responding  to 
the  problems  of  financial  viability 
and  health  service  in  rural  and  cen- 
tral city  areas  would  not  be  wise.  For 


example,  to  focus  on  improving 
access  simply  be  increasing  the  re- 
imbursement of  primary  care  phy- 
sicians is  shi)rt-sighted.  The  short- 
ages have  long  existed  for  reasons 
that  transcend  reimbursement  con- 
cerns. Other  professionals  capable 
of  providing  basic  care  would  be 
helpful  in  working  with  the  physi- 
cians. Effective  use  of  nurse  practi- 
tioners, physician  assistants  and 
nurse  midwives  could  potentially 
alleviate  the  shortages,  at  least  in  the 
short  term. 
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Public  health 

Prevalence  and  characteristics  of  weight  loss 
attempts  in  Wisconsin,  1989 

Gianfranco  Pezzino,  MD,  MPH;  Patrick  L.  Remington,  MD,  MPH;  and  Henry  A.  Anderson,  MD,  Madison  and 
Atlanta 


Many  people  try  to  lose  weight 
in  the  United  States.’  Recent 
reports^  indicate  that  some  weight 
loss  practices,  particularly  those  that 


i The  public  health  column  is  not  reviewed 
I by  the  WMJ  editorial  board.  Dr  Pezzino 
is  an  Epidemic  Intelligence  Service  Offi- 
cer with  the  Centers  for  Disease  Control 
and  Prevention  in  Atlanta.  Dr  Reming- 
ton and  Dr  Anderson  are  with  the  Wis- 
consin Division  of  Health's  Bureau  of 
Public  Health.  Reprint  requests  to:  Pat- 
rick L.  Remington,  MD,  Wisconsin  Divi- 
j sion  of  Health,  1414  E Washington  Ave, 
Rm  96,  Madison,  WI  53703-3044.  Copy- 
right 1993  by  the  State  Medical  Society 
of  Wisconsin. 


tend  to  make  an  individual  lose  and 
gain  weight  in  repeated  alternate 
cycles,  may  have  dangerous  health 
consequences.  In  this  report  we 
describe  the  prevalence  and  charac- 
teristics of  weight  loss  attempts 
among  Wisconsin  adults  in  1989. 

Methods 

We  used  self-reported  information 
obtained  from  the  Wisconsin  Behav- 
ioral Risk  Factor  Surveillance  Sys- 
tem (BRFSS).  This  is  a random  digit- 
dialed  telephone  survey  conducted 
throughout  the  year  to  study  health 
related  behaviors  among  the  state's 
non-institutionalized  population 
aged  18  years  and  older.  Details  on 


the  BRFSS  have  been  reported  else- 
where ^ 

The  questionnaire  used  for  the 
BRFSS  in  1989  contained  questions 
about  weight  control  practices.  Re- 
spondents were  asked  the  question 
"Are  you  now  trying  to  lose  weiglit?" 
Those  who  answered  yes  were  asked 
several  other  questions  about  the 
modality,  the  duration,  and  the  goal 
of  their  weight  loss  attempt. 

Respondents  were  also  asked  to 
report  their  height  and  weight.  Body 
mass  index  (BMI)  was  calculated  as 
weight  in  kg  divided  by  the  square 
of  height  in  meters.  We  classified  re- 
spondents into  three  groups  accord- 
Continued  on  next  page 
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Continued  from  preceding  page 
ing  to  their  BMI:  <26,  26-29.9,  and 
30.  Assuming  a height  of  5'10"  for 
men  and  5'4"  for  women,  this  corre- 
sponds to  weights  of  <178, 178-207, 
and  >207  pounds  for  men,  and  <150, 
130-173,  and  >173  pounds  for 
women  for  each  of  the  three  respec- 
tive weight  groups.  People  in  the 
last  group,  that  is  with  BMI  30  or 
more,  would  generally  be  consid- 
ered obese.  Univariate  analysis  was 
conducted  using  SAS,'*  and  re- 
sponses were  weighted  to  account 
for  the  complex  study  design. 

Results 

Of  the  1,615  people  contacted  for  the 
survey,  responses  were  obtained 


Table  1.— Weight  loss  attempt 
prevalence  by  gender  and  selected 
characteristics,  Wisconsin  1989. 


Men,  % 

Women,  % 

(n=589) 

(n=687) 

Total 

28 

42 

Age  (years): 

18-24 

27% 

31% 

25-34 

28% 

48% 

35-44 

30% 

44% 

45-54 

43% 

48% 

55-64 

27% 

57% 

65+ 

17% 

31% 

Current  BMI 

<26 

13% 

31% 

26-29.9 

46% 

60% 

30 

65% 

77% 

Table  2.— Duration  of  the  current 

attempt  to  lose  weight  by  gender. 

Wisconsin  1989. 

Men,  % 

Women,  % 

(nM71) 

(n=292) 

< 1 month 

28% 

22% 

1-11  months 

49% 

45% 

> 1 year 

14% 

13% 

Always 

9% 

20% 

from  1,276  (79%),  589  of  which  were 
males  and  687  females.  The  mean 
age  of  respondents  was  42  for  males 
and  46  for  females.  The  mean  weight 
was  181  pounds  for  males  and  142 
for  females,  and  the  mean  BMI  25.7 
and  24.2,  respectively.  Among  men, 
10%  were  in  the  heaviest  BMI  group, 
compared  to  13%  of  women. 

Table  1 summarizes  the  charac- 
teristics of  the  people  engaged  in  a 
weight  loss  attempt.  In  general, 
women  were  more  likely  to  attempt 
to  lose  weight,  with  42%  of  them 
trying  to  lose  weight,  as  compared 
to  28%  of  men.  In  women,  the  pro- 
portion trying  to  lose  weight  was 
uniformly  high  between  25  and  64 
years  of  age,  while  in  men,  the  pro- 
portion trying  to  lose  weight  in- 
creased progressively  until  the  age 
of  54  and  dropped  considerably  after 
65.  For  both  men  and  women,  the 
proportion  trying  to  lose  weight  was 
higher  among  those  who  weighed 
more. 

Women  seem  to  be  more  persis- 
tent than  men  in  their  attempts  to 
lose  weight.  As  many  as  20%  of 
women  (and  only  9%  of  men)  de- 
clared that  they  were  always  trying 
to  lose  weight  (Table  2).  Almost 
80%  of  the  men  trying  to  lose  weight 
had  being  trying  to  do  so  for  less 
than  1 year. 

Women  who  were  trying  to  lose 
weight  reported  that  they  were  us- 
ing various  weight  reduction  prac- 
tices more  often  than  men  (Table  3). 
The  most  common  practices  used 
by  both  men  and  women  were  eat- 
ing fewer  calories  and  exercising, 
followed  for  women  by  dietitian 
consultation,  organized  weight 
control  programs  and  supplemen- 
tary food  for  weight  control. 

Comment 

Our  study  shows  that  overall,  about 
one  third  of  Wisconsin  adults,  that 
is  more  than  one  million  people,  are 
trying  to  lose  weight  at  any  one  time. 
Considering  the  cross-sectional 
design  of  this  survey,  the  number  of 


adults  who  try  to  lose  weight  some- 
time during  their  life  is  probably 
much  higher. 

As  in  the  United  States,’  Wiscon- 
sin women  reported  trying  to  lose 
weight  more  often  than  men,  and  as 
many  as  20%  of  them  reported  that 
they  were  always  trying  to  lose 
weight.  This  finding  probably  re- 
flects the  fact  that  women  are  under 
more  social  pressure  than  men  to 
lose  weight. 

Unfortunately,  many  weight  loss 
programs  are  not  successful  in  the 
long  run,^  and  people  typically  go 
through  alternate  cycles  of  weight 
reduction  and  gain  which  can  have 
negative  health  consequences.^  Al- 
though the  health  effects  of  obesity 
have  been  extensively  shown  and 
publicized,^  recent  evidence  sug- 
gests that  large  and  repeated  weight 
changes  should  be  avoided.^  In  this 
respect,  the  findings  that  20%  of 
women  report  to  be  always  trying  to 
lose  weight  is  particularly  disturb- 
ing. 

Furthermore,  the  fact  that  more 
than  one  third  of  men  and  women 
trying  to  lose  weight  do  not  use 
physical  activity  to  this  purpose, 
while  many  report  to  use  a variety 
of  alternative  practices,  suggests  a 
lack  of  awareness  of  the  importance 
of  physical  activity  for  weight  con- 
trol. 

The  issue  of  weight  control  is 
complex,  with  several  social  and  cul- 
tural implications.  The  questions  of 
when,  and  how  health  professionals 
should  encourage  people  to  lose 
weight  is  still  controversial.  Preven- 
tion of  obesity  in  young  adults, 
through  appropriate  and  healthy 
diet  and  life-style,  is  probably  the 
most  important  way  to  reduce  the 
prevalence  of  obesity  and  its  conse- 
quences later  in  life.  It  is  important 
to  improve  our  knowledge  and  to 
inform  the  public  about  the  current 
indications  and  contra-indications 
for  weight  reduction  and  the  risks 
and  benefits  of  weight  reduction 
practices. 


482 


Wisconsin  Medical  Journal  • August  1993 


Table  3.-Weight  reduction  practices  by  gender,  Wisconsin  1989. 

Men  (n=171) 

Women  (n*292) 

Practice 

% who  used 

% who  used 

Eating  fewer  calories 

82% 

91% 

Exercise 

60% 

65% 

Consult  dietitian 

23% 

29% 

Organized  weight  control  program 

2% 

15% 

Supplementary  food  for  weight  control 

2% 

6% 

Fasting  for  24  h. 

2% 

4% 

Pills  for  weight  control 

1% 

4% 
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MICHIGAN'S  UPPER  PENINSULA 


St.  Francis  Hospital  is  a 110-bed  acute  care  facility 
owned  and  operated  by  the  OSF  Healthcare  System. 
The  hospital  has  a patient  draw  of  over  55,000.  The 
Order  of  St.  Francis  is  committed  to  providing  quality 
healthcare  in  the  Upper  Peninsula.  The  hospital  is 
1986  new  and  equipped  with  state-of-the-art  resources. 
The  hospital  will  sponsor  with  income  guarantees  and 
bonuses.  We  are  currently  looking  for  the  following; 

* Family  Practice  * Internal  Medicine 

* Neurology  * OB/GYN 

* Orthopedic  Surgery  * Urology 

* Otolaryngology 

The  Upper  Peninsula  has  some  of  the  most  rustic  and 
scenic  areas  this  country  has  to  offer.  Escanaba  is  a 
resort  community  on  Lake  Michigan  and  the  area  offers 
hiking,  golf,  sailing,  skiing  and  hunting  in  a beautiful  and 
safe  environment  for  the  family. 

For  confidential  consideration,  send  cover  letter  and  CV 
to: 

Ken  Arndt 

Franciscan  Physician  Placement 
4541  N.  Prospect,  Suite  400 
Peoria,  IL  61614 

800-438-4592  / FAX;  309-685-1997 
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Physician  briefs 

Tl\e  * indicates  a member  of  the  SMS. 

Marc  Alverez,  MD,  has  joined 
Group  Health  Cooperative 
Oakwood  Clinic  in  Eau  Claire  as  a 
pediatric  specialist.  After  complet- 
ing his  residency  at  Johns  Hopkins 
University  in  Baltimore,  Alvarez 
completed  fellowship  training  in 
pediatric  endocrinology  at  Mayo 
Graduate  School  of  Medicine  in 
Rochester.  Before  joining  Group 
1 lealth.  Dr  Alverez  was  on  the  staff 
at  the  University  of  North  Dakota 
Department  of  Pediatrics  in  Bismark. 
He  is  certified  by  the  American  Board 
of  Pediatrics  and  Pediatric  Endocri- 
nologists. 

Hugh  Davis,  MD,*  has  been  ap- 
pointed professor  of  medicine  for 
the  division  of  cancer  and  blood 
diseases  at  the  Medical  College  of 
Wisconsin.  He  is  a former  chair  of 
the  department  of  medicine  at  the 
University  of  Wisconsin  Medical 
School  Milwaukee  Clinical  Campus 
and  the  former  head  of  the  hematol- 
ogy-oncology section  at  Sinai  Sa- 
maritan Medical  Center. 

Charles  H.  Diggs,  MD,*  has  been 
elected  chair  of  Dean  Medical  Cen- 
ter's Board  of  Directors.  Other  offi- 
ceis  include:  David  G.  DeCock, 
MD,*  vice  chair;  Robert  D.  Gilbert, 
MD,*  secretar}'- treasurer;  and  Susan 
N Isenee,  assistant  secretary-treas- 
urer. New  board  members  are  John 
E.  Woodford,  MD,*  and  Timothy  E. 

L echinaier,  MD.* 


June  M.  Dobbs,  MD,  associate  pro- 
fessor of  pediatrics  at  the  Medical 
College  of  Wisconsin  (MCW),  and 
medical  director  of  the  Child  Devel- 
opment Center  at  Children's  Hospi- 
tal of  Wisconsin,  received  the  1993 
Wisconsin  Maternal  and  Child 
Health  Coalition's  Achievement 
Award  as  outstanding  maternal  and 
child  health  clinician. 

Terrence  W.  Frank,  MD,*  an  otolar- 
yngologist, has  joined  the  practice 
of  Roy  J.  Dunlap,  MD,*  in  the 
communities  of  Stevens  Point,  Wis- 
consin Rapids  and  Waupaca.  Dr 
Frank  received  his  medical  school 
training  at  the  University  of  Wis- 
consin, where  he  also  completed  his 
residency  and  service  on  the  aca- 
demic staff  for  9 years. 

Marvin  A.  Glicklich,  MD,*  a Mil- 
waukee pediatrician  with  long- 
standing ties  to  Children's  Hospital 
and  the  Medical  College  of  Wiscon- 
sin, has  been  named  to  the  dual  role 
of  surgeon-in-chief  at  Children's 
1 lospital  and  professor  and  chair  of 
the  department  of  pediatric  surgery 
at  MCW.  Dr  Glicklich  as  spent  more 
than  30  years  as  a clinical  faculty 
member  in  private  practice  in  Mil- 
waukee with  Pediatric  Surgical 
Associates,  S.C. 

Brent  Gunsolly,  MD,  has  joined 
Hope  Hospice  in  Medford  as  their 
new  medical  director.  Dr  Gunsolly 
moved  to  Medford  this  past  spring 
to  join  the  medical  staff  at  the 


Medford  Family  Practice  Center.  He 
has  completed  residencies  in  inter- 
nal medicine  and  family  practice. 

M.  Scott  Harris,  MD,  has  joined  the 
staff  of  Memorial  Hospital  at  Ocono- 
mowoc.  Dr  Harris  specializes  in 
gastroenterology  and  is  a graduate 
of  Harvard  Medical  School.  Dr 
Harris  completed  a residency  in 
internal  medicine  at  Johns  Hopkins 
Hospital  and  a fellowship  in  gastro- 
enterology at  Yale  University  School 
of  Medicine.  Dr  Harris  currently 
Continued  on  next  page 


Ken  Viste,  MD, 
appointed 
AMA  delegate 

The  SMS  Board  of  Directors 
has  appointed  Kenneth  M. 
Viste,  Jr,  MD,  of  Oshkosh,  to 
serve  as  an  interim  delegate  to 
the  AMA,  filling  a slot  vacated 
by  Richard  W.  Edwards,  MD. 
In  April,  the  SMS  House  of 
Delegates  elected  Viste,  a past 
SMS  president,  to  succeed 
Edwards  and  elected  Susan  L. 
Turney,  MD,  of  Marshfield,  to 
succeed  Viste  as  an  alternate 
delegate.  The  SMS  board  has 
now  appointed  Turney  to  serve 
as  an  interim  alternate 
delegate. ❖ 
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holds  faculty  appointments  at  both 
Wisconsin  medical  schools.  He  was 
awarded  the  Premier  Physician 
Award  by  the  Wisconsin  Chapter  of 
the  Crohn's  and  Colitis  Foundation 
of  America  for  1993. 

Donald  J.  Heyrman,  MD,*  has  been 
elected  to  a 3-year  term  as  the  Medi- 
cal College  of  Wisconsin/ Marquette 
University  Alumni  Association  rep- 
resentative. Dr  Heyrman  is  profes- 
sor emeritus  of  Falls  Medical  Group 
S.C. 

James  J.  Holt,  MD,*  has  been  in- 
ducted into  the  American  Laryngol- 
ogical,  Rhinological  and  Otological 
Society,  Inc,  called  the  Triological 
Society  of  Los  Angeles.  Dr  Holt 
joined  Marshfield  Clinic  in  October 
1984.  He  earned  his  medical  degree 
from  Creighton  University  Medical 
School.  He  later  served  residencies 


SMS  "legal 
guide"  mailed  to 
members 

Sms  staff  has  recently  com- 
pleted work  on  an  updated 
version  of  the  "legal  guide,"  a com- 
pilation and  explanation  of  many 
state  laws  affecting  medical  prac- 
tice. Each  SMS  member  has  received 
a complimentary  copy  of  A Physi- 
cian's Guide  to  Wisconsin  Health  Care 
Law  Vol.  II.  as  a benefit  of  SMS  mem- 
bership. 

The  SMS  is  always  striving  to 
improve  its  publications.  Sugges- 
tions for  future  improvements  to 
the  legal  guide  may  be  directed  to 
Sally  Wencel,  JD,  Physician's  Guide 
Editor,  State  Medical  Society  of 
Wisconsin,  PO  Box  1109,  Madison, 
WI  53701. ❖ 


in  general  surgery  and  in  otorhino- 
laryngology at  Mayo  Graduate 
School  of  Medicine  in  Rochester. 
While  at  Mayo,  he  also  earned  a 
master's  degree  in  otorliinolaryn- 
gology  through  the  University  of 
Minnesota  Graduate  School. 

Robert  M.  Kliegman,  MD,  has  been 
named  professor  and  chair  of  pedi- 
atrics at  the  Medical  College  of 
Wisconsin.  He  will  also  serve  as 
pediatrician-in-chief  at  Children's 
Hospital  of  Wisconsin,  a major  MCW 
teaching  affiliate.  Dr  Kliegman 
comes  to  Milwaukee  from  Case 
Western  University  and  Rainbow 
Babies  and  Quid's  Hospital  in  Qeve- 
land,  where  he  served  as  professor 
of  pediatrics  and  assistant  professor 
of  reproductive  biology.  His  research 
interests  include  neonatal  insulin 
resistance,  glucose  metabolism, 
perinatal  cocaine  exposure,  and 
neonatal  hypertension. 


Two  YEARS  AGO,  the  SMS  opened 
to  the  public  the  nomiation 
process  for  its  Physician-Citizen  of 
the  Year  award.  The  result  was  an 
overwhelming  outpouring  of  admi- 
ration and  affection  for  Wisconsin's 
physicians.  As  a service  to  the 
members  of  the  SMS,  the  WMJ  is 
sharing  some  of  these  nominating 
letters  with  its  readers. 

The  letters  are  edited  only  for 
length  and  the  removal  of  personal 
names  (we'll  call  them  aU  Dr  Badger). 
The  letters  reprinted  are  not  neces- 
sarily the  nominations  of  the  win- 
ning physicians. 

"Dr  Badger  deserves  to  win  the 
state  medical  society  award.  He  is  a 
doctor  who  treats  people  as  indi- 
viduals and  really  listens  to  them. 


Kevin  L.  O'Halloran,  MD,*  has 
joined  the  staff  of  Memorial  Hospi- 
tal at  Oconomowoc.  Dr  O'Halloran 
specializes  in  orthopedic  surgery. 
I le  attend  medical  school  at  the  Uni- 
versity of  Illinois  in  Chicago.  He  re- 
cently completed  a residency  in 
orthopedic  surgery  at  Rush-Presby- 
terian-St  Lukes  Medical  Center  in 
Chicago.  He  will  be  entering  into 
practice  in  Oconomowoc  with  Dr 
Caiman  Pruscha  U,  MD,  at  the  Ortho- 
pedic Clinic. 

Laurie  Radovsky,  MD,  has  joined 
the  Group  Health  Cooperative  Riv- 
erview  Clinic  as  a family  practice 
physician.  Dr  Radovsky  most  re- 
cently worked  at  Family  Medicine 
Associates  in  Farmington,  Maine. 
She  completed  her  residency  at  the 
Maine-Dartmouth  Family  Practice 
Residency  Program  and  is  certified 
by  the  American  Board  of  Family 
Practitioners. 


He  is  a good  friend  to  many  pa- 
tients. He  takes  time  to  sit  and  talk, 
no  matter  how  busy  he  is.  He  is 
honest,  kind  and  a very  intelligent 
man.  Dr  Badger  speaks  to  you  in 
terms  you  can  understand.  Having 

the  chief  of  staff  position  at 

Hospital  in keeps  him  busy, 

but  doesn't  let  thos  this  stop  him 
from  listening  and  doing  the  best  for 
his  patients.  His  love  and  concern 
for  his  patients  is  shown  by  his  warm 
friendly  smile.  Dr  Badger  shows  his 
true  feelings  towards  his  patients 
and  friends  when  he  attends  funer- 
als and  crys  with  them  and  when  he 
gives  out  his  home  phone  number  to 
call  him  if  they  aren't  feeling  better. 
This  to  me  is  a doctor  with  true 
feelings.  He  really  does  care."<> 


Physician-Citizen  of  the  Year 
nomination  letter 
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Plans  made  for  31st  Teen  Workshop 
on  Health 


T.  Scott  Stanwyck,  MD,*  has  estab- 
lished his  practice  specializing  in 
orthopedics  at  Columbia  Muscu- 
loskeletal Institute  in  Milwaukee. 
Dr  Stanwyck  recently  completed  in 
residency  in  orthopedic  surgery  at 
the  Hospital  for  Surgery  in  New 
York  and  a National  Institute  of 
Health  Fellowship  in  Biomechanics. 
He  practices  general  orthopedics 
with  a special  interest  in  total  joint 
replacement. 

Virginia  Updegraff,  MD,*  of 
Onalaska,  has  joined  the  medical 
staff  of  the  Family  Practice  Clinic  of 
Sparta.  Dr  Updegraff  has  traveled 
extensively  in  Third  World  nations 
with  the  United  Church  of  Christ. 
She  spent  9 years  practicing  medi- 
cine in  eastern  Turkey.  She  has  also 
practiced  in  Africa,  most  recently  in 
Liberia.  Dr  Updegraff  earned  her 
medical  degree  from  the  Medical 
College  of  Pennsylvania  in  Phila- 
delphia and  completed  a rotating 
internship  with  the  Meadowbrook 
Hospital  in  Hempstead,  NY.*:* 


SMS  EVP 
re-elected  to 
AAMSE  board 

Sms  Executive  Vice  President 
Thomas  L.  Adams,  CAE,  has 
been  re-elected  to  the  board  of  direc- 
tors of  the  American  Association  of 
Medical  Society  Executives 
(AAMSE).  The  election  was  held 
during  the  group's  annual  meeting 
in  Boston,  Aug  1.  Adams,  who  will 
serve  a 2-year  term  and  be  eligible 
for  re-election,  was  first  elected  to 
the  AAMSE  board  in  1991 . AAMSE 
is  a national  association  represent- 
ing those  involved  in  the  admini- 
stration of  county,  state  and  national 
medical  societies. ♦ 


PLANS  ARE  BEING  Completed  for 
the  31st  annual  Teen  Work- 
shop on  Health,  sponsored  by  the 
SMS  and  SMS  Alliance.  Seventh  and 
eighth  graders  from  across  Wiscon- 
sin will  convene  Nov  9 at  Green  Bay 
and  Nov  10  at  La  Crosse  for  the 
health  workshop.  (Schools  will  be 
allowed  to  chose  the  more  conven- 
ient location.)  The  topic  for  this  yeaF s 
workshop  is  "Relationships— Fam- 
ily and  Peer."  The  workshop  will 
focus  on  the  issues  of  respect  and 
unhealthy  or  abusive  relationships 


Benjamin  Wedro,  MD,  chair  of 
the  SMS  Young  Physicians 
Section  (YPS),  is  encouraging  resi- 
dent physicians  to  enroll  in  the  YPS 
telephone  mentor  program.  The  goal 
is  to  assist  residents  in  making  deci- 
sions about  selecting  a practice. 

The  mentor  program  enables 


Dane.  The  Dane  County  Medical 
Society  accepted  the  following  phy- 
sicians into  membership:  Miroslav 
Backonja,  MD;  Bruce  G.  Baranski, 
MD;  Clarence  W.  Blea,  MD;  Robert 
A.  Corish,  MD;  Craig  A.  Dopf,  MD; 
Sabine  Droste,  MD;  Susan  D.  Ehrl- 
ich, MD;  James  Embrescia,  DO; 
Katherine  A.  Hild-Mosley,  MD; 


involving  date  rape,  sexual  harass- 
ment, and  family  violence.  Each 
participating  school  will  be  asked  to 
send  one  chaperon  and  up  to  10 
seventh  and  eighth  graders.  School 
officials  are  being  asked  to  identify 
students  who  are  able  to  communi- 
cate effectively  with  their  peers  so 
they  may  carry  the  messages  im- 
parted in  the  workshop  back  to  their 
peers.  Pat  McKee,  of  Appleton,  is 
the  1993  teen  workshop  coordi- 
nator. 


residents  to  discuss  via  telephone 
the  pros  and  cons  of  various  practice 
options  with  young  physicians  in 
practice.  Residents  and  young  phy- 
sicians will  be  matched  by  specialty. 
Contact  Anne  Rittman  at  1-800-362- 
9080,  or  in  Madison,  257-6781.<> 


Glenn  R.  Huth,MD;  W.  Keith  Kahle, 
MD;  Vijay  K.  Kantamneni,  MD;  Todd 
W.  Kennell,  MD;  Joav  Kofman,  MD; 
James  M.  Levin,  MD;  Jane  K.  Pear- 
son, MD;  Jon  D.  Rawling;  MD;  Jul- 
ian C.  Schink,  MD;  and  Kenneth 
Wallmeyer,  MD. 

Continued  on  next  page 


YPS  mentor  program 


County  society  news 
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Continued  from  preceding  page 
Marathon.  The  Marathon  County 
Medical  Society  accepted  the  fol- 
lowing physicians  into  membership: 
Jeanette  Marie  Abraham,  MD;  Mark 
Embrey  Davis,  MD;  Joseph  M. 
Kreutz,  MD;  Anne  M.  Murray,  MD; 
Charles  L.  Shabino,  MD;  Julius 
Anthony  Silvidi,  MD;  Randolph  B. 


Obituaries 

Baird,  William  W.,  MD,  died  in 
Wauwatosa  May  24,  1993.  He  was 
born  in  Columbus,  Ga.  He  gradu- 
ated from  the  University  of  Cincin- 
nati and  was  an  officer  in  the  US 
Navy  where  he  specialized  in  ob- 
stetrics and  gynecology.  Dr  Baird 
opened  a practice  in  West  Allis  in 
1955,  was  instrumental  in  the  build- 
ing of  West  Allis  Memorial  Hospital 
in  1958,  and  was  a member  of  the 
committee  that  chose  the  original 
medical  staff.  From  1966  to  1972,  he 
was  chief  of  staff  of  the  hospital's 
OB/GYN  department  and  its  medi- 
cal chief  of  staff  from  1973  to  1975. 
Dr  Baird  was  the  1972-1973  presi- 
dent of  the  Milwaukee  Gynecology 
Society  and  taught  at  the  Medical 
College  of  Wisconsin  for  many  years. 
He  was  made  a fellow  of  the  Ameri- 
can College  of  Obstetricians  and  Gy- 
necologists in  1958  and  the  Ameri- 
can College  of  Surgeons  in  1963.  Dr 
Baird  is  survived  by  his  wife,  Eve- 
lyn; a daughter,  Barbara  Zaferos,  of 
Wauwatosa;  two  sons,  Bruce  of  Be- 
thesda,  Md,  and  Brian,  of 
Wauwatosa;  his  first  wife,  Audrey, 
of  Wauwatosa;  stepchildren,  David 
Dill  of  Madison,  Thomas  Dill  and 
Diane  Dill-Kuban  of  Wauwatosa; 
and  10  grandchildren. 


Waskin,  MD;  and  John  F.  Wilson, 
MD. 

Outagamie.  The  Outagamie  County 
Medical  Society  has  accepted  the 
following  physicians  into  member- 
ship: David  J.  Brooks,  MD;  Gregory 
L.  Long,  MD;  and  James  E.  Self,  MD. 

Portage.  The  Portage  County  Medi- 


Gissall, Frederick  Wilmer,  MD, 
died  May  16,  1993,  in  Wisconsin 
Dells.  He  was  born  on  Aug  17, 1917, 
in  Lannon.  He  received  his  medical 
degree  from  Marquette  Medical 
School.  Following  his  service  in  the 
armed  forces,  he  established  a medi- 
cal practice  in  Wisconsin  Dells  in 
1946.  He  practiced  for  more  than  37 
years  and  retired  in  1985.  Dr  Gissal 
was  one  of  the  founders  of  the  Dells 
Clinic  and  the  Continental  Manor 
Nursing  Home.  He  served  as  chief 
of  staff  of  both  Divine  Savior  Hospi- 
tal of  Portage  and  St  Clare's  Hospi- 
tal of  Baraboo.  He  was  president  of 
the  Tri-County  Medical  Society  and 
is  a charter  member  and  fellow  of 
the  American  Academy  of  Family 
Physicians.  He  was  a member  of  the 
W1 AA  physician's  committee  and  a 
team  physician  for  the  Wisconsin 
Dells  High  School  football  team. 
Upon  his  retirement,  he  received 
commendations  from  State  Rep 
Tommy  Thompson,  and  Gov  Tony 
Earl  declared  Nov  16,  1984,  as  "Dr 
Gissal  Recognition  Day"  for  Wis- 
consin. Dr  Gissal  is  survived  by  his 
wife,  Harriett;  six  children— Jeff,  of 
Wisconsin  Dells,  Cindy  Hornstein, 
of  New  Lenox,  111,  Mary  Gissal,  of 
Milwaukee,  Bill  of  Rockford,  111,  Judy 
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cal  Society  elected  the  following  new 
members:  Bardley  F.  Johnson,  MD; 
Rick  L.  Perkins,  MD;  and  Randal  F. 
Wojciehoski,  DO. 

Shawano.  The  Shawano  County 
Medical  Society  accepted  Patricia 
Dauphinee,  MD,  and  David  F.  Ruf, 
MD,  as  new  members. ❖ 


Anderson  of  Sumner,  Wash,  and 
Wendy  of  Wausau;  a brother,  Eu- 
gene, of  Menomonie  Falls;  two  sis- 
ters, Marilyn  Riker  of  Wheaton,  111, 
and  Pat  Schmidt  of  Milwaukee,  and 
11  grandchildren. 

Schlichting,  Joanna  E.,  MD,  died 
June  2, 1993,  in  Plymouth.  She  was 
born  Dec  20,  1921,  in  Sheboygan 
Falls.  She  received  her  medical 
degree  from  the  UW  Medical  School 
in  1955.  She  interned  at  Columbia 
Hospital  in  Milwaukee  and  did  her 
residency  in  anesthesiology  at  Wood 
Veterans  Hospital  in  Milwaukee.  She 
practiced  anesthesia  at  Sheboygan 
Memorial  Hospital,  St  Nicholas 
Hospital  in  Sheboygan  and  St  Ag- 
nes Hospital  in  Fond  du  Lac.  Dr  Sch- 
lichting is  survived  by  two  brothers, 
Ulrich  and  Christian,  both  of  rural 
Sheboygan  Falls;  six  nephewsand 
three  nieces. ❖ 


GIVE  THE  POWER 
TO  BECOME. 
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Classified  ads — 

Located  in  beautiful,  scemc  North  Cen- 
tral Wisconsin,  a hospital  with  full  an- 
cillary' and  support  ser\'ices  offers  the 
opportunity  to  practice  internal  medi- 
cine in  existing  clinics  or  independent 
group.  Enjoy  the  benefits  of  sn\all  town 
quality  of  life,  rich  in  recreational  areas, 
strong  in  community  support,  with  a 
nationally  recognized  school  system. 
Easy  access  to  metropolitan  areas. 
Competitive  income  guarantee.  For  more 
information,  contact:  Michael  I lammer, 
715-539-2161  or  J.H.  Martens,  M.D.,  715- 
536-8671, 601  South  Center  Avenue,  Mer- 
rill, W1 54452.  8-9/93 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
Pediatrics,  Internal  Medicine,  Emergency 
Medicine,  OB/GYN,  Child  Neurology, 
Rheumatology,  and  Otolaryngology. 
Mercy  Medical  Center  has  an  active 
medical  staff  of  130  physicians  in  all 
medical  specialties.  Oshkosh  is  an  at- 
tractive community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area  of 
350,000  people).  Univ'ersity  of  12,000 
students.  Competitive  financial  pack- 
ages. Contact  Christopher  Kashnig, 
Mercy  Medical  Center,  631 1 lazel  Street, 
Oshkosh,  W1  54902.  Call  414-236-2430. 
Fax  414-231-5677.  8-9/93 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
colunin  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


BC  Internist  seeks  part-time  outpatient 
Internal  Medicine  position  Contact  j. 
Lubens,  M D.,  18365  Orchid  Court,  #202, 
Brookfield,  WI  53045.  (414)792-1922. 

8-9/93 

INTERNAL  MEDICINE  - Join  progres- 
sive group  practice  in  Bloomington,  Illi- 
nois, population  130,000;  fastest  grow- 
ing city  in  the  Midwest.  Two  BC  physi- 
cians are  turning  away  10-12  new  pa- 
tients a day.  Modern,  financially  suc- 
cessful practice  offers  excellent  career 
opportunity;  compensation.  Commu- 
nity has  two  universities,  excellent  mix 
of  industry  and  business.  Contact.  Dawn 
Hamman,  Saint  Francis,  Inc.,  4541  N. 
Prospect,  Suite  400,  Peoria,  IL  61614; 
phone  800-438-3740.  7-8/93 

PEDIATRICIAN,  BC/BE:  Tojoinbusy, 
well-established  general  pediatrics  prac- 
tice in  a desirable  far  northern  suburb  of 
Chicago.  This  future  partnership  op- 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
OB/GYN 

Single  and  multi-specialty,  and  solo 
opportunities  available. 

Wisconsin  Ni;w  York 

Ohio 

Nibraska  IniNOis 


For  addiUonal  information  please  call 
1 .BOO-243-4353  or  414-241-9500 


Streichf-ck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd 
Mequon,  WI  53092 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 


portunit)'  offers  competitive  compensa- 
tion and  benefits,  family  oriented  life- 
style, excellent  schools  and  park  district, 
and  easy  access  to  Chicago.  For  infor- 
mation, please  contact  Susan  Kilpatrick, 
Director  of  Physician  Outreach,  Condell 
Medical  Center,  900  Garfield  Ave.,  Lib- 
ertyville,  IL,  60048;  (708)  362-2905,  ext. 
5280.  You  may  also  simply  fax  your  CV 
and  cover  letter  to  (708)  362-1721. 

7-9/93 

CHICAGO:  NORTHERN  SUBURBS - 
Several  members  of  the  medical  staff  of 
Condell  Medical  Center  are  seeking 
associates  for  opportunities  in  family 
practice,  internal  medicine,  and  OB/ 
GYN.  Condell  is  a progressive  commu- 
nity hospital  centrally  located  in  the 
rapidly  expanding  far  northern  suburbs 
of  Chicago.  Our  growing  service  area 
features  all  the  amenities  of  family  ori- 


ORTHOPEDIC  SURGEON 

CHIRON,  LTD.,  the  largest  pro- 
vider of  Independent  Medical 
Evaluations  (IME's)  in  Wiscon- 
sin, seeks  a board  certified  ortho- 
pedic surgeon  to  join  our  staff 
full-time  in  providing  IME's  of 
injured  individuals  at  various 
clinic  sites  in  Wisconsin.  Under 
the  direction  of  J<tmes  M.  Huffer, 
MD,  Orthopedic  Surgeon,  Chi- 
ron offers  an  excellent  opportu- 
nity to  remain  active  without 
the  responsibilities  of  a surgical 
practice.  Chiron  offers  an  excel- 
lent financial  package. 

Send  CV  and  letter  of  inquiry  to; 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD. 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
or  call  608-231-3030 


CHIRON 


The  Reh.abilitation  Experts 
8/93-1/94 
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Physicians  Exchange 

I Continued 

ented  suburban  living,  including  award 
! winning  school  systems,  with  easy  ac- 
' cess  to  Chicago.  Complementing  the 
hospital's  main  complex  are  a full  serv- 
ice health  club,  intergenerational  day 
care  center,  and  a conference  center  For 


Wisconsin  - Ohio  - Michigan 


Neurosurgery  Oncology 

Orthopedics — Hand  Orihopedics 

Gastroenterology  Urology 

Occupational  Mfdicine 

Single  and  multi-specialty  opportunities. 
Lakeshore  communities  available. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1 800  243-4353  or  414  241-9500 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  W1  53092 


DISSATISFIED  WITH 
YOUR  PRACTICE? 

OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 

NATIONAL 
Indianapolis 
Chicago 
Pittsburgh 
Cincinnati 
Jacksonville 

Confidential  * References 
(No  cost  to  you  - our  clients  pay 
all  costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

8/93 


WISCONSIN 

Milwaukee 

Sheboygan 

Beloit 

Madison 

Kenosha 


information,  contact  Susan  Kilpatrick, 
Physician  Outreach  at  (708)  362-2905, 
ext.  5280  or  fax  materials  to  (708)  362- 
1721.  7-9/93 

SOUTHWESTERN  WISCONSIN  50 
physician  multi-specialty  group  prac- 
tice seeks  BC/BE  physicians  in  the  fol- 
lowing disciplines:  Internal  Medicine, 
Cardiology,  Family  Practice,  OB/GYN, 
Otorhinolaryngology  and  General  Sur- 
gery. No  buy-in  costs  Call  schedules 
you  can  live  with.  Guaranteed  income 
plus  productivity.  Generous  benefit 
package  including  5 week  vacation/ 
CME,  $3,500  CME  allowance.  New  fa- 
cility scheduled  for  completion  in  1993. 
Call  or  send  C.V.  to:  Physician  Staffing 
Specialist  at:  THE  MONROE  CLINIC, 
1515  Tenth  St.,  Monroe,  WI  53566.  1- 
800-373-2564.  2,4,6,8,9,10/93 

MADISON,  WISCONSIN.  Family  Prac- 
tice positions  available.  Excellent  sal- 
ary, benefits,  lifestyle.  Contact  Profes- 
sional Staff  Coordinator,  Group  Health 
Cooperative,  One  South  Park  Street, 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyde  of  c.tII  every 
21  -23  days  and  an  average  4 day 
work  week.  Just  20  minutes  north 
of  downtown  Mimreapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  uiTlimited  array 
of  family,  culhiral,  educational  and 
recreational  opportunities. 

Members  of  oirr  physician  owned 
and  directed  group  earn  a highly 
competitive  income  atrd  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  arrd  partnership  po- 
terrtial  after  one  year  Please  re 
spond  with  CV  to: 

Johrr  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

8/93 


Madison,  WI  53715:  (608)  251-4156. 
GHC  is  an  equal  opportunity/affirma- 
tive action  employer  5-8/93 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 
cine, Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 
recreational.  Northern  Michigan,  fam- 
ily-oriented community.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  JohrT  Schon,  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49801.  800-236-3240.  8/93 

URGENT  CARE  - Board  eligible  or  cer- 
tified family  practice  physician  needed 
for  PromptCare,  walk-in  minor  emer- 
gencies facility  affiliated  with  Saint 
Francis  Medical  Center,  Peoria,  Illinois. 
Work  8-12  hour  shifts  in  modern,  subur- 
ban facility;  compensation  $55-72  per 
hour,  depending  on  qualifications  and 
benefits.  Peoria,  population  base  of 
250,000,  offers  quality  Midwestern  life- 
style, trniversities,  recreation,  solid  econ- 
omy. Contact  Dawn  I lamman.  Saint 
Francis,  Inc  , 4541  N.  Prospect,  Suite 400, 


PPS  for  PSP^‘ 
^Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Piacement  Specialists 

P.O.Box  791«  Brookfield,  WI  530084)791 

1-800-747-0606  (414)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-specialty 
group,  is  seeking  BC/  BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
sharelioldership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  wiruTing  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8480,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703.  2-12/93 
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Physicians  Exchange 

Continued 

Peoria,  IL  61614;  phone  800-438-3740; 
fax  309-685-1997.  7-8/93 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opportunities  in  family  practice,  inter- 
nal medicine  and  ob/ gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportu- 
nities with  North/ University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 
cess to  Minneapolis/ St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  If  you're  BC / BE,  send  your  CV 
or  call  in  confidence:  Mark  Billmayer, 
North  Memorial  Medical  Center,  3300 
Oakdale  Ave.  North,  Robbinsdale,  MN 
55422.  Nationwide  and  Canada  1-800- 
275-4790.  In  the  Twin  Cities,  call  612- 
520-1336.  3-8/93 

PEDIATRICIAN,  B.C.,  OR  PEDI ATRI- 
CIAN-INTENSIVIST  to  join  general  Pe- 


MEDICAL 

DIRECTOR 

Benefit  Trust  Life  Insurance 
Company — a recognized  industry 
leader  with  a reputation  for  innovative 
employee  programs  and  progressive 
management  seeks  an  accomplished 
medical  professional  for  our  North 
Suburban  Chicago  headquarters. 

In  this  highly  visible  position,  you'll 
act  as  a consultant  in  the  following 
areas:  large  claim  management,  spe- 
cial investigations  utilization  review, 
managed  care,  medical  legal  matters, 
underwriting  and  medical  claims.  The 
ideal  candidate  will  be  a board-cer- 
tified medical/surgical  specialist. 
Experience  in  any  of  the  above  areas 
is  a plus. 

In  rcKurn,  we  can  offer  an  attractive  com- 
pensation and  benefits  p»ackage 
including  a 4 1/2  day  work  week. 
Please  send  a C.V.,  and  salary  expec- 
tations, to:  BENEFIT  TRUST  LIFE 
INSURANCE  COMPANY,  Dept.  WM, 
400  Field  Dr.,  Lake  Forest,  IL  ^045. 
An  Equal  Opportunity/  Non-Smoking 
Environment. 

Benefit  THist  life 

INSURANCE  COMPANY 


diatrician  and  Neonatologist-Pediatri- 
cian  in  N.W.  Indiana.  Superior  schools 
and  community,  many  recreational  op- 
portunities, 50  miles  from  Chicago.  Six 
weeks  per  year  PGE  & vacation.  Early 
full  partnership.  Send  CV  and  cover 
letter  to  Doctors  Covey  and  Marquez, 
South  Ridge  Pediatric  Center,  P.C.,  Suite 
3,  2101  Comeford  Rd.,  Valparaiso,  Indi- 
ana, 46383.  3-10/93 

FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICIAN  to  join  progressive  13-phy- 
sician group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 


Southern  Wisconsin:  Family 

practice  and  internal  medicine 
opportunities  available  in  metro- 
politan, suburban  and  rural  areas. 
Opportunities  include  multispe- 
cialty group,  community  hospital 
network,  teaching  and  managed 
care  setting.  Each  provides  six 
figure  salaiy^  guarantee,  full  bene- 
fit package,  excellent  call  sched- 
ule. Must  be  BE/BC  and  commit- 
ted to  providing  quality  care. 
Contact  John  Goff  at  1-800-236- 
7688  to  have  information  on  any 
of  these  practices  sent  to  you. 

5-10/93 


Family  Practice  physician  to  join 
8-physician  family  practice  clinic 
in  Cloquet,  Minnesota,  a commu- 
nity of  14,000  located  20  miles  from 
Duluth/Superior.  Modern,  well- 
equipped  hospital  1 block  away, 
stable  forest  products-based  econ- 
omy, excellent  schools,  4-season 
outdoor  recreation.  First  year  sal- 
ary guarantee,  paid  malpractice, 
health  and  disability  insurance, 
vacation  and  CME. 

Send  CV  in  strictest  confidence  to: 
John  J.  Turonie,  Administrator 
The  Raiter  Clinic,  Ltd. 

417  Skyline  Boulevard 
Cloquet,  Minnesota  55720 
Telephone:  218/879-1271 

The  Raiter  Clinic,  Ltd.  is  an  equal 
opportunity  employer.  8-10/93 


and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI 54022  (715) 
425-6701.  c9tfn/91 

MILWAUKEE  SUBURB.  Established 
and  growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opportunity.  Positions 
available  in  internal  medicine,  family 
practice,  and  pediatrics.  Please  send  CV 
to  Administrator,  Park  Crest  Medical 
Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  3tfn/91 


INDEPENDENT  MEDICAL 
EVALUATIONS 
ALL  MEDICAL 
SPECIALTIES 

Enjoy  professional  independ- 
ence and  a profitable  practice. 
CHIRON,  LTD,  is  the  largest 
provider  of  Independent  Medi- 
cal Examinations  (IME's)  in 
Wisconsin.  Thanks  to  contin- 
ued strong  growth,  we  are  seek- 
ing experienced  board  certified 
physicians  in  all  medical  spe- 
cialties. As  an  independent 
contractor,  you  enjoy  the  free- 
dom to  work  full  or  part-time  in 
our  office  or  receive  referrals 
directly  to  your  office. 

Receive  substantial  compensa- 
tion; set  your  own  schedule;  sup- 
plement your  current  practice; 
receive  professional  and  admin- 
istrative support  services  and 
training  under  the  direction  of 
James  M.  Huffer,  MD,  Medical 
Director. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
Telephone:  608-231-3030 


CHIRON 


The  Rehabilitation  Experts 
8/93-1/94 
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Physicians  Exchange 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 
internal  medicine,  urology,  oncology. 
Competitive  salary,  excellent  fringe 
benefits.  Address  inquiries  and  CV  to: 
Medical  Associates  Administrator,  PO 
Box  427,  Menomonee  Falls,  WI  53052- 
0427.  3-8/93 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  recrea- 
tional area.  Send  CV  to  Medical  Director, 
PO  Box  3217,  Eau  Claire,  WI  54702-3217; 
ph  715-836-8552.  7-9/93 


INTERNAL  MEDICINE 
MINNESOTA 

Progressive  primary  care  based 
multispecialty  group  seeking  BE/ 
BC  internist  to  expand  existing  3 
person  department.  We  are  look- 
ing for  someone  interested  in  in- 
patient as  well  as  out-patient  medi- 
cine. Subspeciality  interest  would 
be  an  advantage. 

Located  just  20  minutes  north  of 
downtown  Minneapolis,  the  area 
offers  suburban  living  with  easy 
access  to  an  unlimited  array  of 
family,  cultural,  education  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including:  paid  vacation 
and  CME;  all  insurances  paid  and 
partnership  potential  after  one 
year.  Please  respond  with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

8/93 


THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  Der- 
matology, Family  Medicine,  Gastroen- 
terology, Obstetrics/Gynecology,  Pedi- 
atrics, Occupational  Medicine  and  Urol- 
ogy. Large  multi-specialty  group  lo- 
cated in  central  Wisconsin.  Competitive 
salary  (incentive  after  first  year).  Com- 
prehensive benefit  package  including 
malpractice  insurance,  flexible  benefit 
plan  and  profit  sharing.  Modern  facility 
located  directly  across  the  street  from 
250-bed  acute  care  facility.  The  area  is 
ideal  for  outdoor  enthusiasts  (including 
large  downhill  ski  area)  with  outstand- 
ing cultural  activities  year  round.  Write 
or  call  collect  David  K.  Aughenbaugh, 
MD,  Medical  Director,  Wausau  Medical 
Center,  2727  Plaza  Drive,  Wausau,  Wis- 
consin 54401,  telephone  (715)  847-3235. 

2/93;TFN 

FAMILY/SURGICAL 

PRACTICE 

St.  Francis  Hospital 

F/Y/E  4/30/93  Receipts 
$312,338.78 

Inquires 

414-272-4470  g/93 

For  Sale 


BUILDING  FOR  SALE: 
Wauwatosa,  corner  50'  X 124'  lot. 
Zoned  Medical.  Currently  dental 
office  - 864  sq.  ft.  plus  2nd  floor 
apt.  Approved  for  550  sq.  ft.  addi- 
tion and  9 stall  parking  lot.  Dr. 
Scheels  eves.  414-784-7742.  tfn 


Practice  for  Sale:  East  side  Mil- 
waukee physician  desires  to  sell 
his  primary  care-family  practice, 
near  hospital.  Good  patient  mix. 
Great  opportunity  for  dynamic 
person  to  purchase  goodwill,  pa- 
tient records,  medical  equipment. 
Contact:  Barton-Collins,  Ltd.,  c/o 
Dan  Collins,  9401  West  Beloit 
Road,  Suite  #312,  Milwaukee,  WI 
53227;  ph  414-541-6099.  6-8/93 


Medical  Meetings-Continuing 
Medical  Education 


"Applications  of  Advancing  Technol- 
ogy in  Contemporary  Hepatology"  will 
be  the  topic  of  the  Fourth  Annual  Rush 
Symposium  on  Transplantation.  The 
symposium  will  be  held  at  Rush-Presby- 
terian-St.  Luke's  Medical  Center  in  Chi- 
cago on  Wednesday,  November  3, 1993. 
Special  attention  will  be  given  to  inno- 
vative techniques  offering  the  success- 
ful treatment  of  various  liver  diseases 
and  biliary  complications  after  liver  trans- 
plantation. To  register  for  the  sympo- 
sium or  for  more  information,  please  call 
the  T ransplant  Program  Physician  Rela- 
tions Coordinator  at  (312)  942-6242.  The 
registration  fee  is  $100  and  a special  rate 
of  $75  for  fellows  and  post-doctoral  stu- 
dents. 8-10/93 

The  American  College  of  Eye  Surgeons 
(ACES)  Quality  Surgery  VIII  Seminar 
will  be  held  February  17-19, 1994,  at  the 
Marina  Marriott  in  Fort  Lauderdale, 
Florida,  and  will  feature  Luis  Ruiz,  M.D. 
of  Bogota,  Columbia,  as  the  keynote 
speaker.  For  more  information  contact 
ACES  at  620  N.  Grant,  Suite  1013,  Odessa, 
TX  79761-4548,  (915)335-0077.  8/93 

Wisconsin  Society  of  Internal  Medi- 
cin^American  College  of  Physicians 
Annual  Meeting.  September  16-18, 1993, 
Stevens  Point  Holiday  Inn.  ScKioeco- 
nomic  program,  "Health  Care  Reform 
'94"  and  Scientific  program,  "Primary 
Care  in  the  Year  2000  - The  Medical 
Schools'  Perspective."  Presentations 
from  the  five  training  programs  show- 
case their  clinical  investigations.  Earn 
Category  I CME  credits.  Contact  WSIM, 
414-276-6445  for  more  information. 

8/93 

Practical  Strategies  in  the  Evaluation 
and  Management  of  the  Geriatric  Pa- 
tient. September  9-10, 1993,  The  Pointe 
Resort  and  Conference  Center, 
Minocqua,  Wisconsin.  Contact:  Marsh- 
field Clinic,  Office  of  Medical  Educa- 
tion, 1000  North  Oak  Avenue, 
Marshfield,  WI  54449.  1-800-782-8581, 
ext.  5207.  6-8/93 

Issues  in  Primary  Care.  September  17- 
18, 1993,  Landmark  Iim  Resort  and  Con- 
ference Center,  Egg  Harbor,  Wisconsin. 
Contact:  Marshfield  Clinic,  Office  of 
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Medical  Meetings-Continuing 
Medical  Education 

Medical  Education,  1000  North  Oak  Ave- 
nue, Marshfield,  VVl  54449.  1-800-782- 
8581,  ext.  5207.  6-8/93 

AMA 

December  5-8,  1993;  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


Advertisers 

US  Air  Force 477 

Air  Force  Reserv'e  456 

Business  Associates,  Inc 446 

Cejka  & Company 446 

CompHealth 467 

Franciscan  Physician  Placement ..  473 


THIS  LISTING  iscompiled  by  theState 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling 
programs  in  conflict  with  others.  Hos- 
pitals, clinics,  specialty  societies,  and 
medical  schools  are  particularly  invited 
to  utilize  this  listing  service.  There  is  a 
nominal  charge  for  listing  of  Continu 
ing  Medical  Education  courses  at  the 
following  rates;  55  cents  per  word,  with 
a minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISTINGS;  $30.00  per  column 
inch.  Listings  of  other  scientific  meet- 
ings will  be  included  at  the  discretion 
of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication;  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  commu- 
nications to;  Wisconsin  Medical  Jour- 
nal, Box  1109,  Madison,  WI  53701;  or 
phone  608-257-6781;  or  toll-free  1-800- 
362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  Ameri- 
can Medical  Association. 
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Resort 465 

Lexus 449 
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Physicians  Insurance  Company 

of  Wisconsin  IFC 
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We're  Making  a Difference. 


American  Heart 
Association 


State  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS  - 1994-1995 

The  1994  meeting  will  be  in  Milwaukee 
at  the  Milwaukee  Exposition  and 
Convention  Center  and  Arena 
(MECCA)  and  the  Hyatt  Regency  as 
the  headquarters  hotel. 

1994  - April  13-16;  Milwaukee 
1995-  April  5-8;  Milwaukee 

Eurther  information;  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  Wl  53701.  Local 
Telephone;  257-6781;  toll-free;  1-800- 
362-9080, 


child- 

reach 

(chlld-rech)  n. 


1.  Formerly  Foster  Parents 
Plan,  the  largest  non- 
sectarian sponsorship 
organization  in  the  world. 
Founded  in  1937  to  help 
needy  children  arid  their 
families  overseas.  2.  A 
way  to  reach  a child  and 
family  and  release  them 
from  the  crushing  grip 
of  poverty.  2.. A wonderful 
thing  to  do.  4.  An  easy 
thing  to  do. 


1 he  above  definitions  do 
not  come  from  a dictionar\\ 
They  come  from  the  heart. 

If  you  want  to  do  something 
wonderful  for  a child  and 
family  overseas  that’s  not  a 
handout,  but  something 
that  will  touch  them  for 
the  rest  of  their  lives,  call 
1-800-323-2822.  Or  fill  out 
and  mail  the  coupon 
below.  Childreach. 
It’ll  do  your 
heart  good! 

childreach 


YES!  I want  to  know  more 
about  Childreach  ■ 


Name 


■Address 


City  State  Zip 


Phone 


K3011 

Mail  to:  Childreach 
L55  Plan  Wav 
VVbrvc'ick.  R1  02886-1099 
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Everyme 
hasacross 
to  bear. 


People  with  dironie  lung  disease 
have  a special  cross  to  bear.  \X'ith  ever)- 
breath  they  take. 

Just  imagine  having  to  stop  and  rest 
frequently  during  a walk  around  the 
block.  Or  having  to  bring  an  oxygen  tank 
with  you  on  a trip  to  the  grocery  store. 

That's  what  it's  like  for  many  victims  of 
lung  disease. 


And  the  shocking  truth  is,  more  people 
die  from  lung  disease  each  year  than 
from  traffic  accidents,  drug  abuse,  suicides, 
liomicides  and  alcohol  use  combined. 

The  American  Lung  Association  helps 
people  with  lung  disease  live  more 
comforutble  lives.  It’s  a cross  we  promise  to 
bear  until  we  win.  Please  join  us.  Call 
toll-free  1-800-2-42-S160. 


AMERICAN 


LUNG  association'  of  Wisconsin 

The  Christmas  Seal  People® 


It’s  a Matter  of  Life  and  BreatlT 


WPS  Comprehensive  Major  Medical  Insurance 
Endorsed  by  the  State  Medical  Society 


For  Member  Groups  of  1-25  Participants 


First  the  participant  satisfies 
the  deductible. 

Eligible  Employees 

Eligible  SMS  Members 

You  choose  the  individual 
calendar  year  deductible: 

$100,  $250,  $500,  or  $1,000 

$500,  $1,000,  or  $10,000 

Then  coinsurance  begins. 

WPS  pays  80%  of  the  next  $2,500  of 
covered  charges. 

WPS  pays  80%  of  the  next  $2,500  of 
covered  charges. 

Until  the  participant  reaches  the 
out-of-pocket  (OOP)  limit: 

(The  family  OOP  is  2 times 
the  individual.) 

Single/Family 
Deductible  OOP 

$ 100  $ 600/$  1,200 

$ 250  $ 750/$1,500 

$ 500  $1,000/$2,000 

$1,000  $1,500/$3,000 

Single/Family 
Deductible  OOP 

$ 500  $1,000/$2,000 

$ 1,000  $1,500/$3,000 

$10,000  $10,500/$2 1,000 

Then  WPS  pays: 

1 00%  of  covered  charges  for  the  rest 
of  the  calendar  year.  We  pay  up  to 
the  $2,000,000  participant  lifetirne 
maximum  benefit. 

100%  ofcoveredcharges  forthe  rest 
of  the  calendar  year.  We  pay  up  to 
the  $2,000,000  participant  lifetime 
maximum  benefit. 

Certain  benefits  have  unique  coinsurance  and  benefit  limits.  See  your  policy  for  details. 

S>IS  liisiiraiiee 
Sc^rrlees.  Iiie. 
innild  he  liappii  to 
prorido  ijoii  irith 
eompkdo  iii/oriiiatioii 
oil  aiuj  o/  tho  aboro 
plans. 

Call  IIS  at 
(008)  3S:i  .TIS:3 
or 

(800)5^I5(H>:3I 


Plan  Features 


■ Freedom  to  choose  physicians  and  hospitals 

■ Well-baby  care  to  age  4 

■ Immunizations 

■ Standard  legend  drug  coverage 

■ No  day  limit  for  inpatient  hospital  benefits 

■ Comprehensive  transplant  coverage 

■ Up  to  $300  per  trip  for  professional  licensed 
ambulance  service 

■ Healthcare  COMPARE  preadmission  certification  and 
case  management  programs 

■ Dependent  coverage  to  age  1 9,  and  dependent  student 
coverage  to  age  25 

■ Short-form  underwriting  of  new  SMS  members 
provided  they  enroll  when  first  eligible 

■ Short-form  underwriting  of  SMS  members  choosing  a 
$1 0,000  deductible 

■ Croup  term  life  insurance  included  for  groups  of  1-25 
participants 

■ Special  plan  options  available  for  eligible  groups  with 
26  or  more  insured  employees 

■ Preferred  Provider  Plan  also  available  to  eligible  groups 
in  the  Metropolitan  Milwaukee  area 


Marketing  and  billing  services  Health  underwritten  by: 
provided  by: 


n5.:a\CE  SES.'CES 


Life  underwritten  by: 


THE  epic:  life  insurance  c:c:)MrANY 


530  East  Lakeside  Street — P.O.  Box  1 1 09 — Madison,  Wl  53701  Wisconsin  Physicians  Service  Insurance  Corporation 

1 71  7 W.  Broadway — P.O.  Box  8190 — Madison,  Wl  53708 


PC  Box  56157— Madison,  Wl  53705 


17831-021-9307 


brary  of  the 
:GE  of  PHYSICIAN' 


State  Medical  Society  of  Wisconsin 
Over  150  Years  of  Caring 


You  now  have  the  opportunity  to  take  advan- 
tage of  the  Simplified  Issue  Yearly  Renewable 
Term  Life  Insurance  Offering  underwritten  by 
Northwestern  National  Life  Insurance  Com- 
pany. 


ANNOUNCES  A 

SIMPLIFIED 
ISSUE 
TERM  LIFE 
INSURANCE 
PLAN 


All  you  need  to  do  to  qualify  for  Simplified 
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Opinions 


President's  Page 

Women  in  medicine 


Forty  percent  of  medical  stu- 
dents nationwide  this  year  are 
women.  When  I entered  medical 
school,  the  percentage  was  two.  1 
was  never  aware  of  sexual  harass- 
ment, but  over  the  early  years  of  my 
career  1 recognized  and  often  had  to 
deal  with  gender  discrimination. 
This  phenomenon  has  now  pro- 
gressed toward  a recognition  that 
men  and  women  doctors  have  com- 
plementary roles. 

My  own  life  in  medicine  was  in 
part  the  result  of  fortuitous  events. 
Because  of  World  War  II,  I attended 
what  had  previously  been  a boy's 
country  day  school,  since  it  was 
within  walking  distance  of  my  home. 
The  curriculum  wasn't  altered  to 
accommodate  the  few  girls  who 
attended  and  it  never  occurred  to 
me  that  girls  in  other  schools  might 
be  tacitly  deflected  from  the  math 
and  science  courses.  At  age  16,  I 
entered  Stanford  University  as  an 
engineering  major.  Stanford  in  those 
days  only  admitted  one  girl  for  every 
three  boys,  and  I was  again  in  a 
world  directed  toward  "male  accom- 
plishments." 

After  my  first  year  I realized  I 
wanted  to  work  with  people  instead 
of  bridges.  By  another  piece  of  luck, 
my  faculty  advisor  was  the  dean  of 
women.  We  briefly  considered  a 
nursing  career  but  she  pointed  out 
that  I wouldn't  succeed  there  be- 
cause I'd  never  be  able  to  take  or- 
ders. 


And  so,  at  age  19,  I entered  the 
Stanford  School  of  Medicine,  one  of 
two  women  in  a class  of  '62,  having 
been  put  on  a "waiting  list"  by  Yale, 
the  only  other  place  I interviewed, 
because  "you  might  get  married  and 
have  babies." 

In  medical  school,  I was  often 
chastised  by  male  professors  for 
"taking  the  place  of  a man  and 
thereby  depriving  his  family  of  an 
appropriate  livelihood,"  but  that  was 
received  as  part  of  my  education  to 
face  the  real  world.  My  male  medi- 
cal school  colleagues  were,  without 
exception,  supportive.  They  were, 
of  course,  very  much  in  the  majority 
and  not  threatened  by  the  two 
youngest  members  of  the  class  who 
happened  to  be  female.  Perhaps 
they  viewed  us  as  oddities  of  na- 
ture. 

Twice  in  my  subsequent  career, 
when  I was  in  salaried  positions,  I 
realized  I was  being  paid  less  than  a 
man  in  an  equivalent  or  lesser  posi- 
tion. I took  care  of  those  matters 
immediately,  much  as  I had  been 
taught  to  do  in  first  grade  at  the 
boys'  school.  I am  one  of  the  last  of 
the  generations  of  women  physi- 
cians who  were  in  such  a small 
minority  and  had  to  learn  to  "iden- 
tify with  the  aggressor"  to  survive. 

Looking  back,  I believe  that  the 
problems  women  have  had  with 
gender  discrimination  in  medicine 
have  been  largely  economic.  When 
I was  a child,  the  man  in  the  home 


Pauline  M.  Jackson,  MD 


was  the  bread-winner.  Add  to  that 
the  intrinsic  need  of  males  to  be  in 
the  power  role  and  it  is  easy  to  see 
why  a woman  physician  would  be 
accused  of  taking  food  out  of  the 
mouths  of  some  man's  children. 

Much  has  changed  over  the  last 
10  to  20  years.  Intact  families  are  in 
lesser  numbers.  Women,  married 
or  not,  generally  must  pursue  work 
outside  the  home  in  order  to  have 
adequate  income.  More  recently 
large  numbers  of  women  are  apply- 
ing to  and  entering  medical  school 
because  it  is  a rewarding  and  wel- 
coming profession,  despite  our 
unsurities  about  its  future. 

Continued  on  next  page 
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How  is  this  40:60  female:male  ra- 
tio going  to  affect  the  provision  of 
medical  care?  Changes  are  already 
apparent.  Male  as  well  as  female 
medical  school  graduates  are  look- 
ing at  life  styles  where  practicing 
medicine  and  living  in  families  com- 
plement each  other  instead  of  being 
clashing  choices  as  in  the  past.  1 
believe  that  women,  by  our  very 
nature,  will  not  need  the  sometimes 
excessive  incomes  aimed  for  by 


many  men.  Thus  if  health  care  re- 
form over  time  reduces  the  average 
physician  income,  I would  not  be 
surprised  to  see  the  majority  of 
physicians  women. 

Regardless  of  my  prognostication, 
we  have  arrived  at  a time  when  the 
needs  of  women  (and  men)  physi- 
cians to  care  for  home  and  family 
jointly  with  medical  practice  must 
be  acknowledged  and  attended  to. 
This  is  an  accomplished  fact  in  many 
clinics  and  other  medical  settings 


where  appropriate  attention  is  given 
to  maternity  leave  and  the  possibil- 
ity of  part-time  practice  for  those 
few  years  when  children  are  small. 
At  the  same  time,  it  is  imperative 
that  young  women  (and  men)  phy- 
sicians recognize  the  unique  respon- 
sibility they  hold.  Working  very 
hard  and  sacrificing  will  still  be 
necessary  if  we  are  to  retain  our 
historical  position  in  this  most  noble 
profession. ♦ 


EVP  report:  I7tc  view  from  here 

Thus  begins  the  American  health  care  Odyssey 


"To  reach  a port,  we  must  sail— sail,  not 
tie  at  anchor— sail,  not  drift." 
—Franklin  Delano  Roosevelt 

The  ship  of  health  care  system 
reform  is  finally  about  to  set 
its  sails  for  what  promises  to  be  an 
uncharted  course  on  a sea  that  we 
do  not  know  or  fully  understand. 
After  a summer  of  "leaks,"  Presi- 
dent Clinton  has  finally  unveiled 
his  plan  for  health  system  reform  to 
a joint  session  of  Congress  and  na- 
tional television  audience. 

As  1 look  out  over  the  ever-chang- 
ing face  of  Lake  Monona,  I cannot 
help  but  wonder  what  the  reaction 
of  the  nation  will  be  to  the  presi- 
dent's proposals  as  they  become 
better  understood.  Frankly,  the  over- 


Questions? 

The  Clinton  plan? 
The  Thompson  plan? 

WisconsinCare? 
Call  1-800-362-9080 


all  direction  of  the  plan  sounds  good. 
What  sounds  bad  is  the  news  that 
Clinton  plans  to  finance  health  care 
for  the  uninsured  by  seriously  limit- 
ing increases  in  Medicare  and  Medi- 
caid, both  now  chronically  under- 
funded programs. 

Likewise  at  the  state  level,  we 
will  begin  to  debate  health  system 
reform  Wisconsin  style  when  the 
Legislature  reconvenes  Oct  5.  In  the 
past  several  weeks,  meetings  with 
the  governor,  key  legislators,  and 
administration  officials  have  lead 
me  to  hope  that  the  desire  for  funda- 
mental fair  change  in  the  Wisconsin 
health  care  system  may  be  there. 

One  of  the  changes  that  will  most 
assuredly  come  is  a shift  in  the  way 
we  think  about  the  health  care  deliv- 
ery system  and  the  physician's  place 
in  it.  Historically,  physicians— in 
particular,  physicians  in  solo  prac- 
tice—have  been  viewed  as  the  solid 
foundation  of  health  care.  A lot  of 
other  layers  have  been  piled  on  top, 
but  physicians  were  viewed,  by 
themselves  and  others,  as  holding 
everything  up.  With  the  evolution 
of  "integrated"  health  systems,  that 
will  change. 


Thomas  L.  Adams,  CAE 


Once  upon  a time,  all  construc- 
tion was  thought  to  require  a firm 
foundation.  But  about  100  years  ago, 
the  10-story  "skyscraper"  headquar- 
ters of  the  Home  Insurance  Com- 
pany was  built  in  Chicago— and 
changed  forever  the  way  architects 
designed  tall  buildings.  The  thing 
about  this  building  was  that  it  did 
Continued  on  page  498 
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higher  than  the  recommended  dose  of  10  mg,  a 
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was  observed. 

f Relief  began  in  13%  of  treated  patients  vs  4%  of 
placebo-treated  patients  within  30  minutes  (P=.04). 
At  2 hours,  65%  of  treated  patients  vs  48%  of 
patients  receiving  placebo  experienced  relief 
Distribution  of  onset  times  was  significantly  earlier 
for  CLARITIN  Tablets  is  placebo  (P=.03). 
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Please  see  adjacent  page  for  brief  summary 
of  full  Prescribing  Information. 
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TABLETS 
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BRIEF  SUMMARY 

(For  lull  Prescribing  Information,  see  package  insert.) 

INDICATIONS  AND  USAGE 

CLARITIN  Tablets  are  indicated  lor  the  relief  of  nasal  and  non-nasal  symptoms  ol  seasonal  allergic  rhinitis 

CONTRAINDICATIONS 

CLARITIN  Tablets  are  contraindicated  in  patients  who  are  hypersensitive  to  this  medication  or  to  any  of  Its  ingredients. 

PRECAUTIONS 

General;  Patients  with  liver  impairment  should  be  given  a lower  initial  dose  (10  mg  every  other  day)  because  they  have  reduced 
clearance  of  CLARITIN  Tablets. 

Drug  Interactions:  Drugs  known  to  Inhibit  hepatic  metabolism  should  be  coadministered  with  caution  until  detIndIve  interaction 
studies  can  be  completed  The  number  of  subjects  who  concomitantly  received  macrolide  antibiotics,  ketoconazole,  cimetidine, 
ranitidine,  or  theophylline  along  with  CLARITIN  Tablets  in  controlled  clinical  trials  Is  too  small  to  rule  out  possible  drug-drug 
interactions.  There  does  not  appear  to  be  an  increase  in  adverse  events  In  subjects  who  received  oral  contraceptives  and 
CLARITIN  Tablets  compared  to  placebo 

Carcinogenesis.  Mutagenesis,  and  tmpairment  of  Fertitity:  In  an  18-month  oncogenicdy  study  ih  mice  and  a 2-year  study  in 
rats,  loratadine  was  administered  in  the  diet  at  doses  up  to  40  mg/kg  (mice)  and  25  mg/kg  (rats).  In  the  carcinogenicity  studies, 
pharmacokinetic  assessments  were  carried  out  to  determine  animal  exposure  to  the  drug.  AUC  data  demonstrated  that  the  expo  - 
sure  ot  mice  given  40  mg/kg  of  loratadine  was  3.6  (loratadine)  and  18  (active  metabolite)  times  higher  thah  a human  given 
to  mg/day  Exposure  of  rats  given  25  mg/kg  of  loratadine  was  28  (loratadine)  and  67  (active  metabolite)  times  higher  than  a 
human  given  10  mg/day  Male  mice  given  40  mg/kg  had  a signiticantly  higher  incidence  ot  hepatocellular  tumors  (combined 
adenomas  and  carcinomas)  than  concurrent  controls.  In  rats,  a significantly  higher  incidence  of  hepatocellular  tumors  (com- 
bined adenomas  and  carcinomas)  was  observed  in  males  given  10  mg/kg  and  males  and  females  gwen  25  mg/kg.  The  clinical 
significance  ot  these  findings  during  long-term  use  ot  CLARITIN  Tablets  is  not  known. 

In  mutagenicity  studies,  there  was  no  evidence  of  mutagenic  potential  in  reverse  (AMES)  or  forward  point  mutation 
(CHO-HGPRT)  assays,  or  in  the  assay  tor  ONA  damage  (Rat  Primary  Hepatocyte  Unscheduled  DNA  Assay)  or  in  two  assays  lor 
chromosomal  aberrations  (Human  Peripheral  Blood  Lymphocyte  Clastogenesis  Assay  and  the  Mouse  Bone  Marrow  Erythrocyte 
Micronucleus  Assay).  In  the  Mouse  Lymphoma  Assay,  a positive  tinding  occurred  in  the  nonactivated  but  not  the  activated 
phase  ot  the  study 

Loratadine  administration  produced  hepatic  microsomal  enzyme  induction  in  the  mouse  at  40  mg/kg  and  rat  at  25  mg/kg,  but 
not  at  lower  doses. 

Decreased  fertility  in  male  rats,  shown  by  lower  female  conception  rates,  occurred  at  approximately  64  mg/kg  and  was 
reversible  with  cessation  ot  dosing.  Loratadine  had  no  effect  on  male  or  female  fertility  or  reproduction  In  the  rat  at  doses  ot 
approximately  24  mg/kg 

Pregnancy  Category  B There  was  no  evidence  of  animal  teratogenicity  In  studies  performed  in  rats  and  rabbits.  There  are,  how- 
ever. no  adequate  and  well-controlled  studies  in  pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive ot  human  response,  CLARITIN  Tablets  should  be  used  during  pregnancy  only  It  clearly  needed 
Nursing  Mothers:  Loratadine  and  its  metabolite,  descarboethoxyloratadine,  pass  easily  into  breast  milk  and  achieve  concentra- 
tions that  are  equivalent  to  plasma  levels  with  ah  AUC^tfAUC,^  ratio  ot  1.17  and  0,85  for  the  parent  and  active  metabolite, 
respectively  Following  a single  oral  dose  ot  40  mg.  a small  amount  of  loratadine  and  metabolite  was  excreted  into  the  breast 
milk  (approximately  0 03%  ol  40  mg  over  48  hours),  A decision  should  be  made  whether  to  discontinue  nursing  or  to  discon- 
tinue the  drug,  taking  into  aaount  the  importance  ot  the  drug  to  the  mother.  Caution  should  be  exercised  when  CLARITIN 
Tablets  are  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  1 2 years  have  hot  been  established 
ADVERSE  REACTIONS 

Approximately  90,000  patients  received  CLARITIN  Tablets  10  mg  once  dally  In  controlled  and  uncontrolled  studies.  Placebo- 
controlled  clinical  trials  at  the  recommended  dose  ol  10  mg  once  a day  varied  from  2 weeks'  to  6 months'  duration.  The  rate  of 
premature  withdrawal  from  these  trials  was  approximately  2%  in  both  the  treated  and  placebo  groups. 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2%  IN 
PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LORATADINE 

lOmgQD 
n = 1926 

F>LACEB0 

n = 2545 

CLEMASTINE 
1 mg  BID 
n = 536 

TERFENAOINE 

60  mg  BID 
n = 684 

Headache 

12 

11 

8 

8 

Somnolence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

Dry  Mouth 

3 

2 

4 

3 

Adverse  event  rates  did  not  appear  to  ditler  significantly  based  on  age,  sex,  or  race,  although  the  number  of  non -white  sub- 
jects was  relatively  small, 

Ih  additioh  to  those  adverse  events  reported  above,  the  tollowing  adverse  events  have  been  reported  In  2%  or  fewer  patients 
Autonomic  Nervous  System  Altered  salivation,  increased  sweating,  altered  lacnmation,  hypoesthesia.  impotence,  thirst,  flushing 
Body  As  A Whole  Conjunctivitis,  blurred  vision,  earache,  eye  pain,  tinnitus,  asthenia,  weight  gam.  back  pain,  leg  cramps, 
malaise,  chest  pain,  rigors,  fever,  aggravafed  allergy,  upper  respiratory  infection,  angioneurotic  edema 
Cardiovascular  System  Hypotension,  hypertension,  palpitations,  syncope,  tachycardia. 

Central  and  Peripheral  Nervous  System  Hyperkinesia,  blepharospasm,  paresthesia,  dizziness,  migraine,  tremor,  vertigo, 
dysphonia. 

Gastrointestinal  System  Abdominal  distress,  nausea,  vomiting,  tiatulence,  gastritis,  constipation,  diarrhea,  altered  taste, 
increased  appetite,  anorexia,  dyspepsia,  stomatitis,  toothache 
Musculoskeletal  System  Arthralgia,  myalgia. 

Psychiatric  Anxiety,  depression,  agitation,  insomnia,  paroniria,  amnesia,  impaired  concentration,  confusion,  decreased  libido, 
nervousness. 

Reproductive  System  Breast  pain,  menorrhagia,  dysmenorrhea,  vagmitls 

Respiratory  System  Nasal  dryness,  epistaxis,  pharyngitis,  dyspnea,  nasal  congestion,  coughing,  rhinitis,  hemoptysis,  sinusitis, 
sneezing,  bronchospasra,  bronchitis,  laryngitis. 

Skin  and  Appendages  Dermatitis,  dry  hair,  dry  skin,  urticaria,  rash,  pruritus,  photosensitivity  reaction,  purpura. 

Urinary  System  Urinary  discoloration,  altered  micturition. 

In  addition,  the  tollowing  spontaneous  adverse  events  have  been  reported  rarely  during  the  marketing  ot  loratadine: 
peripheral  edema;  abnormal  hepatic  function  including  jaundice,  hepatitis,  and  hepatic  necrosis:  alopecia:  seizures:  breast 
enlargement;  erythema  muhiforme. 

OVERDOSAGE 

Somnolence,  tachycardia,  and  headache  have  been  reported  with  overdoses  greater  than  10  mg  (40  to  180  mg).  In  the  event  of 
overdosage,  general  symptomatic  and  supportive  measures  should  be  instituted  promptly  and  maintained  for  as  long  as  necessary. 
Treatment  of  overdosage  would  reasonably  consist  of  emesis  (Ipecac  syrup),  except  in  patients  with  impaired  consciousness, 
tollowed  by  the  administration  of  activated  charcoal  to  absorb  any  remaining  drug  It  vomiting  Is  unsuccessful,  or  contra- 
indicated. gastric  lavage  should  be  pertormed  with  normal  saline  Saline  cathartics  may  also  be  of  value  for  rapid  dilution  of 
bowel  contents,  Loratadine  is  not  eliminated  by  hemodialysis  It  is  not  known  it  loratadine  is  eliminated  by  peritoneal  dialysis. 

Oral  LD50  values  for  loratadine  were  greater  than  5000  mg/kg  in  rats  and  mice.  Doses  as  high  as  10  times  the  recommended 
clinical  doses  showed  no  effects  in  rats,  mice,  and  monkeys 
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Continued  from  page  496 
not  rest  on  a firm  foundation. 

Instead  of  foundations  and  bearing  walls,  the 
architects  used  a steel  skeleton,  a scaffolding  on 
which  the  skyscraper  was  hung.  The  new  method 
provided  far  more  powerful  support  than  a solid 
foundation  because  it  was  integral  to  the  structure-- 
because  as  it  weaved  itself  skyward  it  became  part  of 
the  very  thing  it  was  supposed  to  hold  up. 

That  system  of  construction  may  prove  useful  as  a 
metaphor  in  the  coming  months  and  years,  suggest- 
ing that  physicians  should  not  think  of  themselves  as 
the  base  of  medicine,  but  as  the  all-pervasive  frame- 
work, touching  and  supporting  every  "story"  of  the 
new  health  care  delivery  system.  The  notion  of  phy- 
sicians as  separate  and  autonomous  is  doomed:  We 
will  have  to  find  ways  to  integrate  physicians  through- 
out the  system. 

Meanwhile,  your  medical  society  is  ready  to  help 
you  meet  these  challenges.  Read  your  mail.  Do  your 
part  when  called  upon. 

As  the  ship  of  health  system  reform  slips  its  an- 
chor, participate  in  the  debate.  We  are  headed  some- 
where, with  or  without  you.<> 


You  ’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT 

CompHealth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
provulers  trom  more  than  -TO  fields  ot 
specialization  available  to  provide  locum 
tenens,  or  temporary’,  stafhng  assistance 
when  and  where y'ou  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  y'our  satisfaction 
each  lime  we  place  a member  ot  our 
medical  staff  in  your  practice  or  facility. 
It's  the  closest  thing  you  II  find  to  a risk- 
free way  to  cover  lor  absent  staff 
mem  Iters,  "try'  out"  a jxitential  new 
recruit,  or  take  care  of  your  patients  while 
vou  search  tor  a new  full-time  associate. 

Call  us  today  to  arrange  tor  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealIh 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  l^ake  City  ■ Atlanta  ■ Grand  Rapuls,  Mich. 
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Editorial 

We  like  it  here,  but  we're  moving 


I HAVE  JUST  RETURNED  from  the 
meeting  in  Iowa,  where  I heard 
a frightening  description  of  the 
Canadian  health  care  system.  The 
speaker  was  Dr  Pare,  a Canadian 
physician  who  is  in  administrative 
health  and  a practicing  surgeon. 

The  Canadian  health  system 
gradually  evolved  from  a one-party 
payer  system  to  what  it  is  today. 
What  follows  is  how  the  system 
"works"  today,  according  to  Dr  Pare. 

Administrators  are  gate  keepers. 
Doctors  are  advised  to  be  friendly 
with  hospital  administrators,  be- 
cause they  control  the  flow  of  pa- 
tients. Dr  Pare  stated  bluntly  that  if 
the  administrator  doesn't  like  you, 
you  are  unlikely  to  get  your  patients 
in  that  hospital. 

This,  to  my  mind,  is  the  most 
frightening  aspect:  That  lay  admin- 
istrators, with  little  or  no  knowl- 
edge of  what  transpires  between 
patient  and  physician,  make  deci- 
sions regarding  care.  The  argument 
is  made  with  some  persuasion  that 
administrators  care  more  about  the 
bottom  line  than  they  do  about  pa- 
tient welfare.  Quality  of  care,  it  fol- 
lows, would  not  likely  be  an  admin- 
istrator's top  priority. 

Protocols  exist  for  almost  every 
disease,  and  physicians  must  follow 
the  protocol  regardless  of  whether  it 
is  in  the  patient's  best  interest.  This 
is  "cookbook  medicine,"  and  it  does 
not  highly  trained  MDs  necessitate 
to  run  such  a system. 

Innovation  is  reportedly  discour- 
aged, as  you  might  imagine  it  would 
be  in  such  a rigid  system.  I would 
guess  innovation  is  forbidden  if  it 
meant  a cost  increase. 

The  government  controls  the 


number  of  medical  students  that 
graduate  from  medical  schools  each 
year.  The  government  controls  the 
number  of  graduates  entering  spe- 
cific residencies.  There  are  a re- 
stricted number  of  physicians  going 
into  the  operative  specialties. 

Dr  Pare  gave  this  example:  If 
someone  insists  on  a surgical  resi- 
dence, he  or  she  would  have  to  sign 
up  to  spend  5 years  of  practice  in 
some  "surgeon  poor"  area,  in  the 
boondocks  so  to  speak.  In  other 
words,  you  are  told  where  and  when 
you  can  practice. 

Another  example:  A young  lady 
finished  her  residency  in  psychiatry 
and  wanted  to  stay  in  Toronto,  but 
the  government  encouraged  her  not 
to,  and  had  many  other  places  for 
her  to  work  in  the  providence.  When 
she  insisted  on  staying,  she  was  paid 
only  30  cents  on  the  dollar.  It  would 
seem  their  control  is  near  absolute. 

The  government  considers  each 
physician  as  a cost  center:  a $500,000 
a year  expense,  which  includes  sal- 
ary, hospital  charges,  and  so  forth. 
To  the  miniscular  minds  of  the  bu- 
reaucrat, the  obvious  way  to  control 
costs  is  to  decrease  the  number  of 
physicians.  This  certainly  does  not 
address  the  problems  of  access  or 
quality  of  care. 

Patients  do  die  on  the  waiting 
list.  Because  of  the  protocol,  there  is 
a wait  of  2 years  for  CAS;  and  be- 
cause of  narrow  indicators,  only  half 
as  many  patients  with  coronary 
disease  are  operated  on  in  Canada 
as  in  the  United  States. Dr  Pare' 
indicated  that  it  seemed  to  him  that 
people  accepted  waiting  on  queue 
for  all  operations,  even  though  some 
were  dying  on  the  waiting  list.  This 


is,  contrary  to  its  proponents  claims, 
at  least  a two-tiered  system,  for  those 
with  resources  come  to  the  United 
States  for  their  surgery. 

My  questions  are:  Would  Ameri- 
cans accept  such  a system?  and  Is  it 
moral? 

Research  in  the  Canadian  system 
is  not  strongly  encouraged.  Canadi- 
ans spend  half  as  much  per  capita 
on  research  as  we  do.  In  dollars  this 
is  a large  amount. 

There  are  already  12  different 
health  care  programs,  one  for  each 
providence.  Although  the  guidelines 
are  federal,  each  providence  designs 
its  own  program.  Doctors  who  live 
in  richer  providences  receive  higher 
salaries  than  those  who  live  in  p>oorer 
providences. 

I suggested  that  the  quality  of 
students  entering  medicine  would 
seem  likely  to  decrease  in  such  a 
system,  but  Dr  Pare  adamantly  re- 
futed the  idea,  indicating  that  the 
one  applicant  in  20  gets  accepted 
into  medical  school.  I still  believe 
that  the  highest  quality  of  student, 
especially  those  with  any  interest  in 
entrepreneurship,  would  not  go  into 
a field  where  there  are  as  many  re- 
strictions as  are  placed  on  Canadian 
physicians.  Essentially,  physicians 
in  Canada  work  for  the  government, 
and  government  is  known  for  ineffi- 
ciency in  the  management  of  affairs 
of  any  sort. 

During  his  presentation.  Dr  Pare 
left  me  with  the  feeling  that  he 
thought  the  system  was  pretty  much 
all  right.  In  conversation,  his  wife 
indicated  that  he  was  applying  for  a 
license  in  Iowa. 

—Richard  D.  Sautter,  MD 
medical  editor 
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Letter 

How  to  save  money  in  the  medical  system 


CURRENTLY  THERE  IS  a great  pleth- 
ora of  information  being 
promulgated  by  the  media  concern- 
ing various  modalities  to  save  money 
in  the  current  health  care  delivery 
system.  Two  steps  could  result  in  a 
massive  saving  of  money.  The  first 
step  would  be  the  elimination  of 
WIPRO.  Not  only  is  WIPRO  an  ex- 
traordinarily expensive  waste  of 
money,  but  it  indirectly  causes  an 
increasing  cost  of  the  delivery  of 
health  care.  The  vast  majority  of 
physicians  order  tests  which  are  not 
essential  in  the  management  of  the 
patient  but  which  are  required  by 
the  WIPRO  reviewer. 

In  addition  to  the  paperwork 
required  by  WIPRO  for  physicians 
one  must  continue  to  silently  chuckle 
with  regards  to  the  massive  amount 
of  paperwork  that  the  hospitals  are 
required  to  submit  to  WIPRO  for 
their  analysis  and  review.  This,  of 
course,  keeps  various  nurse  review- 
ers busy,  and  I suspect  these  indi- 
viduals would  not  be  able  to  obtain 
suitable  employment  in  other  areas. 

The  extra  added  expense  of  need- 
less communication  and  letter  writ- 
ing required  by  WIPRO  also  adds  to 
the  expense  of  operating  a physi- 
cian's office.  The  vast  majority  of 
physicians  in  the  state  of  Wisconsin 
sincerely  feel  that  WIPRO  not  only 
is  guilty  of  nitpicking  but  serves 
actually  no  definable  function  of 
merit. 

The  second  massive  saving  could 
be  achieved  by  the  elimination  of 
the  vast  mountains  of  paperwork 
generated  by  Medicare.  In  addition 
to  the  paperwork  generated  by 
Medicare,  there  is  an  associated  but 
not  equal  amount  of  paperwork 
generated  in  the  physicians  office  to 
deal  with  the  paperwork  generated 
by  Medicare.  V arious  code  changes 
such  as  downcoding  or  changing 
the  codes  represents  a literal  waste 


of  time,  effort  and  energy  by  Medi- 
care. As  the  circumstance  currently 
stands,  the  payment  which  physi- 
cians receive  for  their  services  rep- 
resents a minimal  remuneration 
schedule.  At  the  low  payment  and 
the  vast  amounts  of  paperwork 
requiring  answers,  you  have  once 
again  a government  system  designed 
in  such  a bureaucratic  fashion  as  to 
generate  a trail  of  paperwork  that 
defies  description.  All  physicians 
offices  have  at  least  two  personnel 
that  occupy  full-time  dealing  with 


Medicare  and  Medicaid  communi- 
cations. 

These  represent  two  eliminations 
would  represent  such  a vast  savings 
in  the  State  of  Wisconsin  alone  that 
to  picture  such  a savings  on  a na- 
tionwide basis  really  brings  to  mind 
massive  enlarged  numbers.  Such  a 
fiscal  savings  could  then  be  utilized 
to  provide  health  care  to  patients 
and  not  jobs  to  nonproductive  bu- 
reaucratic individuals. 

— J.S.  Mayersak,  MD 
Merrills 


"Be  part  of  a world-class  operation. 
And  lose  the  residency  blues. " 


Mi 


hen  I completed  my 
residency  if  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (800)833-4388 
Or  Write 

To:  MSGT  Kris  Nelson 
450  East  22ND  ST 
Suite  158 
Lombard.  IL  60148 

JtIR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 
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Susan  LaFlash,  RN;  Richard  A.  Aronson,  MD,  MPH;  Susan  Uttech,  CHES,  MS,  Madison 


Alcohol  use  during  pregnancy: 
implications  for  physicians 


There  has  been  concern  since  antiquity  that  the  ingestion  of  alcohol  by  the 
pregnant  woman  could  damage  the  fetus,  but  it  was  not  until  1973  that 
the  fetal  alcohol  syndrome  was  first  described.  The  broad  effect  of  alco- 
hol-related birth  defects,  including  fetal  alcohol  effects  (FAE),  has  become 
apparent  even  more  recently.  Physicians  can  play  a central  role  in  the 
prevention  of  alcohol-related  birth  defects  through  early  detection,  educa- 
tion of  the  mother,  and  appropriate  referrals.  This  paper  reviews  the  ef- 
fects of  maternal  alcohol  use  on  the  fetus,  discusses  the  importance  of 
assessing  alcohol  use  among  all  women  of  child  bearing  age,  and  exam- 
ines intervention  strategies  that  physicians  can  use  to  help  pregnant 
women  stop  or  reduce  alcohol  use.  Funding  for  this  paper  was  provided 
by  the  Maternal  and  Child  Health  Block  Grant.  IM's  Med  }.1993;92(9):x501- 
506. 


The  us  Surgeon  General  has 
stated  that  there  is  no  safe  level 
of  alcohol  consumption  during  preg- 
nancy, but  many  women  who  are 
pregnant  continue  to  drink.  The  use 
of  alcohol  during  pregnancy  places 
the  mother  and  baby  at  increased 


LaFlash  is  a health  information  special- 
ist in  the  Center  for  Health  Statistics, 
Wisconsin  Division  of  Health.  Dr  Aron- 
son is  the  chief  medical  officer  for  mater- 
nal and  child  health  for  the  Wisconsin 
Division  of  Health.  Uttech  is  a public 
health  education  specialist  with  the 
Bureau  of  Public  Health,  Wisconsin 
Division  of  Health.  Reprint  requests  to: 
Susan  LaFlash,  Center  for  Health  Statis- 
tics, 1 W Wilson  St,  Rm  172,  Madison,  WI 
53703.  Copyright  1993  by  the  State 
Medical  Society  of  Wisconsin. 


risk  for  spontaneous  abortion,  still- 
birth, premature  labor  and  delivery, 
impaired  fetal  growth,  low  birth 
weight,  birth  defects,  and  infant 
mortality.  Alcohol  is  the  leading  pre- 
ventable cause  of  mental  retarda- 
tion in  the  world.'  Chronic  alcohol 
use  during  pregnancy  can  result  in 
the  birth  of  a baby  with  fetal  alcohol 
syndrome  (FAS),  a cluster  of  birth 
anomalies  that  includes  a particular 
pattern  of  facial  dysmorphology, 
central  nervous  system  disorders, 
and  prenatal  and  postnatal  growth 
retardation. 

The  diagnosis  of  FAS  requires  the 
presence  of  at  least  one  feature  from 
each  of  the  three  categories  (Table) 
along  with  a history  of  heavy  drink- 
ing by  the  mother  during  pregnancy. 
The  definition  of  heavy  drinking 
used  in  this  paper  was  developed  by 


Robert  SokoP  and  conforms  to  stan- 
dards set  by  the  Centers  for  Disease 
Control.  In  this  definition,  a woman 
is  considered  "alcohol  tolerant"  if  it 
takes  more  than  two  drinks  to  make 
her  feel  high.  She  is  considered  a 
binge  drinker  if  she  consumes  three 
or  more  drinks  on  any  one  occasion. 
It  is  estimated  that  FAS  occurs  in 
about  30%  to  40%  of  infants  bom  to 
chronic,  heavy  daily  drinkers.^  The 
estimated  incidence  of  FAS  in  the 
United  States  is  1 to  3 cases  per  1,000 
live  births.^ 

If  FAS  is  suspected,  the  family 
should  be  referred  to  a dysmorpholo- 
gist  who  specializes  in  the  diagnosis 
of  genetic  and  congenital  disorders. 
An  accurate  diagnosis  of  FAS  is  criti- 
cal, for  an  inappropriate  "label"  of 
FAS  can  have  serious  long-term 
consequences  for  the  child  and 
mother. 

Fetal  alcohol  effects  (FAE),  a less 
severe  version  of  FAS,  is  character- 
ized by  milder  and  partial  signs  of 
FAS,  or  one  or  more  of  the  other 
anomalies  that  have  been  associated 
with  maternal  alcohol  use.  These 
include  eye  and  ear  anomalies,  skele- 
tal disorders,  heart  defects,  and 
urogenital  and  immune  system  dis- 
orders. These  characteristics  are 
often  not  apparent  at  birth,  and  once 
identified,  the  link  to  maternal  alco- 
hol use  may  be  hard  to  establish. 
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Many  of  these  effects,  such  as  atten- 
tion deficit  disorder  and  learning 
disabilities,  may  be  due  to  a number 
of  other  environmental  and  biologi- 
cal risk  factors.  Still  others,  such  as 
eye  anomalies,  have  only  recently 
been  associated  with  alcohol  use 
during  pregnancy.  National  esti- 
mates indicate  that  up  to  three  times 
as  many  children  are  born  with  FAE 
as  FAS,  but  because  the  diagnosis  of 
FAE  is  often  difficult  to  establish, 
this  incidence  may  be  understated. 

Again,  the  evaluation  of  FAE  by  a 
specialist  is  important  because  of 
the  harm  that  may  result  from  the 
intense  maternal  guilt  and  labeling 
of  the  child  associated  with  an  in- 
correct diagnosis.  Heavy  maternal 
alcohol  use  must  be  documented. 
As  with  the  diagnosis  of  FAS,  it  is 
important  that  the  children  and 


families  receive  appropriate  assis- 
tance. The  Wisconsin  First  Step 
Hotline  (1-800-642-7837)  is  a state- 
wide information  and  referral  serv- 
ice to  assist  families  and  profession- 
als in  finding  services  for  preschool 
children  with  special  needs  such  as 
those  related  to  FAS  and  FAE. 

Women  who  drink  continuously 
and  at  high  levels  during  pregnancy 
have  a significantly  higher  risk  than 
intermittent  drinkers  of  delivering 
an  infant  with  FAS  or  FAE,  but  there 
is  no  amount  or  timing  of  alcohol 
intake  that  can  be  considered  "safe" 
for  a fetus.  All  alcohol  taken  by  the 
mother  crosses  the  placenta  and 
circulates  to  the  fetus.  Each  fetus 
responds  differently  to  alcohol; 
women  who  are  heavy  users  of  alco- 
hol during  pregnanc'y  may  give  birth 
to  infants  who  are  unaffected.  In 


other  pregnancies,  the  effect  of  alco- 
hol consumption  will  depend  on  the 
dose(s)  and  timing  of  the 
exposure(s).  The  level  of  exposure 
to  alcohol  and  its  metabolites  is  even 
greater  for  the  fetus  than  for  the 
pregnant  woman  because  fetal  me- 
tabolism and  elimination  of  alcohol 
are  slower,  and  because  the  amni- 
otic  fluid  itself  becomes  a reservoir 
for  alcohol.  Alcohol  has  been  linked 
to  altered  placental  function  and 
impaired  transfer  of  essential  nutri- 
ents to  the  fetus.^  Alcohol  is  most 
likely  to  affect  developing  organ 
systems  during  the  first  trimester, 
often  before  a woman  knows  she  is 
pregnant.  Alcohol  use  throughout 
pregnancy  can  result  in  decreased 
somatic  growth  and  brain  develop- 
ment.^ 

The  economic  effects  of  alcohol- 
affected  children  is  significant.  The 
average  annual  costs  relating  to  FAS 
in  the  United  States  are  estimated  to 
be  $249.7  million  (based  on  an  esti- 
mated incidence  of  1.9  FAS  births 
per  1,000  live  births).^  Mental  retar- 
dation accounts  for  60%  of  these 
costs  and  low  birth  weight  another 
31%.  Other  expenses  cited  are  for 
treatment  of  organic  anomalies  and 
special  educational  requirements  of 
affected  children.  These  cost  esti- 
mates do  not  include  care  and  treat- 
ment of  the  multiple  problems  of 
children  diagnosed  with  FAE.  It  is 
clear  that  prevention  could  save 
considerable  amounts  of  money,  as 
well  as  the  intangible  costs  of  hu- 
man suffering. 

In  Wisconsin 

According  to  the  1991  Wisconsin 
Behavioral  Risk  Factor  Survey,  68% 
of  women  of  child  bearing  age  in 
Wisconsin  (18-44  years  old)  reported 
having  had  at  least  one  drink  in  the 
month  prior  to  being  surveyed, 
representing  the  Wisconsin  popula- 
tion at  risk  of  giving  birth  to  alcohol- 
affected  newborns.  Of  those  women 
who  reported  drinking  in  the  last 
month,  41%  reported  having  had 
more  than  20  drinks  during  the 


FAS  diagnosis  requires  the  presence  of  at  least  one  feature  from  each  of  the  following  three 
categories,  a history  of  heavy  drinking  by  the  mother,  and  confirmation  by  a dysmor- 
phologist: 

Pre-  and  postnatal  growth  retardation 

• weight,  length,  or  head  circumference  <10th  percentile 

Central  nervous  system  disorders 

• mental  retardation 

• learning  disorders 

• speech  and  language  problems 

• hyperactivity 

• inattentiveness 

• impulsiveness  and  fearlessness 

• poorly  developed  fine  and  gross  motor  skills 

• hypotonia  or  tremulousness 

• decreased  sucking  and  feeding  abilities 

Facial  dysmorphology 

• shortened  palpebral  fissures 

• low  nasal  bridge 

• absent  or  indistinct  philtrum 

• thin  upper  lip 

• epicanthic  folds 

• flat  midface 

Other  abnormalities  associated  with  alcohol 

• eye  and  ear  anomalies 

• skeletal  disorders  include  limited  movement  of  the  wrist  and  elbows,  cervical  spine 
fusion,  abnormal  thoracic  cage  development,  and  tapering  of  the  long  bones/  toes 

• heart  defects  are  seen  in  30%  to  40%  of  FAS  patients 

• urogenital  and  immune  system  disorders 

Source:  Streissguth,  A and  LaDue,  R.  "Psychological  and  Behavioral  Effects  in  Children 
Prenatally  Exposed  to  Alcohol,"  Alcohol  Health  and  Research  Wor/d. 1985;10(1):6-12. 
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month,  and  15%  reported  having 
had  five  or  more  drinks  on  more 
than  one  occasion  during  that  time. 

Although  the  number  of  preg- 
nant women  included  in  the  Wis- 
consin survey  was  too  small  to  esti- 
mate the  proportion  of  women  who 
drink  while  pregnant,  data  from  a 
national  sample  (1985-1988)  indi- 
cated that  25%  of  pregnant  women 
18-45  years  of  age  reported  alcohol 
use  during  the  month  prior  to  the 
survey.®  Applying  the  national  pro- 
portion of  pregnant  women  who 
reported  drinking  while  pregnant 
to  the  number  of  W isconsin  births  in 
1991,  an  estimated  18,000  infants 
bom  that  year  had  mothers  who 
drank  alcohol  during  pregnancy. 

Wisconsin  birth  certificate  data 
suggest  that  the  incidence  of  low 
birth  weight  (less  than  2,500  grams) 
and  abnormal  conditions  of  the 
newborn  is  significantly  greater  in 
offspring  of  women  who  drink  than 
for  non-drinkers.  Drinking  during 
pregnancy,  defined  as  a "yes"  re- 
sponse by  the  mother  to  the  birth 
certificate  question  "Alcohol  use 
during  pregnancy?"  was  reported 
on  the  birth  certificate  in  6.4  of  live 
births  in  1991.  (Birth  certificate  data 
almost  certainly  under-estimate  the 
prevalence  of  alcohol  use  during 
pregnancy).  Of  these  women,  12.4% 
had  infants  with  abnormal  condi- 
tions at  birth  (compared  to  11.2%  of 
mothers  who  reported  no  drinking), 
and  8.3%  had  infants  with  low  birth 
weight  (compared  to  6%). 

These  differences  for  women  with 
reported  drinking  are  statistically 
significant,  but  do  not  take  into  ac- 
count other  factors  that  may  have 
contributed  to  the  selected  birth  out- 
comes (such  as  maternal  age,  smok- 
ing, etc).  These  outcomes  represent 
only  a small  measure  of  the  effect  of 
alcohol  on  newborns  because  of  the 
number  of  effects  that  are  not  recog- 
nized at  birth  or  do  not  become  evi- 
dent until  later.  Comparisons  to  the 
self-reported  behavior  of  the  Behav- 
ioral Risk  Factor  Survey  indicate  that 
drinking  while  pregnant  is  under- 


reported on  birth  certificates.  Among 
those  who  did  not  report  drinking 
while  pregnant,  there  is  an  unknown 
proportion  who  consumed  alcohol 
during  their  pregnancy. 

Dr  Richard  Pauli,  a geneticist  at 
the  University  of  Wisconsin-Madi- 
son's  Waisman  Center  has  applied 
national  proportions  of  FAS  diag- 
nosis to  the  drinking  patterns  of 
Wisconsin  women  of  child  bearing 
age  and  the  total  number  of  births  to 
Wisconsin  women.  He  estimates  that 
70  to  80  children  are  born  each  year 
in  Wisconsin  with  FAS,  and  another 
150  to  200  newborns  have  FAE.  Based 
on  the  national  data  of  Abel  and 
Sokol  and  these  Wisconsin  estimates. 


Dr  Pauli  calculated  the  resulting 
costs  in  Wisconsin  for  FAS  births  to 
be  $90  million  per  year. 

Early  assessment 
Prevention  of  alcohol-affected  preg- 
nancies can  begin  with  physicians 
when  they  routinely  evaluate  alco- 
hol use  by  all  their  patients  of  child 
bearing  age,  including  adolescents. 
At  the  same  time,  information  about 
the  risks  to  the  fetus  of  exposure  to 
alcohol  can  be  provided.  With  infor- 
mation about  the  risks  of  alcohol 
use,  women  can  make  knowledge- 
able decisions  about  drinking  when 
they  are  pregnant,  or  may  become 
pregnant. 


Alcohol  assessment  as  part  of  your  practice 

• Become  comfortable  with  taking  an  accurate  drinking  history  in  a non-threatening 
marmer. 

• Include  questions  on  alcohol  use  in  the  history  portion  of  assessment  of  all  female 
patients  of  childbearing  age,  including  adolescents. 

• Begin  to  provide  information  about  the  effects  of  alcohol  use  on  pregnancy  as  you  ask 
these  questions. 

• Present  information  in  a manner  that  is  understandable  and  relevant  to  the  patient's 
beliefs  about  drinking  and  pregnancy. 

• Treatment  in  the  form  of  education  and  support  for  decreasing  alcohol  use  can  be 
effective  in  the  context  of  routine  prenatal  care. 

• Become  familiar  with  local  community  resources  for  the  treatment  of  alcohol  abuse. 

• For  patients  who  have  identified  a problem  with  alcohol,  ask  about  current  alcohol  use 
and  attempts  to  quit  at  each  visit. 


Interviewing  and  counseling  tips 

• Convey  a direct,  non-judgmental  and  caring  attitude. 

• Incorporate  questions  into  a lifestyle  health  assessment,  a less  threatening  approach. 

• Avoid  blame,  anxiety,  guilt. 

• Stress  the  positive  health  benefits  of  quitting  or  abstaining. 

• Scare  tactics  are  not  effective  and  may  threaten  the  relationship  with  the  patient. 

• Be  persistent  and  thorough  in  your  questioning. 

• Avoid  questions  that  can  be  answered  with  Yes  or  No. 

• Assume  the  use  of  alcohol  by  all  women,  and  suggest  high  levels  to  encourage  accurate 
reporting. 

• Summarize  information  given  and  clarify  unclear  responses. 

• State  your  conclusion  and  ask  whether  your  interpretation  makes  sense  to  the  woman. 

For  example,  say  "I  think  you  have  a problem  with  your  use  of  alcohol  because . 

Would  you  say  that  is  accurate?" 

• Determine  the  woman's  level  of  motivation  to  make  behavior  changes. 

• Document  the  assessment  findings. 

• Provide  supportive  statements  to  the  woman  during  the  assessment  interview  about 
her  strengths/abilities. 

*Cox,  N.  "Perinatal  Substance  Abuse:  An  Intervention  Kit  for  Providers,"  Rural  South  Centra]  Wisconsin  Perinatal 
Substance  Abuse  Project,  July,  1991. 
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For  physicians  whose  first  con- 
tact with  a patient  is  after  concep- 
tion, alcohol  use  should  be  assessed 
during  the  first  prenatal  visits.  Teach- 
ing and  support  for  stopping  alco- 
hol use  can  also  begin  at  that  time. 
Many  women  decrease  their  alco- 
hol consumption  once  they  know 
they  are  pregnant.  This  decrease  may 
be  due  to  concern  for  the  fetus,  preg- 
nancy-associated nausea  or  stom- 
ach distress,  or  social  pressure.  Other 
factors  that  are  reported  to  deter 
drinking  during  pregnancy  are  the 
influence  of  family,  friends,  and 
educational  programs.^ 

The  overall  effects  of  alcohol  can 
be  lessened  once  a woman  stops 
drinking,  at  whatever  point  in  the 
pregnancy  this  occurs.  In  particular, 
the  risk  of  a low-weight  infant  is 
greatly  decreased  if  drinking  is 
stopped  by  the  end  of  the  first  tri- 
mester. Treatment  of  low  to  moder- 


ate alcohol  use  by  pregnant  women 
can  be  effective  within  the  context  of 
routine  prenatal  care,  while  women 
with  more  severe  addiction  may 
need  more  intensive  treatment. 

Asking  about  alcohol 
Studies  suggest  that  physicians  have 
a direct  influence  on  changes  in 
patient  attitude  and  behavior,  but 
physicians  often  report  being  hesi- 
tant to  ask  questions  about  alcohol 
use.  Reasons  often  cited  include  the 
belief  that  they  will  not  get  accurate 
answers,  that  women  will  not  re- 
turn for  further  care  if  questioned 
about  alcohol  use,  and  that  if  they 
do  discover  a problem  they  don't 
have  the  resources  to  manage  it. 

Routine  use  of  assessment  ques- 
tions can  increase  the  comfort  with 
which  the  topic  of  alcohol  use  is 
discussed,  as  well  as  the  chances  of 
eliciting  accurate  responses.  If  a 


patient  is  first  questioned  about 
alcohol  use  prior  to  pregnancy,  the 
topic  seems  less  threatening,  answers 
are  more  likely  to  be  accurate,  and 
the  physician  will  gain  a broader 
picture  of  drinking  habits  before 
proceeding  to  questions  about  cur- 
rent use.  The  topic  of  alcohol  use  can 
be  incorporated  into  an  assessment 
of  lifestyle  and  behaviors,  as  part  of 
the  basic  history  and  physical  ex- 
amination of  all  women  of  child 
bearing  age.  In  this  way  it  can  be 
introduced  in  a non-judgmental 
manner,  and  carry  a message  of 
concern  about  the  woman,  and  about 
all  habits  and  behaviors  she  has  that 
may  negatively  affect  her  health  and 
that  of  a baby. 

One  method  of  questioning  that 
has  been  shown  to  be  a valid  screen 
for  alcohol  abuse  is  the  T-ACE 
method.  This  method  involves  ques- 
tions regarding  Tolerance,  if  drink- 
ing patterns  Annoy  the  woman  or 
those  around  her,  if  she  ever  felt  the 
need  to  Cut  down,  and  if  an  Eye- 
opener  has  ever  been  needed  in  the 
morning.  The  T-ACE  questions  are 
part  of  the  "Pregnancy  Question- 
naire" (or  prenatal  risk  assessment 
tool)  developed  by  the  Wisconsin 
Division  of  Health  for  use  by  prena- 
tal care  coordination  providers. 
Because  the  T -ACE  questions  do  not 
tie  drinking  behavior  to  the  current 
pregnancy,  they  have  proven  to  be 
sensitive  in  identifying  patterns  of 
drinking  behavior  that  could  affect 
the  pregnancy  and  infant. 

These  questions  can  be  used  in  an 
oral  interview  or  as  part  of  a written 
questionnaire  used  to  learn  about 
medical  history,  lifestyle,  and  be- 
haviors. Any  responses  given  that 
match  those  in  parentheses  indicate 
that  alcohol  use  is  a problem  for  this 
pregnancy,  requiring  further  assess- 
ment. A total  score  of  2 or  more  is 
associated  with  an  increased  risk  of 
poor  birth  outcomes.  Positive  T-ACE 
scores  may  also  serve  as  a marker 
for  other  pregnancy  risk  factors  such 
as  poor  maternal  nutrition,  failure 
to  keep  prenatal  care  appointments. 


Pregnancy  questionnaire 

We  (I)  would  like  to  ask  you  a few  questions  about  drinking.  It  will  help  us  (me)  to  take 
better  care  of  you  and  your  baby.  Think  back  to  a typical  month  before  you  became  preg- 
nant. Be  sure  to  include  beer,  wine,  and  liquor  in  your  answers  to  these  questions. 

How  many  drinks  does  it  take  to  make  you  feel  high? 

drinks*  1 never  drink 

How  much  can  you  hold? 

drinks*  1 never  drink  I Don't  know 

*(an  answer  of  two  or  more  drinks  • score  2) 

Have  people  armoyed  you  by  criticizing  your  drinking? 

Yes  No 1 never  drink  (Yes  = score  1) 

Have  you  ever  felt  you  ought  to  cut  down  on  your  drinking? 

Yes No 1 never  drink  (Yes  = score  1) 

Have  you  ever  had  a drink  first  thing  in  the  morning  to  steady  your  nerves? 

Yes No 1 never  drink  (Yes  = score  1) 

Since  you  became  pregnant,  about  how  many  days  in  a month  do  you  have  three  or  more 
drinks?  (If  none,  write  zero.) 

days  per  month  (one  or  more  = score  1) 

Since  you  became  pregnant,  about  how  many  days  in  a month  do  you  have  one  or  more 
drinks?  (If  none,  write  zero.) 

days  per  month  (one  or  more  - score  1) 

Total  score  of  2 or  greater  is  associated  with  an  increased  risk  of  adverse  birth  outcomes. 

Source:  Prenatal  Risk  Assessment  Questionnaire,  Prenatal  Care  Coordination  Program, 
Bureau  of  Public  Health,  Wisconsin  Division  of  Health,  February  1992. 


504 


Wisconsin  Medical  Journal  • September  1993 


Making  a referral 

1.  It  is  easier  to  refer  to  a familiar  program  or  person.  Get  to  know  the  nature  of  the  local 
programs  and  the  people  administering  them  to  assist  in  determining  compatibility  for 
the  client,  and  facilitate  follow-up. 

2.  Make  it  clear  that  you  are  not  giving  up  on  your  patient,  but  want  to  find  the  best 
treatment  for  her  and  the  baby.  Stay  in  contact  with  the  provider  she  is  referred  to. 

3.  Assist  her  with  making  contact  with  the  referring  agency.  Provide  her  with  the  name 
and  number  of  the  program  and  person  she  is  to  see.  Decide  who  will  arrange  for  the 
appointment  and  where  it  will  be  made  from. 

4.  Follow  through  to  verify  that  the  patient  made  and  kept  the  appointment.  Continue 
to  ask  how  her  efforts  to  decrease  her  drinking  are  going  as  part  of  her  obstetrical  care. 

Source:  Cox,  N.  "Perinatal  Substance  Abuse:  An  Intervention  Kit  for  Providers,"  Rural 

South  Central  Wisconsin  Perinatal  Substance  Abuse  Project,  July  1991. 


and  possible  physical  or  sexual 
abuse.  Follow-up  assessment  ques- 
tions address  the  situations  in  which 
this  patient  is  most  likely  to  drink, 
persons  with  whom  she  drinks,  other 
members  of  her  family  who  drink, 
what  she  knows  about  alcohol  and 
its  effects  on  the  unborn  baby,  what 
her  interest  and  motivations  are  for 
cutting  down,  and  what  barriers  can 
be  identified  to  her  achieving  that 
goal.  Denial  of  obvious  alcohol  use 
or  abuse  is  a part  of  the  alcohol 
problem  and  should  be  considered 
a symptom. 

Intervention 

The  primary  intervention  for  women 
who  are  using  alcohol  while  preg- 
nant is  education.  The  first  step  is  to 
provide  information  that  is  cultur- 
ally sensitive,  understandable,  and 
relevant  to  the  patient's  experiences 
and  beliefs  about  alcohol  and  the 
effects  alcohol  may  have  on  the  baby. 
This  information  can  be  presented 
orally,  supplemented  with  bro- 
chures, posters  and  videotapes  avail- 
able in  the  waiting  room. 

Fathers  and  other  support  people 
should  be  included  in  the  discus- 
sions, when  possible,  because  their 
drinking  habits  have  a direct  effect 
on  those  of  the  woman,  and  they  are 
key  people  in  helping  her  to  cut 
down.  All  information  presented  can 
be  followed  with  discussion  to  ver- 
ify that  the  patient  understood  what 
was  said,  and  that  the  barriers  to 
helping  her  succeed  in  quitting  can 
be  identified  and  addressed. 

Since  the  vulnerability  of  a fetus 
to  alcohol  is  variable,  the  effects  of 
alcohol  consumption  on  an  individ- 
ual fetus  can  never  be  predicted. 
Again,  there  is  no  safe  level  of  alco- 
hol consumption  during  pregnancy. 
Statements  that  increase  guilt  in 
women  who  have  been  drinking 
("You  may  have  already  hurt  your 
baby.")  should  be  avoided,  and 
emphasis  placed  on  the  positive 
effects  that  decreasing  alcohol  in- 
take will  have  ("You  will  feel  better 
when  you  are  sober  and  so  will  your 


child."). 

Women  who  are  alcohol  abusers 
may  not  be  receptive  to  counseling 
or  other  intervention;  their  denial 
systems  may  be  too  strong.  For 
women  who  are  ready  and  need 
additional  assistance,  referral  to  a 
treatment  program  is  appropriate. 

Beginning  Jan  1,  1993,  prenatal 
care  coordination  became  a reim- 
bursable Medical  Assistance  bene- 
fit. Prenatal  care  coordination  is 
meant  to  complement  the  delivery 
of  prenatal  medical  care  to  Medical 
Assistance  eligible  low-income 
women  who  have  high  medical  or 
social  risk  factors.  Prenatal  care 
coordinaHon  attempts  to  remove  the 
barriers  to  prenatal  care,  improve 
patient  compliance  for  physician 
visits,  and  coordinate  the  provision 
of  a full  range  of  services  (medical, 
psychosocial,  educational,  nutri- 
tional, economic,  etc)  to  improve 
birth  outcomes.  Services  include 
encouragement  and  support  for 
decreasing  substance  abuse.  Women 
who  are  chronic  users  of  alcohol 
often  have  other  risk  factors  that 
threaten  the  likelihood  of  a healthy 
birth.  Prenatal  care  coordination  will 
assist  a physician  in  developing  and 
coordinating  an  individualized  pl^m 
of  care  and  services  for  eligible  preg- 
nant women.  To  locate  the  nearest 
prenatal  care  coordination  provider 
agency,  contact  the  local  public 
health  agency. 


Monitoring  women  who  have 
been  identified  as  alcohol  users  and 
documenting  their  progress  are  the 
next  steps.  On  each  clinic  visit, 
physicians  should  ask  if  they  have 
been  successful  in  quitting  or  cut- 
ting down,  or  how  much  they  are 
still  drinking.  For  women  who  have 
quit,  encouragement  is  vital.  For 
women  who  are  still  drinking,  the 
continued  interest  may  be  the  only 
support  and  encouragement  offered 
them  for  decreasing  alcohol  use.  If  a 
referral  to  an  alcohol  and  other  drug 
abuse  (AODA)  program  or  profes- 
sional is  indicated,  the  physician 
should  inform  the  patient  of  the 
importance  of  her  talking  with  a 
specialist  in  alcohol  abuse,  assist  her 
in  making  the  phone  call,  or  follow 
up  to  verify  that  an  appointment 
has  been  kept. 

If  possible,  physicians  should 
contact  the  AODA  agencies  in  the 
area  to  become  familiar  with  the 
providers,  the  programs  and  serv- 
ices (eg,  child  care)  they  offer,  and  to 
ascertain  whether  they  will  take 
pregnant  clients.  If  available, 
women's  groups  often  provide  a 
sensitive  environment  in  which  to 
address  the  underlying  power  and 
dependency  issues  that  alcohol 
abuse  represents,  as  well  as  the  per- 
sonal experiences  that  may  underlie 
a drinking  problem.  At  the  very  least, 
physicians  should  be  aware  that  the 
patterns  of  substance  use,  abuse,  and 
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addiction  differ  based  on  gender, 
and  that  traditional  substance  abuse 
treatments  are  inherently  gender 
biased. 

Health  maintenance  organiza- 
tions (HMOs)  providing  care  to 
Wisconsin  Medical  Assistance  re- 
cipients must  provide  AODA  as- 
sessment on  request  and  place  no 
absolute  maximum  on  the  number 
of  days  of  outpatient  or  inpatient 
treatment,  although  they  may  sub- 
ject payment  for  treatment  to  prior 
authorization  and  medical  necessity 
review.  Medical  Assistance  fee-for- 
service  provisions  for  AODA  treat- 
ment require  referral  for  treatment 
by  a physician,  provide  an  initial 
number  of  hours  of  diagnostic  test- 
ing and  outpatient  treatment,  and 
require  prior  authorization  for  ex- 
penditures exceeding  those  limits. 
Wisconsin  state  law  has  set  mini- 
mum levels  of  care  that  group  insur- 
ance policies  and  HMOs  must  reim- 
burse for  inpatient  and  outpatient 
AODA  treatment.  State  law  (Wis 
Stats  51.42(3)(ar)(4m))  now  gives 
pregnant  women  first  priority  for 
publicly  funded  AODA  treatment. 

Conclusion 

Physicians  have  a central  role  in 
helping  to  decrease  alcohol  use 
among  pregnant  women  and  reduce 
the  risks  of  alcohol-related  birth 
defects.  Although  the  ultimate  con- 
trol over  alcohol  use  rests  with  the 


individual  patient,  the  role  of  her 
physician  is  significant.  The  physi- 
cian may  be: 

• the  only  person  to  tell  her  about 
the  importance  to  the  health  of 
her  baby  of  abstaining  from  alco- 
hol while  pregnant; 

• the  only  one  she  knows  from 
whom  she  can  learn  the  facts 
about  alcohol  and  pregnancy; 

• the  only  one  she  has  contact  with 
who  knows  what  assistance  is 
available  to  help  her  stop  using 
alcohol;  and 

• the  only  one  who  cares  enough  to 
continue  to  ask  about  her  use  and 
support  her  efforts  to  cut  back  or 
stop. 

There  are  multiple  resources 
available  to  assist  in  the  care  of  preg- 
nant women  who  misuse  alcohol. 
The  local  public  health  agency  in 
each  county  can  assist  in  identifying 
programs  and  professionals  in  the 
area  who  can  advise  or  treat  pa- 
tients on  referral. 

FAS  and  FAE  are  preventable 
problems.  The  primary  prevention 
strategy  is  education,  to  increase 
public  awareness,  and  provide  indi- 
vidual health  education  and  coun- 
seling. Prevention  of  FAS  begins 
with  the  physician  who  identifies 
alcohol  use  as  a problem  for  the 
patient  and  her  pregnancy,  directs 
the  woman  to  available  resources 
witlain  her  community,  and  becomes 


a consistent  source  of  support  for 

her  in  her  efforts  to  stop  drinking. 
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Control  of  supraventricular  tachycardia  with 
transcatheter  ablative  technique  using  radio  frequency 
as  the  energy  source 

Sanjay  Deshpande,  MD;  Mohammad  R.  Jazayeri,  MD;  Siobhan  Bremner,  RN;  Carol  Gilbert,  RN;  Anwer  Dhala,  MD; 
Zalmen  Blanck,  MD;  Jasbir  Sra,  MD;  and  Masood  Akhtar,  MD,  Milwaukee 


Supraventricular  tachycardia  constitutes  a significant  clinical  problem, 
frequently  requiring  medical  intervention.  We  analyzed  data  in  413  con- 
secutive patients  with  supraventricular  tachycardia  treated  at  our  center 
with  the  catheter  ablative  technique  and  found  the  following  outcome. 
Among  272  patients  who  had  regular  narrow  QRS  tachycardia  without 
ventricular  pre-excitation  during  sinus  rhythm  (Group  1),  control  was 
achieved  in  all  but  one  case  (success  rate  99.6%).  Patients  in  Group  11  had 
ventricular  pre-excitation  during  sinus  rhythm  and  narrow  or  wide  QRS 
tachycardia.  Elimination  of  ventricular  pre-excitation  and  control  of  the 
tachycardia  was  achieved  in  104  of  the  106  cases  in  this  group  (a  success 
rate  of  98%).  Group  111  patients  had  atrial  flutter-fibrillation  as  the  pre- 
dominate arrhythmia  and  control  of  rapid  ventricular  response  was  suc- 
cessfully achieved  with  atrioventricular  junctional  ablation  in  all  35  cases. 
Serious  complications  were  related  to  anticoagulation  and  were  seen  in 
less  than  2%  of  the  cases.  There  were  no  instances  of  thromboembolic 
phenomena  or  death  related  to  these  procedures.  It  is  concluded  that  the 
catheter  ablative  technique  with  radio  frequency  as  the  energy  source  is  a 
highly  effective  means  for  control  of  supraventricular  tachycardia  with 
minimal  associated  risk  of  serious  complications.  fVis  Med 
J.1993;92(9):507-517. 


VARIOUS  FORMS  of  supraventricu- 
lar  tachycardia  (SVT)  are  fre- 
quently encountered  in  clinical  prac- 
tice.’’” Among  SVT,  the  paroxysmal 
variety  (PSVT)  (Fig  1)  tends  to  be 
rapid  and  is  often  disabling,  leading 
to  medical  intervention.  Although 
the  symptoms  are  generally  mild, 
light-headedness,  presyncope,  and 
syncope  are  not  uncommon. 

The  traditional  long-term  treat- 
ment in  patients  with  PSVT  has  been 
a variety  of  medications  including 
digitalis,  beta  blockers,  calcium 


From  the  Electrophysiology  Laboratory 
of  the  University  of  Wisconsin-Milwau- 
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channel  blockers,  class  I,  and  class 
III  anti-arrhythmic  agents.’”  ’’  More 
recently,  curative  therapy  has  be- 
come available  to  these  patients 
using  electrode  catheter  technology 
and  radio  frequency  (RF)  as  the  en- 
ergy source.®-”  ’'’'’*  In  this  communi- 
cation, we  present  our  experience  in 
413  consecutive  patients  who  un- 
derwent catheter  ablative  treatment 
between  February  1990  and  March 
31, 1993. 

Patient  population 
Included  in  this  series  are  patients 
who  had  the  following  forms  of  SVT. 
Group  I consists  of  272  patients  who 
had  re-entrant  narrow  QRS  tachycar- 
dia (or,  occasionally,  with  bundle 
branch  block),  but  no  evidence  of 
ventricular  pre-excitation  (delta 
wave)  during  sinus  rhythm.  Group 
II  patients  (106)  had  ventricular  pre- 
excitation on  the  resting  electrocar- 


diogram (EGG)  and  carried  a diag- 
nosis of  Wolff-Parkinson-White 
(WPW)  syndrome.  All,  except  one 
patient,  from  Group  II  had  docu- 
mented narrow  or  wide  QRS 
tachycardia  in  addition  to  their  rest- 
ing EGG  abnormality.  The  remain- 
ing 35  cases  (Group  III)  had  atrial 
tachyarrhythmia,  predominately 
atrial  flutter-fibrillation  with  atriov- 
entricular response  exclusively  over 
the  atrioventricular  node  and  His- 
Purkinje  system  with  no  evidence  of 
the  accessory  pathway  functioning 
in  either  the  anterograde  or  retro- 
grade direction. 

Table  1 shows  the  symptoms  in 
descending  order  of  severity  and 
lists  only  the  most  serious  symptom 
in  each  case.  Although  the  most 
common  predominant  symptom 
was  palpitation  (48%),  near  syncope 
or  syncope  was  experienced  by  38  % . 
Two  patients  with  ventricular  pre- 
excitation presented  with  cardiac 
arrest  and  documented  ventricular 
fibrillation.  Thirteen  percent  of  the 
cases  reported  chest  pain  or  short- 
ness of  breath  as  the  most  promi- 
nent symptom.  At  the  time  of  initial 
presentation,  the  total  duration  of 
symptoms  before  ablative  therapy 
and  the  mean  duration  (which  ex- 
ceeded 7 years)  are  listed  in  Table  1. 

The  salient  clinical  characteris- 
tics in  these  patients  are  outlined  in 
Table  1 . As  can  be  gathered  from  the 
table,  most  of  the  patients  in  Groups 
I and  II  had  no  significant  concomi- 
tant cardiovascular  disease.  On  the 
other  hand,  many  of  the  Group  III 
cases  did  have  cardiovascular  pa- 
thology and  as  a group,  were  older 
compared  to  Group  I and  Group  II 
cases  (p  < 0.001).  Eighty-seven  per- 
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cent  of  Group  I,  76%  of  Group  II  and 
all  patients  in  Group  III  had  been 
treated  with  one  or  more  anti- 
arrhythmic  drugs  (Table  1),  which 
either  did  not  control  the  arrhyth- 
mic symptoms  or  produced  unde- 
sirable side  effects.  Thirteen  percent 
of  the  patients  from  Group  I and 
24%  in  Group  II  opted  for  ablative 
therapy  without  trying  any  anti- 
arrhythmic  drugs  for  the  reasons 
listed  below. 

The  indications  for  the  catheter 
ablative  procedure  included  one  or 
more  of  the  following:  recurrent,  dis- 
abling arrhythmia  refractory  to 
conventional  drug  therapy;  intoler- 
ance to  anti-arrhythmic  drugs;  se- 
vere symptoms  during  the  tachycar- 
dia such  as  syncope,  presyncope. 


angina,  or  dyspnea;  and  patient 
preference  for  a nonpharmacologic 
or  curative  therapy.  The  latter  was 
common  in  younger  patients,  those 
engaged  in  active  lifestyles,  athletes, 
and  women  of  child  bearing  age. 
The  curative  ablative  therapy  was 
an  option  only  in  Group  I and  II 
cases. 

For  Group  III,  AV  junctional  ab- 
lation was  opted  by  the  patients  as  a 
palliative  procedure  to  control  rapid 
or  irregular  ventricular  response 
even  though  the  episode  of  atrial 
flutter  fibrillation  continued.  Pa- 
tients with  atrial  flutter-fibrillation 
in  whom  the  preservation  of  sinus 
rhythm  was  considered  critical,  this 
form  of  ablative  therapy  was  not 
offered.  However,  in  cases  where 


the  atrial  arrhythmia  was  in  an  or- 
ganized form  (ie,  sinus  node  reen- 
try), unifocal  atrial  tachycardia,  and 
some  patients  with  atrial  flutter, 
curative  ablative  therapy  of  atrial 
focus  was  attempted  first.  If  suc- 
cessful, no  further  intervention  was 
carried  out. 

Methods 

The  work-up  in  these  patients  in- 
cluded a baseline  12  lead  surface 
EGG  and  a documentation  of  their 
arrhythmia  on  a monitored  strip  or 
12-lead  EGG.  Young  patients  with- 
out a history  of  cardiovascular  dis- 
ease had  noninvasive  tests  such  as 
an  echocardiogram  and  Doppler 
studies,  and  in  some  cases  radionu- 
clide isotope  imaging.  In  older  pa- 
tients (older  than  50),  stress  testing, 
thallium  exercise  test,  and  if  appro- 
priate, cardiac  catheterization  were 
performed.  It  is  important  to  point 
out  that,  due  to  the  tertiary  referral 
nature  of  our  services,  most  of  this 
preliminary  work-up  was  already 
available  and  had  been  completed 
by  the  referring  physicians. 

All  of  Group  I and  II  patients 
underwent  cardiac  electrophysiol- 
ogic  studies  in  the  manner  previ- 
ously described  from  our  labora- 
tory, which  will  not  be  detailed 
here.’‘‘-’^  In  brief,  several  multipolar 
electrode  catheters  were  percutane- 
ously  introduced  and  placed  in  the 
high  right  atrium.  His  bundle  re- 
gion, and  right  ventricle.  When 
appropriate,  a fourth  multipolar 
electrode  catheter  was  placed  in  the 
coronary  sinus  (Fig  2).  The  right 
atrial,  coronary  sinus,  and  ventricu- 
lar catheters  were  used  for  local 
recording  and  electrical  stimulation. 
All  patients  received  heparin  for 
anticoagulation  during  the  proce- 
dure. 

The  purpose  of  the  baseline  study 
was  to:  test  the  tachycardia  induci- 
bility  and  its  reproducibility,  which 
was  essential  to  apply  ablative  ther- 
apy and  evaluate  its  effectiveness; 
confirm  the  diagnosis  suspected 


Table  1 - clinical  data. 

Group  I 

Group  II 

Group  III 

No  delta  wave  on 

Delta  wave  present 

Atrial  fibrillation/ 

resting  ECG 

on  resting  ECG 

flutter 

(n  - 272) 

(n  = 106) 

(n  - 35) 

Age  years 

Mean  + SD  45  + 19 

33.7  + 16 

65.6  + 11.6 

Range  9-85 

10-76 

42-83 

Clinical  symptoms 

SCD  0 

2 

0 

Syncope  38 

8 

3 

Near  syncop>e  62 

35 

10 

Palpitations  130 

53 

17 

CP/ SOB  42 

7 

5 

No  symptoms  0 

1 

0 

Duration  of  symptoms  (years) 

Mean  + SD  10  + 19.5 

9.5  + 10 

7 + 14.5 

Range  .04  - 70 

.25  - 60 

.25  - 15 

Structural  heart  disease 

Number  of  13 

20 

23 

patients 

Previous  antiarrhythmic  medications 

>1  159 

36 

35 

1 77 

46 

0 

None  36 

24 

0 

SCD;  Sudden  cardiac  death 

CP;  Chest  pain 

SOB;  Shortness  of  breath 
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from  symptoms  or  the  ECG;  and 
localize  the  re-entrant  circuit  to  di- 
rect the  ablating  catheter  to  the  pre- 
cise spot  for  application  of  RF  en- 
ergy. 

The  ablation  procedure  was  car- 
ried out  under  heavy  sedation  or 
general  anesthesia.  The  ablating 
catheter  was  a 7F  quadripolar  with  a 
large  tip,  also  introduced  percuta- 
neously  and  placed  at  the  site  of  the 
intended  lesion  (Figs  2 and  3).  Be- 
cause there  were  several  different 
procedures  performed  in  this  diverse 
population,  these  will  be  detailed 
separately  as  outlined  below.  The 
simplest  procedure  was  carried  out 
in  Group  III  cases  and  will  be  de- 
scribed first. 

In  Group  III,  the  production  of 
complete  AV  block  was  the  main 
purpose  of  the  ablative  therapy  and 
extensive  electrophysiologic  testing 
was  not  routinely  carried  out  in  these 
patients.^^  Prior  to  the  production  of 
AV  block,  a temporary  pacing  cathe- 
ter was  placed  in  the  right  ventricle 
and  connected  to  a temporary  pace- 
maker. The  induction  of  AV  nodal 
block  was  initiated  by  recording  the 
His  bundle  potential  from  the  cathe- 
ter used  for  RF  application.  The 
catheter  was  then  withdrawn  until  a 
large  atrial  and  a small  His  bundle 
recording  was  observed.  Applica- 


tion of  RF  energy  at  this  site  usually 
resulted  in  AV  block.  If  the  initial 
lesion  was  not  successful,  the  cathe- 
ter was  repositioned  and  further 
applications  were  attempted.  When 
ablation  of  the  AV  junction  could 
not  be  accomplished  from  the  right 
side,  it  was  attempted  from  the  left 
side  via  retrograde  transaortic  ap- 
proach. 

In  two  patients  requiring  bilat- 
eral bundle  branch  lesions  to  achieve 
AV  block,  the  right  bundle  branch 
block  was  produced  by  the  tech- 
nique previously  described  from  our 
laboratory. 

For  left  bundle  branch  block,  a 7F 
large  tip  catheter  was  introduced 
via  the  femoral  artery  and  across  the 
aortic  valve  to  record  the  proximal 
left  bundle  potential  and  RF  energy 
was  applied  at  that  location.  All 
patients  received  permanent  pace- 
makers after  third  degree  AV  block 
was  achieved. 

Accessory  pathway  (AP)  ablation 
required  different  approaches  de- 
pending on  their  location.  In  gen- 
eral, however,the  site  of  ablation  was 
guided  by  the  earliest  ventricular 
activation  in  patients  with  overt  ven- 
tricular pre-excitation,  whereas  the 
earliest  atrial  activation  was  used  as 
the  guide  in  patients  with  concealed 
WPW  syndrome.  In  all  situations. 


however,  ablation  of  the  atrial  inser- 
tion was  preferred  except  in  patients 
with  an  anteroseptal  AP,  as  elabo- 
rated below. 

For  all  right-sided  APs,  the  earli- 
est activation  site  identified  during 
orthodromic  tachycardia  was  the 
target  for  RF  delivery.  This  approach 
was  used  in  patients  with  right  free- 
wall,  right  posteroseptal,  and  mid- 
septal  pathways.  In  patients  with  an 
anteroseptal  pathway,  however,  a 
ventricular  site  was  chosen  for  abla- 
tion to  avoid  the  possibility  of  AV 
block. 

With  left  free-wall  APs,  the  earli- 
est atrial  insertion  site  was  targeted 
(Fig  4,  panel  A),  either  via  the  retro- 
grade transaortic  route  or  transep- 
tally.  When  atrial  site  ablation  was 
not  successful,  then  ablation  of  ven- 
tricular insertion  was  attempted.  In 
patients  with  a left  posteroseptal  AP, 
even  though  ventricular  insertion 
was  on  the  left  side,  the  atrial  end  of 
the  AP  was  ablated  which  was  in- 
variably right-sided  in  the  poster- 
oseptal region  or  in  close  proximity 
to  the  ostium  of  the  coronary  sinus. 
No  attempt  was  made  to  record  AP 
potentials,®  but  when  such  poten- 
tials were  recorded  incidentally,  they 
were  at  times  used  for  targeting  the 
ablation  site. 

Ablation  of  the  AV  nodal  re-en- 
trant circuit  was  approached  on  the 
basis  of  well  known  physiology 
where  the  re-entry  uses  two  AV 
nodal  pathways  often  referred  to  as 
the  fast  and  slow  pathways.  In  the 
common  type  of  AV  nodal  reentry 
the  slow  pathway  (SP)  is  used  in  the 
anterograde  direction  whereas  the 
fast  pathway  is  used  in  the  retro- 
grade direction  (Fig  4,  panel  B).  Un- 
common AV  nodal  reentry  is  a 
manifestation  of  reversal  of  the  di- 
rection of  conduction  in  these  two 
pathways  (Fig  4,  panel  C).  The  de- 
tails of  fast  pathway  ablation  with 
an  anterior/ superior  anatomic  ap- 
proach and  that  of  slow  pathway 
using  the  posterior/ inferior  ap- 
proach has  been  published  previ- 
ously and  will  not  be  detailed  here.'"* 


Fig  l.—A  12  lead  ECG  of  a sustained  regular  narrow  QRS  tachycardia  is  shown.  The  rate  is  214  beats/min. 
and  the  leads  are  labelled.  This  tachycardia  may  occasionally  present  with  a wide  QRS  due  to  aberrant 
conduction.  The  common  underlying  electrophysiologic  mechanisms  for  the  PSVT  are  depicted  in  Fig  4. 
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It  is  important  to  point  out,  how- 
ever, that  no  attempt  was  made  to 
record  the  so-called  slow  pathway 
potential  to  target  the  ablation  site 
in  this  series. For  control  of  AV 
nodal  re-entry,  the  initial  success 
was  noted  in  207  of  21 1 patients,  and 
three  patients  required  a second 
attempt,  with  a final  success  rate  of 
210  of  211  (99.5%).  Slow  pathway 
ablation  was  also  effective  in  the 
elimination  of  AV  nodal  reentry  in 
all  seven  patients  who  had  their 
arrhythmia  induced  in  addition  to 


the  orthodromic  tachycardia. 

During  the  ablation  procedures 
in  Group  I and  II  patients,  tachycar- 
dia was  induced  repeatedly.  If  PSVT 
could  not  be  initiated  during  the 
baseline  study,  isoproterenol  infu- 
sion, 1-5  microgram/ min.  was 
started.  After  isoproterenol,  PSVT 
could  be  induced  in  virtually  all 
patients  in  this  series.  Following 
completion  of  the  ablation,  repeated 
inductions  were  attempted  before 
and  after  isoproterenol  infusion  to 
test  the  effectiveness  of  therapy 


immediately  after  the  ablative  le- 
sion and  half  an  hour  later. 

All  patients  underwent  a follow- 
up electrophysiologic  evaluation 
within  24  to  48  hours  of  the  ablative 
procedure  and  were  then  discharged 
if  PSVT  could  not  be  induced.  Prior 
to  discharge,  a two-dimensional 
echocardiogram  was  obtained  to 
detect  any  subclinical  complication 
from  the  ablative  procedure  such  as 
pericardial  effusion,  valvular  regur- 
gitation, etc.  All  patients  were  also 
advised  to  have  the  electrophysiol- 
ogic evaluation  repeated  6 to  12 
weeks  after  the  initial  ablation  to 
confirm  persistence  of  a successful 
outcome  after  tissue  healing,  and 
also  for  prediction  of  permanent 
cure. 

Definition  of  terms 
Supraventricular  tachycardia  (SVT): 
Includes  all  patients  in  this  series 
and  all  forms  of  tachycardia  origi- 
nating above  the  level  of  the  bifurca- 
tion of  the  His  bundle. 

Paroxysmal  SVT  needs:  (PSVT) 
implies  episodic  regular,  narrow 
QRS  tachycardia  (or  associated 
bundle  branch  block  aberrancy),  but 
no  specific  mechanism  is  implied 

(Figl). 

Atrioventricular  (AV)  reentry  (or 
orthodromic  tachycardia):  In  this 
arrhythmia  the  reentry  uses  the  AV 
node  and  His-Purkinje  system  to 
activate  the  ventricle  and  the  im- 
pulse returns  to  the  atria  via  the  AP 
(Fig  4,  panel  A). 

Atrioventricular  nodal  (AVN) 
reentry:  Includes  tachycardia  where 
the  entire  reentry  circuit  is  localized 
to  the  region  of  the  AV  node  (Fig  4, 
panels  B and  C). 

Atrial  tachycardia:  Regular 
tachycardia  arising  in  the  atria  (Fig 
4,  panel  D).  In  this  series  of  patients, 
however,  atrial  flutter  fibrillations 
were  the  main  types  of  atrial  arrhyth- 
mia, and,  therefore,  the  term  atrial 
flutter  fibrillation  is  used  to  avoid 
confusion  with  other  forms  of  atrial 
tachycardia. 

Initial  success:  Indicates  the  eUmi- 


Fig  2.— Vte  normal  conduction  system  is  schematically  represented  in  relation  to  the  placement  of  electrode 
catheters  in  the  heart  showing  all  four  chambers.  Multipolar  electrode  catheters  in  the  high  right  atrium 
(HRA),  right  ventricular  apex  (RVA),  and  AV  junction  for  a His  bundle  recording  (HB)  are  depicted.  In 
addition,  a decapolar  catheter  is  positioned  in  the  coronary  sinus  (CS).  The  ablation  catheter,  in  this  case, 
has  been  advanced  retrogradely  via  the  femoral  artery  across  the  aortic  valve  into  the  left  ventricle  and  its 
tip  has  been  deflected  into  the  left  atrium  where  it  rests  on  the  annulus  and  is  manipulated  to  achieve 
successful  ablation  of  the  left  free-wall  accessory  pathway  (labelled). 
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nation  of  PSVT  inducibility  or  AP 
conduction  in  Group  I and  II  pa- 
tients and  the  production  of  third- 
degree  block  in  Group  III  patients  at 
the  end  of  the  initial  ablative  proce- 
dure. 

Recurrences:  Recurrence  of  the 
same  arrhythmia  or  ventricular  pre- 
excitation following  the  initial  suc- 
cessful procedure.  The  recurrence 
of  tachycardia  or  pre-excitation  was 
not  necessarily  clinical  and  was  of- 
ten noted  during  a follow-up  study. 
All  of  these  patients  were  offered  a 
repeat  procedure,  which  was  ac- 
cepted by  the  patients  in  this  series. 

Final  success:  This  implies  a final 
cure  without  any  evidence  of  clini- 
cal or  inducible  PSVT,  or  pre-excita- 
tion up  to  the  time  of  the  latest  fol- 
low-up. 

Overt  (manifest)  pre-excitation: 
The  presence  of  ventricular  pre- 
excitation (or  delta  wave)  during 
sinus  rhythm  or  atrial  pacing. 

Concealed  accessory  pathway: 
The  presence  of  the  AP  functioning 
only  in  the  retrograde  direction  and 
hence,  no  delta  wave  during  sinus 
rhythm  or  atrial  pacing. 

Results 

Clinical  characteristics.  As  outlined 
in  Table  1,  patients  in  Group  I and  II 
on  the  average,  were  significantly 
younger  than  those  in  Group  III. 
Similarly,  Group  II  patients  were 
somewhat  younger  than  those  in 
Group  I.  The  male:female  ratio  is 
displayed  and  shows  no  significant 
difference  except  in  Group  I where 
there  were  more  female  patients. 
Part  of  this  difference  is  related  to 
the  fact  that  most  of  the  Group  I 
cases  (211  of  the  272)  had  AV  nodal 
re-entry  which,  in  our  experience, 
has  been  twice  as  common  in  fe- 
males. 

Structural  heart  disease  (coronary 
artery  disease,  primary  myocardial 
and  valvular  heart  disease)  was  more 
frequent  in  Group  III  patients  (66%) 
as  compared  to  those  in  Groups  I 
and  II  (5%  and  19%,  respectively).  In 
the  younger  population  from  Groups 


I and  II,  the  type  of  structural  heart 
disease  was  different  and  included 
some  form  of  congenital  heart  dis- 
ease such  as  atrial  septal  defect  and 
Ebsteins  anomaly. 

In  none  of  the  Group  III  patients, 
could  it  be  stated  with  certainty  that 
the  associated  structural  heart  dis- 
ease was  directly  the  cause  of  atrial 
tachyarrhythmia.  In  Group  I and  II 
patients,  the  vast  majority  of  whom 
had  no  structural  disease,  the  un- 
derlying cardiac  abnormality  was 
not  related  to  the  presence  of  re- 
entrant circuit,  except  in  three  pa- 
tients with  Ebsteins  anomaly  where 
an  association  with  the  AP  has  been 
noted  previously.^’ 

Electrophysiologic  data.  In  Group  I, 
the  basis  for  PSVT  was  AV  nodal  re- 
entry in  the  majority  of  these  pa- 
tients: 211  of  272  (77%)  (Table  2). 
Among  these  211  cases,  the  com- 
mon type  of  AV  nodal  re-entry  was 
the  only  tachycardia  in  187  (89%) 
while  the  uncommon  form  was  seen 
in  six  (3%)  patients,  and  18  (8%) 
cases  had  both  common  and  un- 
common forms. 

In  59  patients  (22%),  the  tachycar- 
dia was  due  to  orthodromic  AV 
reentry,  with  the  AP  functioning  only 
in  the  retrograde  direction  (ie,  con- 


cealed AP)  (Table  2).  The  AP  loca- 
tion was  left  free-wall  in  44  (74%), 
right  free-wall  in  one  (2%),  and  a 
septiil  location  was  noted  in  14  (24%) 
(Table  2).  In  eight  of  these  59  (14%) 
patients,  more  than  one  AP  was  seen 
and  each  site  required  separate  ab- 
lative lesions.  Additionally,  in  seven 
of  the  59  (11%)  AV  nodal  re-entry 
was  induced  and  also  required  a 
separate  curative  approach  to  elimi- 
nate this  tachycardia.  Of  the  remain- 
ing two  patients  from  Group  I,  one 
had  atrial  tachycardia  and  the  other 
had  atrial  flutter. 

In  Group  II  (patients  with  overt 
pre-excitation),  52  of  the  106  (49%) 
had  left  free-wall  AP,  while  in  34% 
the  location  of  the  AP  was  septal.  A 
right  free-wall  AP  was  noted  in  the 
remaining  17%.  In  eight  (7%),  more 
than  one  AP  was  present  at  the  time 
of  study  even  though  it  was  not 
previously  suspected.  Thirteen  pa- 
tients (12%)  had  concomitant  AV 
nodal  re-entrant  tachycardia  requir- 
ing a separate  ablative  procedure. 

In  Group  III,  all  but  one  patient 
had  atrial  flutter  or  atrial  fibrillation 
as  the  reason  for  ablation  therapy.  In 
the  one  case  with  atrial  tachycardia, 
AV  junctional  ablation  was  elected 
because  the  atrial  origin  of  the 
tachycardia  could  not  be  ablated. 


Fig  3.— Radiofrequency  energy  is  generated  from  a power  source  and  channeled  through  the  tip  of  the  ab- 
lation catheter  that  has  been  positioned  at  the  area  of  interest  within  the  heart.  Radiofrequency  energy  will 
be  delivered  between  the  tip  of  the  catheter  and  a large  adhesive  dispersive  patch  placed  on  the  back  of  the 
patient  in  the  interscapular  area.  Successful  ablation  is  accomplished  by  the  creation  of  a localized  thermal 
injury  within  the  tissues  adjacent  to  the  tip  of  the  ablation  catheter. 
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Clinical  outcome 
Among  the  211  Group  I patients 
with  AV  nodal  re-entry  the  fast 
pathway  (FP)  was  ablated  in  20.  In 
16,  FP  ablation  was  the  initial  ap- 
proach and  was  successful,  but  be- 
cause of  a high  incidence  of  AV  block 
(Table  3),  we  abandoned  this  tech- 
nique and  have  since  used  slow 
pathway  (SP)  ablation  as  the  initial 
approach.  Fast  pathway  ablation  is 
now  carried  out  only  if  SP  ablation 
is  not  successful,  which  explains  the 
remaining  four  patients  who  under- 
went FP  ablation. 

Among  the  Group  1 patients  with 
concealed  AP,  the  pathway  was 
successfully  ablated  in  56  of  59  pa- 
tients initially  and  had  a final  suc- 
cess rate  of  58/59  (98%).  In  the 
remaining  two  Group  1 patients,  the 
atrial  origin  of  the  arrhythmia  was 
successfully  ablated. 


In  Group  11,  successful  ablation 
of  the  AP  was  accomplished  in  102 
of  106  patients  on  the  initial  attempt 
(Fig  5)  and  104  of  106  (98%)  had  a 
final  success  rate  (Table  2).  When  all 
of  the  AP  patients  are  combined, 
there  were  165  patients  and  only 
three  failures  occurred,  yielding  a 
long-term  success  rate  in  excess  of 
98%.  Because  of  two  APs  in  16  pa- 
tients, a total  of  181  AP  ablation 
attempts  were  carried  out  and  178 
of  181  (98.3%)  were  successfully 
ablated. 

Among  the  patients  with  left  free- 
wall  AP  (96),  the  atrial  insertion  was 
the  site  of  ablation  in  88,  and  ven- 
tricular insertion  in  the  rest.  In  all 
left  posteroseptal  AP,  the  atrial  in- 
sertion site  was  the  initial  target  and 
was  successful  in  eliminating  the 
AP  conduction.  As  stated  earlier, 
the  anteroseptal  pathways  were 


ablated  from  the  ventricular  side 
and  no  instance  of  AV  block  was 
encountered.  Concomitant  sus- 
tained AV  nodal  re-entrant  tachycar- 
dia was  present  in  20  of  165  patients 
(12%)  and  a successful  slow  AV 
nodal  pathway  ablation  was  carried 
out  in  all. 

In  Group  111,  atrioventricular 
nodal  block  was  achieved  from  the 
right  side  in  28  of  35  patients, 
whereas  the  remaining  seven  needed 
left  heart  catheterization.  In  these 
seven  patients,  the  site  of  ablation 
was  the  AV  node  or  His  bundle  in 
five;  in  the  remaining  two,  achieve- 
ment of  AV  block  required  ablation 
of  both  right  and  left  bundle 
branches.  All  patients  received 
temporary  and  subsequently,  per- 
manent, pacing.  Depending  on  the 
frequency  and  duration  of  atrial 
flutter  fibrillation,  these  patients 
received  either  a rate  responsive 
single-chamber  or  dual-chamber 
pacemaker  (Table  3). 

RF  lesion  characteristics.  The  energy 
delivered  at  the  time  of  successful 
RF  application  and  the  correspond- 
ing impedance  values  are  outlined 
in  T able  2.  The  mean  and  median  for 
the  number  of  lesions  is  also  listed. 
Although  an  occasional  patient  re- 
quired many  applications,  several 
of  these  were  brief  (less  than  10  sec- 
onds), and  were  used  as  test  appli- 
cations and  discontinued  if  no 
change  was  observed  within  that 
time. 

Fluoroscopy  time.  The  mean  values, 
in  minutes,  for  fluoroscopic  time  is 
listed  in  the  table.  It  tended  to  be 
longer  in  patients  with  overt  pre- 
excitation and  was  shortest  in  Group 
1 cases.  The  latter  was,  in  part,  due  to 
the  fact  that  AV  nodal  modification 
with  ablation  of  either  the  fast  or 
slow  pathway  on  the  average  took 
less  time.  The  fluoroscopic  exposure 
includes  the  time  it  took  for  initial 
placement  of  the  catheters,  reposi- 
tioning, and  subsequent  ablative 
procedure. 


Table  2 - Ablative  procedural  data. 

Group  I 

Group  II 

Group  III 

(n  - 272) 

(n  - 106) 

(n  - 35) 

Site  of  ablation 

AVN:  Right  approach 

28 

AVN:  Left  approach 

5 

Right  and  left  bundle 

2 

Fast  pathway  (AVN) 

20 

Slow  pathway  (AVN) 

191 

Accessory  pathway 

59 

106 

Right  free-wall 

1 

18 

Left  free-wall 

44 

52 

Septal 

14 

36 

Patients  with  1 AP 

8 

8 

Patients  with  AP  and 

SP  ablated 

7 

13 

Fluoroscopy  time  (minutes) 

Mean  + SD 

39  + 8.5 

65  + 11 

53  + 44 

Number  of  lesions 

Mean  + SD 

9.16  + 9 

11.3  + 13 

15  + 16 

Median 

6 

9 

10 

Energy  (volts) 

Mean  + SD 

67  + 8 

70  + 8 

60  + 10 

Impedance  (OHMS) 

Mean  + SD 

100  + 9.8 

106  + 16 

107  + 15 
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Complications.  The  only  serious 
complications  were  pericardial  ef- 
fusion seen  in  six  of  the  413  patients 
(1.4%).  Two  of  the  six  required  sur- 
gical intervention,  and  all  of  the  oth- 
ers were  managed  conservatively. 
There  were  no  instances  of  embolic 
phenomena,  stroke,  death,  or  last- 
ing effect  from  any  complication 
except  in  one  patient  who  devel- 
oped moderate  mitral  regurgitation 
following  a left-sided  AP  ablation. 

Additionally,  in  patients  under- 
going AV  nodal  modification,  per- 
manent AV  nodal  block  developed 
in  five  where  the  fast  pathway  was 
targeted.  As  was  pointed  out  ear- 
lier, this  method  was  abandoned 
early  in  our  experience  and  slow 
pathway  ablation  has  been  exclu- 
sively used. 

There  has  been  no  instance  of 
permanent  third-degree  block  in  any 
of  the  patients  undergoing  slow  AV 
nodal  pathway  or  AP  ablation.  Three 
patients  developed  permanent  right 
bundle  branch  block  (one  from 
Group  1 and  two  from  Group  11), 
which  has  been  inconsequential  in 
our  experience. 

Follow-up.  At  least  1 year  of  mean 
follow-up  is  available  in  all  three 
groups.  More  than  70%  of  Group  1 
and  11  cases  were  evaluated  at  6 to  12 
weeks.  All  patients  who  had  no 
evidence  of  AP  conduction  and  no 
inducible  tachycardia  have  re- 
mained free  of  SVT  in  the  absence  of 
medication.  Detailed  electrophysi- 
ologic  assessment  was  not  carried 
out  in  Group  111,  although  routine 
follow-up  was  available  in  all.  No 
long-term,  untoward  effects  from 
ablative  therapy  were  noted  in  these 
patients.  The  emergence  of  atrial  or 
ventricular  tachycardia  not  present 
prior  to  ablative  therapy  was  espe- 
cially looked  for. 

Discussion 

Results  of  this  study,  with  a rela- 
tively large  number  of  patients, 
suggest  that  catheter  ablative  ther- 
apy using  RF  as  the  energy  source  is 


highly  effective  and  relatively  safe. 
These  findings  are  in  agreement  with 
previous  work  along  the  same  line 
from  our  laboratory  and  other  in- 
vestigators.*-’’^’® The  excellent  re- 
sults that  have  been  reported  in 
recent  years  make  this  therapeutic 
approach  a serious  consideration  as 
a first-line  treatment  in  appropriate 
patients  with  SVT.  Since  the  appli- 
cation of  this  therapy  is  based  upon 
a thorough  understanding  of  the 
underlying  substrate;  to  derive  the 
most  benefits  it  is  important  to 
appreciate  its  implications  in  vari- 
ous settings.  This  would  help  the 
decision  making  process  in  individ- 
ual cases. 

In  patients  with  ventricular  pre- 
excitation who  either  suffer  from 
disabling  SVT  or  atrial  fibrillation 
with  resultant  rapid  ventricular 


response  via  the  AP,  catheter  abla- 
tive therapy  is  ideal  because  it  is 
effective  and  provides  a permanent 
cure.  In  these  settings  the  benefits  of 
the  procedure  outweigh  the  poten- 
tial risks.  Furthermore,  the  drug 
therapy  is  often  unsatisfactory  for 
control  of  rapid  ventricular  response 
in  patients  with  short  accessory 
pathway  refractory  period,  yet  this 
very  population  is  in  need  of  an 
effective  therapy.^  In  patients  with 
asymptomatic  ventricular  pre-exci- 
tation, therapy  of  any  kind  is  re- 
served for  those  engaged  in  or  plan- 
ning on  professions  or  activities 
which  carry  increased  risk  to  the 
patient  or  others.  These  situations 
include  competitive  sports,  airline 
pilots,  public  transportation  driv- 
ers, etc. 

For  patients  with  orthodromic  AV 


Fig  4.— Routine  electrocardiographic  and  intracardic  recordings  during  PSVT  are  shown  in  each  panel 
with  its  schematic  representation  of  the  mechanism  to  the  right.  Each  set  of  tracings  shows  three  surface 
ECG  leads  (lead  1,  lead  2,  lead  VI),  and  intracardic  recordings  from  the  high  right  atrium  (HRA)  and  the 
His  bundle  area  (HB).  In  addition,  five  recordings  from  adjacent  electrode  pairs  of  the  decapolar  coronary 
sinus  catheter  are  sequentially  arranged  beginning  with  the  recording  from  the  ostium  (CS  9-10)  to  the 
recording  from  the  distal  CS  adjacent  to  the  left  atrium  (CS  1-2).  Time  lines  (T)  are  shown  at  the  bottom 
of  each  tracing.  The  arrow  in  lead  2 represents  the  location  of  the  P wave  during  tachycardia.  The  same 
format  is  utilized  in  each  tracing. 

Panel  A shows  orthodromic  PSVT  using  a left-sided  accessory  pathway  as  the  retrograde  limb  of  the 
circuit  and  the  normal  conduction  system  as  the  antegrade  limb.  Tltis  is  the  commonest  form  of  PSVT 
associated  with  WPW  syndrome.  Panel  B and  C represent  the  common  and  uncommon  form  of 
atrioventricular  nodal  reentrant  tachycardia  (AVNRT)  respectively.  Note  that  the  reentrant  circuit 
involves  a relatively  slow  conducting  pathway  in  the  antegrade  direction  and  a fast  pathway  in  the 
retrograde  direction  during  the  common  type  of  AVNRT  resulting  in  simultaneous  atrial  and  ventricular 
activation  obscuring  the  P wave  within  the  QRS.  In  contrast,  the  retrograde  impulse  during  uncommon 
AVNRT  utilizes  the  slow  pathway,  delaying  the  atrial  activation.  Panel  D illustrates  an  atrial  tachycardia 
originatingwithin  the  right  atrium  in  this  case,  but  may  also  arise  from  the  left  atrium  or  interatrial  septum 
in  some  cases,  (bpm:  beats  per  minute) 
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reentry,  in  the  absence  of  ventricu- 
lar pre-excitation  during  sinus 
rhythm,  the  decision  regarding  the 
choices  of  therapy  may  be  a little 
more  difficult.  When  orthodromic 
tachycardia  is  associated  with  se- 
vere symptoms  such  as  syncope, 
near  syncope,  dyspnea,  or  chest  dis- 
comfort, some  form  of  therapy  is 
often  recommended  and  catheter  ab- 
lative therapy  provides  a superior 
choice.  The  alternate  therapy  will  be 
primarily  pharmacologic  which  car- 
ries the  burden  of  inconvenience, 
cost  to  the  patient,  and  the  potential 
of  significant  systemic  and  cardio- 
vascular side  effects. 

It  should  be  pointed  out  that  all 
class  1 and  class  111  anti-arrhythmic 
agents  carry  the  risk  of  fatal  ven- 
tricular arrhythmia  such  as  torsade 
de  pointe.^'^'*  This  may  not  be  ac- 
ceptable to  these  patients,  consider- 
ing that  their  spontaneous  arrhyth- 
mic problem  is  seldom  fatal.  Fur- 
thermore, the  effect  of  all  anti- 
arrhythmic  agents  including  class  1 
and  11  drugs  are  reversed  to  a vari- 
able extent’^'^  during  physical  ac- 


tivity and  possibly  stressful  situ- 
ations. This  is  suggested  by  the 
observation  that,  in  patients  with 
inducible  SVT  in  the  laboratory,  iso- 
proterenol administration  exhibits 
reversal  of  the  drug  effect. 

It  would  seem  reasonable  to  in- 
form these  patients  about  the  vari- 
ous options  including  the  catheter 
ablative  method  and  let  them  par- 
ticipate in  the  decision  making. 
Under  these  circumstances,  the 
younger  patients,  particularly  fe- 
males of  child  bearing  age  would 
frequently  opt  for  the  ablative  pro- 
cedure as  long  as  it  provides  a high 
degree  of  success  at  low  risk.  Expe- 
rienced laboratories  can  usually 
provide  such  statistics  on  success 
and  serious  risks  in  their  own  center 
to  enable  a physician  or  patient  to 
choose  from  various  options. 

Most  patients  with  no  ventricu- 
lar pre-excitation  who  have  a regu- 
lar narrow  QRS  tachycardia  have 
AV  nodal  reentry,  although  a sub- 
stantial number  (59  of  272)  did  have 
an  AP  as  the  basis  for  tachycardia. 
The  reason  only  two  patients  with 


atrial  tachyarrhythmia  were  in- 
cluded in  Group  I was,  in  part,  due 
to  the  selection  bias.  Until  recently, 
patients  with  atrial  tachycardia  and 
atrial  flutter  were  not  as  readily 
amenable  to  curative  catheter  abla- 
tive therapy  as  those  patients  with 
AP  or  AV  nodal  reentry.  Hence,  in 
these  patients  ablative  therapy  was 
offered  with  greater  reluctance  due 
to  a lower  success  rate.  This,  how- 
ever, has  changed  more  recently  and 
now,  more  than  70%  of  the  cases  can 
be  effectively  treated  with  catheter 
ablative  therapy  among  the  patients 
who  have  organized  forms  of  atrial 
tachyarrhythmia,  including  atrial 
flutter.^^'^^ 

For  patients  with  AV  nodal  reen- 
try, an  excellent  outcome  is  expected. 
Because  ablation  of  either  the  fast  or 
slow  pathway  is  sufficient  to  cure 
arrhythmia,  the  choice  of  approach 
is  primarily  dictated  by  safety.  Tra- 
ditionally, ablation  of  the  fast  path- 
way carries  a higher  risk  of  perma- 
nent third  degree  AV  nodal  block. 
Even  excessive  prolongation  of  the 
PR  interval,  which  may  occur  with- 
out second  or  third-degree  AV  nodal 
block  is  unphysiological  and  unde- 
sirable. Conversely,  slow  pathway 
ablation  which  is  somewhat  more 
time  consuming,  carries  a minimal 
risk  of  AV  nodal  block  and  has 
comparable  curative  potential.  The 
anatomic  approach  used  in  this 
study  seems  simple  and  yet  very 
effective  in  eliminating  reentry  in 
these  cases.’"* 

Since  AV  nodal  reentry  seldom 
poses  a life  threatening  potential, 
catheter  ablative  therapy  is  offered 
for  other  reasons.  Many  of  our  pa- 
tients had  experienced  syncopal  or 
near  syncopal  episodes  (Table  1)  and 
others  were  quite  disabled  by  recur- 
rent symptoms  listed  in  the  table. 
For  patients  with  minimal  symp- 
toms or  short  lasting  episodes  oc- 
curring on  rare  occasions,  no  ther- 
apy is  perhaps  the  best  option.  If, 
however,  the  symptoms  warrant  any 
type  of  medical  intervention,  chronic 
lifelong  therapy  with  anti-arrhyth- 
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Fig  5.— Surface  electrocardiographic  leads  and  intracardiac  recordings  during  delivery  of  radiofrequency 
energy  are  shown.  The  onset  of  radiofrequency  energy  delivery  to  a right  free-wall  accessory  pathway  is 
indicated  by  the  rise  in  impedance  recorded  from  the  tip  of  the  ablation  catheter.  Successful  ablation  of  the 
accessory  pathway  is  evident  by  a marked  change  in  QRS  morphology  in  all  three  surface  ECG  leads  along 
with  the  loss  of  the  delta  wave  (see  fourth  QRS  highlighted  by  arrow). 
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mic  drugs  will  seem  less  desirable. 
These  patients  should  be  offered  the 
option  of  a permanent  cure  and  in 
our  experience,  most  will  opt  for 
ablative  therapy. 

It  is  important  to  point  out  that 
anti-arrhythmic  agents  besides  digi- 
talis, beta  and  calcium  channel  block- 
ers do  carry  significant  risks  of  ven- 
tricular pro-arrhythmia.  Further- 
more, arrhythmia  recurrences  are 
still  common  with  drug  therapy. 
With  significant  odds  of  permanent 
cure  and  risks  associated  with  class 
1 and  class  111  anti-arrhythmic  drug 
therapy,  catheter  ablation  is  likely 
to  become  the  therapy  of  first  choice 
in  this  population  as  well. 

In  patients  with  atrial  arrhyth- 
mia, the  choice  of  catheter  ablative 
therapy  depends  upon  the  exact 
nature  of  arrhythmic  problems. 
When  the  atrial  arrhythmia  is  or- 
ganized and  the  P wave  has  a uni- 
form morphology,  the  atrial  origin 
can  be  targeted  and  a high  degree  of 
success  (>70%  chance  of  cure)  can 
be  expected. On  the  other  hand, 
in  patients  with  atrial  fibrillation  and 
those  where  the  atrial  origin  cannot 
be  precisely  determined,  catheter 
ablation  is  performed  to  control 
ventricular  response.  This  is  primar- 
ily accomplished  by  the  production 
of  AV  block,  either  via  the  ablation 
of  the  AV  node.  His  bundle,  or  both 
right  or  left  bundle  branches.  Fol- 
lowing the  achievement  of  AV  block, 
pacemaker  support  is  routinely  car- 
ried out  even  if  the  emerging  rhythm 
is  junctional.  The  choice  of  pacing 
modality  depends  upon  the  fre- 
quency and  duration  of  atrial  fibril- 
lation. 

In  patients  with  chronic  estab- 
lished atrial  fibrillation,  a single- 
chamber rate  responsive  pacemaker 
would  be  appropriate.  On  the  other 
hand,  those  patients  with  paroxys- 
mal atrial  fibrillation  who  are  pre- 
dominantly in  sinus  rhythm  can  be 
benefited  by  dual-chamber  physiol- 
ogic pacing  with  an  upper  rate  limit. 
The  pacemaker  can  be  programmed 
to  stop  atrial  tracking  with  the  onset 


of  atrial  fibrillation  and  switch  to 
ventricular  demand  pacing. 

Before  offering  catheter  ablative 
therapy  to  patients  with  atrial  fibril- 
lation, it  is  critical  to  determine  the 
exact  nature  of  their  symptoms. 
These  patients  have  disabling  symp- 
toms due  to:  rapid,  uncontrolled 
ventricular  response;  irregularity  of 
the  R-R  cycles;  and  loss  of  atrial 
contraction.  It  is  critical  to  deter- 
mine the  contribution  of  the  three 
mentioned  consequences  of  atrial 
fibrillation  since  catheter  ablation  of 
the  AV  node  will  not  restore  sinus 
rhythm.  On  the  other  hand,  the  same 
therapy  will  eliminate  symptoms 
related  to  rapid  or  irregular  rates.  In 
our  experience,  the  rapid  ventricu- 
lar response  and  irregularity  of 
ventricular  rate  are  the  main  rea- 
sons for  symptoms  in  patients  with 
well  preserved  left  ventricular  func- 
tion. 

For  patients  with  poor  systolic  or 
diastolic  LV  function,  the  preserva- 
tion of  sinus  rhythm  is  important 
and  can  mainly  be  accomplished  by 
class  I or  class  111  anti-arrhythmic 


drugs.  In  this  population,  the  phar- 
macologic therapy  snould  be  ex- 
hausted before  catheter  ablation  is 
considered,  unless  the  patient  also 
has  rapid  ventricular  rates  contrib- 
uting to  their  symptoms.  It  is  also 
important  to  realize  that  following 
catheter  ablation  of  the  AV  junction 
for  atrial  fibrillation,  anticoagula- 
tion therapy  must  be  continued  if  it 
was  initially  indicated. 

Other  considerations 
The  three  main  areas  of  concern  re- 
garding catheter  ablative  therapy 
are:  long-term  efficacy,  long-term 
complications,  and  cost  effective- 
ness. 

In  patients  who  undergo  exten- 
sive testing  during  the  procedure 
and  prior  to  discharge,  the  efficacy 
of  ablative  therapy  can  be  quickly 
determined.  If  recurrences  are  noted 
a repeat  procedure  is  sufficient  to 
eliminate  the  arrhythmia,  often 
during  the  same  hospitalization.  In 
this  population,  all  except  one  pa- 
tient who  had  a negative  study,  6 to 
12  weeks  following  the  initial  proce- 


Table  3 - Clinical  outcome. 

Group  I 

Group  II 

Group  III 

(n  - 272) 

(n  - 106) 

(n  - 35) 

Initial  success 

268 

102 

35 

Final  success 

271 

104 

35 

A V block 

Permanent 

5 

0 

35 

Pacemaker 

Single  chamber 

0 

27 

Dual  chamber 

5 

8 

Complications 

Pericardial  effusion 

3 

3 

0 

Infections 

0 

1 

0 

Mitral  regurgitation 

0 

1 

0 

Hemo/  pneumothorax 

1 

0 

0 

Follow-up  (months) 

Mean  + SD 

14  + 9.5 

13.25  + 7.5 

16  + 12 

Range 

.25  - 37 

.25  - 29 

.25  - 38 
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dure,  did  not  have  any  recurrences. 
Some  of  these  patients  have  now 
been  followed  for  more  30  months. 
It  is  highly  unlikely  that  these  pa- 
tients will  experience  clinical  recur- 
rences from  the  arrhythmia  which 
led  to  the  ablative  therapy. 

The  long-term  safety  of  the  pro- 
cedure can  also  be  addressed  up  to 
the  time  of  the  last  follow-up  in  this 
group.  None  of  the  patients  have 
exhibited  any  arrhythmic  or  non- 
arrhythmic  untoward  effects  so  far, 
including  atrial  or  ventricular 
arrhythmia  secondary  to  RF  appli- 
cations. The  long-term  sequelae  re- 
lated to  fluoroscopy  time,  if  any,  are 
difficult  to  determine.  To  date,  no 
one  has  reported  any  major  conse- 
quences of  x-ray  exposure  during 

the  catheter  ablation  procedure.*'^-’'*" 
18 

Catheter  ablative  therapy  is 
clearly  a cost  effective  procedure 
compared  to  a surgical  approach; 
the  latter,  however  is  now  seldom 
performed.  The  cost  of  life  long  drug 
therapy  with  repeated  office  or 


hospital  visits  could  be  significant. 
Furthermore,  with  many  of  these 
patients,  nonpharmacologic  therapy 
will  be  ultimately  needed  to  control 
the  SVT.  In  view  of  this,  it  would 
seem  reasonable  to  consider  cathe- 
ter ablative  therapy  early  in  symp- 
tomatic patients,  particularly  those 
with  WPW  syndrome  or  PSVT. 

References 

1.  Akhtar  M.  Supraventricular  tachy- 

cardias: Electrophysiologic  mecha- 
nisms, diagnosis,  and  pharmacologic 
therapy.  In:  Josephson  M and 

Wellens  HJJ,  eds.  Tachycardias: 
Mechanisms,  Diagnosis  and  Treat- 
ment. Philadelphia:  Lea  and  Febiger. 
1984:137-169. 

2.  Akhtar  M,Damato  A,  RuskinJ,etal. 
Antegrade  and  retrograde  conduc- 
tion characteristics  in  three  patterns 
of  paroxysmal  atrioventricular  junc- 
tional reentrant  tachycardia.  Am 
Heart  /.1978;95;l:22-42. 

3.  Durrer  D,  Schuilenburg  R,  Wellens 
H.  Preexcitation  revisited.  Am  J Car- 
diol. 1970;25:690-697. 

4.  Gallagher  J,  Pritchett  E,  Sealy  W,  et 


al.  The  preexcitation  syndromes.  Prog 
Cardiovasc  Dis.l978;20:285-327. 

5.  Akhtar  M,  Jazayeri  MR  Sra  J,  et  al. 
Atrioventricular  nodal  reentry  clini- 
cal, electrophysiologic  and  therapeu- 
tic considerations.  Circulation.  1993; 
88:282-295. 

6.  Wu  D,  Denes  P,  Amat-y-Leon  F,  ey 
al.  Clinical  electrocardiographic  and 
electrophysiological  observations  in 
patients  with  paroxysmal  supraven- 
tricular tachycardia.  Am  J Car- 
dio/.1978;41:1045-1051. 

7.  Wu  D,  Denes  P,  Wyndham  C,  et  al. 
Demonstration  of  dual  atrioventricu- 
lar nodal  pathways  utilizing  a ven- 
tricular extrastimulus  in  patients  with 
atrioventricular  nodal  reentrant 
paroxysmal  supraventricular  tachy- 
cardia. Circulation. 1975,52:789-798. 

8.  Oren  J,  Beckman  K,  McClelland  J,  et 
al.  A functional  approach  to  the 
preexcitation  syndromes.  Cardiol 
C/i>i.l993;ll:121-149. 

9.  Jazayeri  M,  Sra  J,  Akhtar  M.  Atriov- 
entricular nodal  reentrant  tachycar- 
dia: Electrophysiologic  characteris- 
tics, therapeutic  interventions,  and 
specific  reference  to  anatomic  bound- 
ary of  the  reentrant  circuit.  Cardiol 


Abstract 

Transient  corticotropin  deficiency  in  critical  illness 

Anton  1.  Kidess,  MB,  BS;  Robert  f 1.  Caplan,  MD;  Richard  H.  Rynertson,  MD;  Gary  G.  Wickus,  PhD;  and  David  E. 
Goodnough,  MD,  La  Crosse 

WE  DESCRIBE  THREE  Critically  ill  patients  who  displayed  indirect  evidence  of  transient  corticotropin  deficiency. 

All  three  patients  were  elderly,  were  poorly  nourished,  and  had  unexplained  hypotension  intraoperatively 
or  immediately  postoperatively.  During  the  hypotensive  episodes,  they  had  inappropriately  low  plasma  cortisol 
levels  (10, 12  and  6 ug/dL)  and  responded  dramatically  to  the  administration  of  glucocorticoids.  A normal  response 
to  infusion  of  synthetic  corticotropin  excluded  primary  adrenal  insufficiency.  Two  patients  tested  had  low  thyroxine 
levels  without  increased  thyrotropin  concentrations  and  depressed  levels  of  gonadotropins.  In  all  three  patients,  the 
dose  of  glucocorticoids  was  successfully  tapered  and  then  discontinued.  After  recovery,  serum  thyroxine  levels 
increased,  gonadotropins  reverted  to  normal  concentrations,  and  the  administration  of  metyrapone  to  two  patients 
demonstrated  normal  hypothalamic-pituitary-adrenal  function.  Cortisol  levels  of  less  than  15  ug/  dL  in  critically  ill 
patients  suggest  the  presence  of  adrenal  insufficiency.  The  infusion  of  synthetic  corticotropin  may  not  exclude 
adrenal  insufficiency  attributable  to  corticotropin  deficiency.  If  direct  tests  of  corticotropin  reserve  are  impractical, 
treatment  a=with  glucocorticoids  is  warranted.  Mayo  Clin  Proc.l993;68:435-441.<« 
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ACROSS 

1.  In  a murderous  frenzy 
5.  French  friend 
8.  Soap  plant 

13.  Tony,  the  golfer 

14.  A place  of  iniquity 

15.  Brother,  can  you 

dime? 

16.  Algerian  city 

17.  Song  in  A Chorus  Line 

18.  Connects  muscle  to  bone 

19.  The  medial  synovial  space 
of  4 down 

22.  Charged  particles 

23.  Sign  of  victory 

24.  Kind  of  pregnancy 

26.  FBI  poster:  and  dan- 

gerous 

29.  Apron  worn  over  the  chest 

30.  Immobilizes  with  plaster 

34.  River  duck 

35.  Anterior sign,  in  tear 

of  cruciate 

37.  Stipend 

38.  Bulgarian  unit  of  currency 

39.  Saint  in  Brazil 

40.  Rice  paste 

41.  Intention 

42.  Enzyme 

43.  Pig  I^tin  for  vetoes 

45.  Can  be  reached  by  an  adit 

46.  Berger,  the  actress 

48.  DOS  command:  results  in 
prolonging  monitor  life 

49.  Gasps 

50.  and  the  Night  Visitors 

52.  Estop 

53.  Great  distance 

56.  Deformity  in  a Colies  frac- 
ture 

61.  de  Cristo;  a range  seen 

from  Sante  Ee 

63.  Eorm  of  John 

64.  Dist  word 

65.  Sign  in  carpal  tunnel  syn- 
drome 

66.  Small  bird 

67.  Hawaiian  goose 

68.  Dills 

69.  Urban  RRs. 

70.  Dagger 

DOWN 

1.  Jesus,  Mattie,  or  Eilippe 


2.  Blackbird 

3.  Gulf,  arm  of  the  Arabian  Sea 

4.  Eirst  expert  on  fascial  hand 
space  infections 

5.  Kind  of  hacienda 

6.  Carte 

7.  Resistance  to  change 

8.  Biped 

9.  A Luzon  city 

10.  Church  calendar 

11.  Ponce  de , explorer 

12.  Gives  birth 
15.  Pang 

20.  sails  in  the  sunset 

21.  Heroes 

25.  Israeli  port 

26.  A cervical  vertebra 

27.  Pee  Wee . a shortstop 

28.  Expert 

29.  Trachea  followers 

31.  Part  of  Iberia 

32.  Make  impure 

33.  amputation;  at  the  ankle 


35.  Ger.  stock  index 

36.  Type  measures 

39.  locale  of  The  King  and  I 

44.  Kind  of  diner,  var. 

45.  Lincoln’s  syndrome 

47.  Bull’s  eye 

49.  Duffer’s  goal 

51.  Fruit  drinks 

52.  Inclinations 

53.  Nora’s  dog 

54.  Rather 

55.  Boleyn,  one  of  Henry’s 
wives 

57.  Intramedullar , used  to 

maintain  reduction 

58.  Portent 

59.  Coty;  a common  bT.  first 
name 

60.  A hinge  joint 

62.  Wrote  Kidnapped 


Answers  on  page  545 
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Socioeconomic 


The  physician's  role  in  the  Wisconsin  Department  of 
Natural  Resources  Disability  Permits 

Ronald  W.  Cork,  Jr,  and  Howard  D.  Schumaker,  MBA,  MD,  Black  River  Falls  and  La  Crosse 


WISCONSIN  IS  A STATE  with  Won- 
derful and  abundant  natu- 
ral resources.  To  ensure  that  every- 
one has  the  opportunity  to  enjoy 
these  natural  resources,  Wisconsin 
law  provides  for  a variety  of  hunt- 
ing, fishing,  and  recreational  use  per- 
mits designed  to  help  people  with 
disabilities.  Physicians  play  a key 
role  in  making  people  aware  of  these 
disability  permits  and  also  in  the 
application  process. 

Wisconsin's  Department  of  Natu- 
ral Resources  (DNR)  has  been  issu- 
ing permits  allowing  persons  with 
certain  disabilities  to  shoot  or  hunt 
from  vehicles  (otherwise  illegal) 
since  the  1950s.  These  permits,  which 
were  originally  established  to  allow 
continued  enjoyment  of  hunting  by 
disabled  veterans,  have  since  been 
expanded  to  provide  recreational 
opportunities  for  the  disabled 
through  hunting  with  crossbows, 
using  motors  for  trolling  (fishing) 
and  vehicle  access  to  hunting. 

The  Disabled  Advisory  Council, 
formed  in  1986,  consists  of  Wiscon- 


Cork  is  the  area  warden  supervisor  offi- 
cer in  Black  River  Falls.  Dr  Schumaker  is 
a third-year  resident  at  the  St  Francis/ 
Mayo  Family  Practice  residency  in  La 
Crosse.  Reprint  requests  to:  Howard  D. 
Schumaker,  MD,  1041  Shorewood  Dr, 
La  Crosse,  WI 54601.  Copyright  1993  by 
the  State  Medical  Society  of  Wisconsin. 


sin  DNR  representatives,  physicians, 
disabled  persons  and  lawmakers. 
Through  the  work  of  this  council, 
Wis  Stats  29.09(8M)  and  29.104(4) 
have  been  modified  to  ensure  that 
disabled  persons  have  adequate 
access  to  Wisconsin's  natural  re- 
sources. 


After  initiating  the  application 
process  and  obtaining  the  appropri- 
ate forms  from  the  local  DNR  office 
(photocopies  are  acceptable),  the 
applicant  must  be  evaluated  by  a 
physician  or  a chiropractor.  The 
patient/ applicant  completes  and 
Continued  on  next  page 


William  Scheckler,  MD,  is  congratulated  by  Gov  Tommy  Thompson  for  his  determined  effort 
to  revise  Wisconsin's  public  health  statutes.  Dr  Scheckler  received  a bill  pen  used  by  the 
governor  to  sign  1993  Wisconsin  Act  27  into  law  at  an  August  ceremony  in  the  state  Capitol. 
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Continued  from  preceding  page 
signs  Section  I of  the  application. 
The  physician  then  provides  objec- 
tive data  with  respect  to  the  pa- 
tient's disability  and  signs  Section 
II.  The  completed  form  (along  with 
a physical/ occupational  therapy 
evaluation,  if  required)  is  sent  to  the 
Wisconsin  area  or  district  DNR  of- 
fice. 

The  DNR  reviews  the  form  for 
completeness  and  determines 
whether  the  data  provided  by  the 
physician  meets  the  disability  stan- 
dards established  by  the  Wisconsin 
statutes.  The  permit  is  then  issued 
or  denied.  The  subjective  opinion  of 
neither  the  physician  nor  the  war- 
den enters  into  the  decision.  There  is 
a specific  appeals  process  available 
to  those  denied  a permit  to  hunt 
from  a vehicle.  If  initiated,  the  DNR 
may  designate  a physician  or  chiro- 
practor to  review  the  case  at  the 
DNR's  expense.  If  the  application  is 
denied  because  it  fails  on  its  face  to 
meet  legal  requirements,  the  appli- 
cant must  bear  the  costs  of  the  re- 
view. 

Two  problems  have  been  encoun- 
tered with  the  disability  permits. 
The  first  is  a situation  where  people 
with  significant  disabilities,  meet- 


ing the  statutory  standards,  are 
denied  permits  because  of  improp- 
erly completed  or  incomplete  forms. 
It  is  emphasized  that  all  of  the  infor- 
mation requested  on  the  forms  is 
required  by  state  statutes.  In  the  1991- 
1992  season,  30%  of  the  3,140  dis- 
ability permit  applications  were 
denied  or  returned  because  the 
applicants  did  not  meet  the  statu- 
tory disability  standards,  because  of 
improperly  completed  form(s),  or 
both. 

The  second  problem  is  that  some 
applicants  who  do  not  qualify  for 
the  disability  permits  are  issued 
permits  based  on  false  information, 
or  because  of  carelessness  on  the 
part  of  the  examining  physician  or 
chiropractor.  It  is  important  to  un- 
derstand that  some  permits  are  per- 
manent and  may  greatly  increase 
the  chance  of  success  in  the  field; 
therefore,  they  are  very  desirable  to 
some  less  than  scrupulous  people. 
Almost  all  of  the  warden  supervi- 
sors recall  examples  of  permit  abuse, 
such  as  people  walking  into  their 
offices  without  any  aids  such  as  a 
cane  or  walkers  when  the  permit 
application  indicates  that  the  appli- 
cant permanently  requires  such  aids 
for  mobility.  These  applications  are 


obviously  denied.  Frustration  for  the 
warden  mounts,  however,  when  the 
same  people  apply  again,  weeks 
later,  "assisted"  by  their  mobility 
aids  and  carrying  a new  form  signed 
by  a physician  or  chiropractor.  The 
warden  cannot  act  on  his  subjective 
opinion  and  must  issue  the  permit  if 
the  form  is  filled  out  correctly  and 
corroborated  with  the  signature  of  a 
physician  or  chiropractor. 

The  Wisconsin  statutes  basically 
provide  for  four  different  disability 
permits:  Class  A,  B,  C and  Permit  to 
Hunt  with  a Crossbow.  The  DNR 
also  has  several  other  programs  for 
outdoors  people  with  disabilities  (eg, 
special  hunts  for  persons  with  dis- 
abilities, free  fishing  benefits,  handi- 
cap fishing  piers,  etc).  Contact  the 
DNR  at  PO  Box  7921,  Madison,  WI 
53707,  for  more  information  on  these 
and  other  programs. 

Class  A disability  permits  are 
designed  to  provide  challenging  and 
successful  hunting  and  fishing  ac- 
tivities to  people  who  permanently 
require  physical  or  mechanical  as- 
sistance in  their  movement  or  are 
severely  limited  in  their  movement 
because  of  permanent  lung  or  car- 
diovascular disease.  To  qualify,  the 
physician  or  chiropractor  must  ver- 
ify that  the  applicant  has  a perma- 
nent disability  that  prevents  mobil- 
ity without  a mechanical  aid  (wheel- 
chair, walker,  single  leg  brace  or 
external  prosthesis  above  the  knee, 
two  leg  braces  or  external  protheses, 
or  two  crutches  or  canes). 

The  physician  may  alternatively 
verify  the  permanent  disability  by 
severe  lung  disease  (FEVl  < 1 liter 
or  Pa02  < 60  torr)  documented  in 
the  6 months  preceding  the  applica- 
tion or  by  severe  cardiac  disease 
(American  Heart  Association  Class 
3 or  4).  The  holder  of  a Class  A 
permit  may  hunt  with  a firearm,  a 
bow  and  arrow,  or  a crossbow  from 
a vehicle  legally  parked  on  a county 
highway  or  a town  road  (outside  of 
the  city  limits)  with  permission  of 
the  landowner.  The  hunter  may  take 
deer  of  either  sex.  While  fishing. 


New  York  Heart  Association  functional  classifications. 


Class  I 

Patients  with  cardiac  disease  but  without  resulting  limitations  of  physical 
activity.  Ordinary  physical  activity  does  not  cause  undue  fatigue,  palpitation, 
dyspnea,  or  anginal  pain. 

Class  II 

Patients  with  cardiac  disease  resulting  in  slight  limitation  of  physical  activity. 
They  are  comfortable  at  rest.  Ordinary  physical  activity  results  in  fatigue, 
palpitation,  dyspnea,  or  anginal  pain. 

Class  III 

Patients  with  cardiac  disease  resulting  in  marked  limitation  of  physical  activity. 
They  are  comfortable  at  rest.  Less  than  ordinary  physical  activity  causes 
fatigue,  palpitation,  dyspnea,  or  anginal  pain. 

Class  IV 

Patient  with  cardiac  disease  resulting  in  inability  to  carry  on  any  physical 
activity  without  discomfort.  Symptoms  of  cardiac  insufficiency  or  of  the 
anginal  syndrome  may  be  present  even  at  rest.  If  any  physical  activity  is 
undertaken,  discomfort  is  increased. 
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they  may  troll  on  state  waters  with 
an  electric  motor.  (Application 
#3600-162  "Permit  to  Troll"  is  avail- 
able to  persons  who  desire  this  privi- 
lege only.) 

The  DNR  also  grants  Class  A 
disability  permit  holders  vehicular 
access  to  certain  state-owned  lands. 
The  permit  holder  may  contact  the 
appropriate  property  manager  for 
details  or  the  DNR  Bureau  of  Prop- 
erty Management  for  a list  of  state 
owned  properties. 

The  permit  holder  must  possess  a 
valid  hunting  or  fishing  license  and 
may  not  fill  tags  for  others.  Disabled 
permit  holders  are  still  subject  to 
normal  hunting  restrictions. 

Class  B permits  are  designed  to 
help  people  with  a temporary  loss 
of  mobility  (casted  leg  because  of  a 
fracture  or  soon  after  leg,  hip,  or 
back  surgery)  enjoy  a safe  and  suc- 
cessful hunting  experience.  Class  B 


permit  holders  can  hunt  from  a sta- 
tionary vehicle  parked  at  least  50 
feet  off  the  centerline  of  a roadway. 
They  are  not  allowed  to  hunt  along 
roadways  or  make  use  of  the  other 
opportunities  granted  under  Class 
A permits  (ie,  they  do  not  automati- 
cally receive  either  sex  permits,  etc). 

Class  C permits  allow  visually 
impaired  persons  to  hunt  with  the 
aid  of  a non-hunting  helper.  Class  C 
permit  holders  are  also  given  access 
to  state  owned  lands.  Please  contact 
the  DNR  office  for  further  informa- 
tion on  this  permit. 

The  "Permit  to  Hunt  with  a Cross- 
bow" is  automatically  included  with 
a Class  A permit.  It  may  be  requested 
specifically  with  form  2300-107.  The 
physician  must  verify  that  the  ap- 
plicant has  an  amputation  or  other 
loss  of  one  or  both  arms  above  the 
wrist,  or  of  the  index  or  middle 
finger(s)  of  the  hand  used  to  draw 


Other  useful  organizations 

National  Association  of 
Handicapped  Outdoor  Sportsmen 
PO  Box  25 
Carterville,  IL  62918 
(618)  985-3579 

Disabled  Sportsmen  Products 
J.L.  Pechner,  Ltd. 

13  Vic  di  Nola 
Laguna  Niguel,  CA  92677 
(714)  363-9831 

Accent  on  Living 
PO  Box  700 
Bloomington,  IL  61702 
(309)  378-2961 


and  release  a bow.  The  successful 
applicant  may  otherwise  be  a per- 
son who  has  a permanent  loss  of 
function  in  one  or  both  hands,  arms 
Continued  on  next  page 


RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  will  subsidize  training  in  cer- 
tain specialties  totaling  over  $25,000  a year. 
Here’s  how  it  breaks  down  - an  annual 


grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  education,  work  at  state-of- 
the-art  facilities,  and  receive  outstanding 
benefits. 

So,  if  you  are  a resident  who  could  use 
over  $25,000  a year,  contact  an  Army  Medical 
Counselor  immediately. 


CALL  COLLECT  708-541'341 1 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE! 
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Continued  from  preceding  page 
or  shoulders.  Note  that  the  physi- 
cian must  provide  documentation 
with  the  specific  findings  of  stan- 
dardized function  and  coordination 
tests  (eg,  upper  extremity  pinch,  grip, 
9-hole  peg  test  for  arm  and  hand 
disabilities)  which  are  typically 
performed,  by  order  of  a physician, 
by  physical  or  occupational  thera- 
pists. 

Another  group  of  successful 
applicants  have  a permanent  loss  of 
shoulder  strength  (documented  on 
a 0-5  scale)  or  a permanent  loss  in 
range-of-motion  (documented  as 
less  than  50  % of  full  range) . In  any  of 
these  above  cases,  the  statutes  re- 
quire that  the  physician  or  therapist 
provide  the  documentation  of  the 
test  results  as  well  as  an  explanation 


Kunicki  names 
committee  on 
health  care 

Wisconsin  House  Speaker  Walter 
Kunicki  (D-Milwaukee)  has  named 
a special  committee  on  health  care 
reform.  Kunicki  will  chair  the  panel. 
Other  members  include;  Rep  Judy 
Robson  (D-Beloit);  Rep  A1  Baldus 
(D-Menomonie);  Rep  Tim  Carpen- 
ter (D-Milwaukee);  Rep  Gregg 
Underheim  (R-Oshkosh);  Rep  Tom 
Ourada  (R-Antigo);  and  Rep  Frank 
Urban,  MD  (R-Elm  Grove). ❖ 


of  the  disability  in  non-medical 
terms.  Simply  checking  the  box  on 
the  back  of  the  form  is  not  sufficient. 

With  the  disability  permit  appli- 
cations, it  is  not  helpful  to  cross  out 
or  to  add  information  (with  the 
exception  for  the  test  results  on  the 
crossbow  applications),  as  the  crite- 
ria listed  are  specific  requirements 
of  the  statutes.  The  physician  is  not 
being  asked  to  decide  whether 
someone  should  or  should  not  re- 
ceive a disability  permit.  The  physi- 
cian is  simply  asked  to  provide  ob- 
jective data  for  the  DNR. 

The  Wisconsin  DNR  disability 
permits  are  designed  to  help  allow 
access  for  all  people  to  our  state's 
wonderful  natural  resources.  The 
sparkle  in  the  eye  of  a disabled  out- 


doors person  who  learns  of  an  op- 
portunity to  continue  or  try  a new 
outdoor  sport,  is  matched  only  by 
that  of  the  conservation  warden  or 
medical  professional  who  has  helped 
them  continue  their  participation 
after  a successful  outing.  Please 
suggest  these  permits  to  appropri- 
ate patients  and  please  provide  care- 
ful, accurate  information  to  help 
prevent  inappropriate  use  of  this 
program  by  others.  Please  advise 
patients  to  check  with  their  local 
DNR  office  for  specific  conservation 
seasons  and  laws  as  these  are  sub- 
ject to  change.  If  at  any  time  there 
are  questions  or  assistance  is  needed 
with  the  disability  permit  applica- 
tion process,  do  not  hesitate  to  con- 
tact the  DNR  Area  Warden.^ 


UW  Outreach  offers  sessions  on 
treating  victims  of  domestic  violence 

Recognizing  and  responding  to  battered  women:  training  for  health 
workers,"  a continuing  education  class,  will  be  offered  three  times  this 
fall  through  the  UW  Outreach  Program.  The  lecturer  for  the  training  pro- 
grams will  be  Nancy  Worcester,  coordinator  of  the  Wisconsin  Domestic 
Violence  Training  Project  and  outreach  specialist  for  UW-Madison's  Women's 
Studies. 

The  following  class  locations  have  been  set;  Friday,  Oct  1,  from  9 am  to 
noon,  Wisconsin  Indianhead  Technical  College,  New  Richmond;  Thursday, 
Nov  4,  from  8:30  am  to  11:30  am,  Wisconsin  Center,  Madison;  and  Thursday, 
Nov  11,  from  6 pm  to  9 pm  at  the  Wisconsin  Center,  Madison.  Cost:  $15.  To 
register,  call  (608)  262-2451.  Inservice  training  can  also  be  arranged  for  your 
clinic  or  hospital.  For  information,  write  to  Worcester  at  the  Department  of 
Governmental  Affairs,  610  Langdon  St,  Madison,  WI  53703. ♦ 
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If  you 
couldn't 


While  many  factors  can 
affect  the  cash  flow  of 
a growing  practice, 
few  things  can  be  as 
devastating  as  the 
disability  of  its 
owner.  Throughout 
your  career,  the 
chances  of  suffering 
a long-term  disability 
are  several  times  higher 
than  the  chances  of 
dying.  Are  you 
and  your  practice 
prepared  for  that 
risk?  A Business 
Overhead  Expense  policy 
from  Paul  Revere  will  reimburse 
you  for  many  of  your  regularly 
incurred  business  expenses  while 


you're  recovering  from  a 
long-term  disability. 
Because  the  premi- 
ums you  pay  for  a 
Business  Overhead 
Expense  policy 
qualify  as  a 
business  expense, 
they're  tax- 
deductible.  Your 
SMS  Insurance 
Services  representative 
can  help  design  a 
plan  that  is  right 
for  you.  SMS 
Insurance  Services  is  Wisconsin 
based,  physician  owned  and 
committed  to  serving  you. 

1-800-545-0631 


work, 
who 
would 
pay  your 
medical 
practice 
expenses? 


330  East  Lakeside  Street  • P.O.  Box  1109  • Madison,  W1  53701 
608-257-6781  • 800-545-0631*  FAX  608-283-5402 


Public  health 

Deaths  from  nine  major  chronic  diseases, 
Wisconsin,  1979-1988 

Ron  McGown,  BS;  Patrick  L.  Remington,  MD,  MPH;  Nancy  Chudy,  MPH,  Madison 


This  century  has  seen  a dramatic 
shift  in  major  causes  of  mortal- 
ity. In  the  early  1900s,  death  was 
often  a result  of  a rapid,  random, 
infectious  disease;  today  the  most 
prominent  causes  of  death  are  dis- 
eases with  long  courses  and  fairly 
well-defined  risk  factors.  Knowl- 
edge of  the  influence  of  risk  factors 
and  attributable  risk  has  led  to  esti- 
mations of  the  effect  of  various  risk 
factors  based  on  estimations  of  their 
prevalence,  but  until  recently  it  has 
been  difficult  to  make  an  estimation 
of  excess  mortality  based  on  free- 
standing populations. 

Recent  interest  in  this  method  of 
data  collection  and  presentation 
came  largely  as  a result  of  a study 
that  calculated  age-adjusted  rates 
for  mortality  from  nine  chronic  dis- 
eases for  each  state  in  the  United 
States  to  establish  an  "achievable" 
rate  of  mortality  and  to  calculate 
excess  mortality  beyond  that  mini- 
mum.’ Another  study  modified  this 
work  by  examining  chronic  disease 


The  public  health  column  is  not  reviewed 
by  the  WM/ editorial  board.  McGown  is 
a fourth  year  medical  student  at  the 
University  of  Wisconsin-Madison,  on 
elective  in  the  Wisconsin  Division  of 
Health.  Dr  Remington  is  the  chief  medi- 
cal officer  for  chronic  disease  in  the  Bu- 
reau of  Public  Health,  Wisconsin  Divi- 
sion of  Health.  Chudy  is  an  epidemiolo- 
gist in  the  Section  of  Chronic  Disease 
Prevention  and  Health  Promotion,  Bu- 
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mortality  by  county  for  Missouri. 
The  researchers  further  attempted 
to  correlate  excess  mortality  with 
several  socioeconomic  status  (SES) 
factors.^ 

In  this  study,  we  will  reapply  the 
strategies  of  the  earlier  research  to 
Wisconsin's  1979-1988  mortality 
data  to  determine  the  following:  age- 
adjusted  rates  of  mortality  for  nine 
chronic  diseases;  the  combined  rates 
for  each  county;  and  the  combined 
rates  for  state  as  a whole. 

Methods 

In  response  to  demand  from  the 
public  health  and  epidemiology 
communities  for  faster  access  to  core 
data,  the  Centers  for  Disease  Con- 
trol (CDC)  have  developed  the  Wide- 
ranging  ONline  Data  for  Epidemi- 
ologic Research  (WONDER)  system 
for  external  data  manipulation  by 
field  workers.  The  software  is  used 
on  a microcomputer  and  connected 
to  a toll-free  telephone  number  via  a 
modem.  WONDER  links  with  the 
CDC's  mainframe  databases 
(MAINLINK).^  Using  this  system,  it 
is  possible  to  obtain  a wealth  of  in- 


formation including  mortality  data 
stratified,  at  user  request,  by  age, 
race,  sex,  state,  county,  or  Interna- 
tional Classification  of  Diseases— 9th 
Revision  (ICD-9)  codes.^ 

The  data  we  used  in  this  study 
were  extracted  directly  from  the 
CDC's  mainframe  database  using 
the  WONDER  system.  The  rates 
were  based  on  the  underlying  cause 
of  death,  and  were  stratified  by 
county  and  age-adjusted  to  the  1983 
US  population.  The  nine  diseases 
chosen  for  study— ischemic  heart  dis- 
ease, cerebrovascular  disease,  lung 
cancer,  chronic  obstructive  pulmo- 
nary disease,  colorectal  cancer, 
female  breast  cancer,  diabetes, 
chronic  liver  disease/ cirrhosis,  and 
cervical  cancer— represent  the 
chronic  diseases  with  the  highest 
rates  of  mortality  for  which  there 
are  known  risk  factors  or  available 
intervention.  The  diseases  and  their 
corresponding  ICD-9  codes  are  listed 
in  Table  1. 

The  county  with  the  lowest  age- 
adjusted  mortality  rate  was  defined 
as  having  the  lowest  obtainable  rate. 
Continued  on  page  526 


Table  1.— International  Classification  of  Diseases,  9th  Revision,  Clinical 
Modification  (1CD-9-CM)  codes  for  chronic  diseases. 

Disease 

Codes 

Ischemic  heart  disease 

410-414,  429.2 

Cerebrovascular  disease 

430-438 

Chronic  obstructive  pulmonary  disease 

491-496 

Lung  cancer 

162 

Colorectal  cancer 

153-154 

Breast  cancer  (female) 

174 

Diabetes 

250 

Chronic  liver  disease,  cirrhosis 

571 

Cervical  cancer 

180 

524 


Wisconsin  Medical  Journal  • September  1993 


Porsche  Drawer 

Vpor-sha,  'dr6(-a)r\  n: 

a sliding  box-like  compartment  that  contains  a 
number  of  rejected  insurance  claims  representing  a 
dollar  value  greater  than  that  of  a Porsche. 


Fact  - The  average  medical  practice  writes  off 
$100,000  in  uncollected  claims  annually. 

Fact  - The  national  average  for  claims 

submission  and  reimbursement  is  6 to  8 
weeks. 

Fact-  The  national  average  for  claims 
acceptance  is  less  than  70%. 

Medical  Claims  Plus  combined 

with  the  latest  in  computerized  technology  will  not 
only  clean  up  those  old  rejected  claims  in  your 
"Porsche  Drawer",  we  will  also: 

• Save  you  50%  or  more  of  what  it  costs  you  to 
file  claims  yourself. 

• Get  your  money  in  the  bank  on  the  average  of 
2 weeks  not  2 months. 

• Ensure  that  your  claims  are  transmitted  with 
98%  accuracy  not  30%  rejection. 

Call  Medical  Claims  Plus  at  800-436-2669. 

Ask  about  our  2 week  free  trial  and  start  increasing 
your  profits  today! 


IVIeclical 

Claims  Plus™ 

"Professional  Claims  Management" 

Natiohu  AsoOimoN  ef  Clums  AssisTAwq  PaorestowLS,  inc 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  m male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon"  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 


Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon»  1/12  gr  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 

References: 

1.  A,  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188 
McMillan  Oecember  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal  . The  Journal  of  Urology  128: 

45-47,  1982 


VOCOM* 

OMIUSNB 


Rev.  1/85 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 


Tenafly,  New  Jersey  07670 
(201)  569-8502 
1 -800-237-9083 


Wisconsin  Medical  Journal  • September  1993 


525 


Continued  from  page  524 
and  each  county's  age-adjusted  rate 
was  compared  to  this  lowest  rate. 
Rank  is  based  on  age-adjusted  rate; 
when  two  or  more  counties  have 
equal  rates  as  computed  by  the 
WONDER  system,  they  are  given 
the  same  rank,  and  ranking  contin- 
ues with  what  would  have  other- 
wise been  the  next  rank  (eg, 
37-38-39-39-39-42).  Excess  rate  is 
defined  as  the  difference  between 
the  county's  rate  and  the  lowest 
obtainable  rate.  Excess  rate  percent 
is  defined  as  the  excess  rate  divided 
by  the  county's  age-adjusted  rate. 
Number  of  excess  deaths  was  calcu- 
lated by  multiplying  the  number  of 
recorded  deaths  by  the  computed 
excess  rate  percent. 

Using  data  from  the  Wisconsin 
Center  for  f lealth  Statistics,  we  cor- 
related the  county's  rate  of  mortal- 
ity for  the  nine  diseases  with:  1)  its 
percentage  of  the  population  living 
below  the  federal  poverty  guide- 
lines; 2)  the  percentage  of  its  adult 
population  that  are  not  graduated 
from  high  school;  and  3)  the  per- 
centage of  the  population  living  in 
rural  areas.  Correlation  was  per- 
formed with  linear  regression  on 
individual  variables,  and  multiple 
first  order  regression  for  combina- 
tions of  factors. 

Results 

The  age-adjusted  mortality  rates  for 
each  county,  along  with  rank,  ex- 
cess rate,  excess  rate  percent  and 
rank  and  number  of  excess  deaths 
are  listed  in  Table  2.  Menominee 
County  in  northeastern  Wisconsin 
had  the  highest  overall  age-adjusted 
rate,  and  Buffalo  County  in  western 
Wisconsin  had  the  lowest  age-ad- 
justed rate  for  the  nine  diseases 
combined . In  general,  the  northeast- 
ern counties  (Menominee,  Forest, 
Langlade,  Marinette,  Lincoln  and 
Oconto),  northwestern  counties 
(Douglas,  Ashland,  Bayfield,  and 
Iron),  and  southern  counties  (Ke- 
nosha, Iowa,  Rock,  Milwaukee, 


Table  2.— Age-adjusted  chronic  disease  mortality  rates  by  county  in  Wisconsin,  1979- 
1988. 


County 

Deaths 

Population 

Crude 

rale 

Age^djusted 

rate* 

Age-adjusted 

ranki 

Excess 
rate  6 

Excess 
rate  %% 

Excess 

deathsii 

Adams 

847 

13,900 

609 

427 

46 

65 

15% 

129 

Ashland 

1,200 

16,948 

708 

486 

8 

124 

26% 

306 

Barron 

2,242 

39,8.54 

.563 

409 

61 

47 

11% 

258 

Bayfield 

S44 

14,049 

601 

468 

13 

106 

23% 

191 

Brown 

6,957 

181,963 

382 

445 

27 

83 

19% 

1,298 

Buffalo 

753 

14,465 

521 

362 

72 

0 

0% 

0 

Burnett 

760- 

1.3,007 

584 

392 

69 

30 

8% 

58 

Calumet 

1,241 

3.3,.348 

372 

4.35 

39 

73 

17% 

208 

Chippewa 

2,670 

52,966 

504 

447 

25 

85 

19% 

508 

Clark 

1,874 

32,873 

570 

414 

56 

52 

13% 

235 

Columbia 

Z.549 

44,693 

570 

421 

53 

59 

14% 

357 

Crawford 

921 

16,587 

555 

410 

59 

48 

12% 

108 

Dane 

10,961 

33.5,581 

327 

404 

65 

42 

10% 

1,140 

Dodge 

3,987 

7.5,106 

531 

4.39 

35 

77 

18% 

699 

Door 

1,327 

25,856 

513 

390 

70 

28 

7% 

95 

L>ouglas 

2,644 

4.3,169 

613 

487 

7 

125 

26% 

679 

Dunn 

1,441 

.34,681 

416 

403 

67 

41 

10% 

147 

Eau  Qaire 

3,432 

81, .562 

421 

426 

47 

64 

15% 

516 

Florence 

2fi8 

4,065 

659 

442 

31 

80 

18% 

49 

Fond  du  l,ac 

4,555 

89,335 

510 

445 

28 

83 

19% 

850 

Forrest 

622 

9,138 

681 

515 

2 

1.5,3 

30% 

185 

Grant 

2,626 

51,524 

510 

420 

55 

.58 

14% 

363 

Green 

1,715 

30,294 

.566 

444 

29 

82 

18% 

317 

Green  liike 

1,161 

18,758 

619 

406 

63 

44 

11% 

126 

Iowa 

1,1.37 

20,227 

562 

491 

5 

129 

26% 

299 

Iron 

516 

6,429 

803 

465 

15 

10.3 

22% 

114 

Jackson 

1,004 

16,.570 

606 

4,30 

43 

68 

16% 

159 

Jefferson 

3,173 

67,104 

473 

4.31 

42 

69 

16% 

.508 

Juneau 

L.313 

21,176 

620 

460 

20 

98 

21% 

280 

Kenosha 

6,195 

121,0.59 

512 

.504 

4 

142 

28% 

1,745 

Kewaunee 

895 

19,7.34 

4,54 

376 

71 

14 

4% 

33 

l,a  Crosse 

4,340 

9.3,332 

465 

433 

40 

71 

16% 

712 

l^afavette 

936 

17,028 

550 

4M 

17 

102 

22% 

206 

I,anglade 

1,321 

19,848 

666 

478 

9 

116 

24% 

321 

Lincoln 

l,f4M 

27,.380 

615 

467 

14 

105 

22% 

379 

Manitowoc 

4,425 

82,200 

.538 

442 

32 

80 

18% 

801 

Marathon 

4,680 

111,653 

419 

425 

49 

63 

15% 

694 

Marinette 

2,.592 

40,208 

645 

470 

11 

108 

23% 

5% 

Marquette 

776 

12,314 

630 

426 

47 

64 

15% 

117 

Menominee 

176 

3,759 

468 

804 

1 

442 

55% 

97 

Milwaukee 

51,220 

948,405 

540 

478 

10 

116 

24% 

12,430 

Monroe 

1,956 

35,905 

545 

435 

38 

73 

17% 

328 

Oconto 

1,715 

29,580 

.580 

464 

16 

102 

22% 

377 

Oneida 

1,8,50 

31,496 

587 

454 

22 

92 

20% 

375 

Outagamie 

5,171 

132,265 

391 

428 

45 

66 

15% 

797 

O/aukee 

2,360 

68,119 

347 

424 

51 

62 

15% 

345 

Pepin 

465 

7,387 

630 

420 

54 

58 

14% 

64 

Pierce 

1,207 

32,808 

368 

404 

66 

42 

10% 

125 

Polk 

1,969 

33,570 

.587 

44.3 

30 

81 

18% 

360 

Portage 

2,153 

57,707 

373 

425 

.50 

63 

15% 

319 

Price 

948 

16,248 

.584 

408 

62 

46 

11% 

107 

Racine 

7,8.30 

172,086 

4.55 

464 

18 

102 

22% 

1,721 

Richland 

1,060 

17,323 

612 

447 

26 

85 

19% 

202 

Rtxk 

6,882 

137,506 

501 

490 

6 

128 

26% 

1,798 

Rusk 

907 

1.5,642 

580 

430 

44 

68 

16% 

143 

Sauk 

2,520 

44,801 

.563 

410 

.58 

48 

12% 

295 

Sawyer 

831 

13,687 

607 

456 

21 

94 

21% 

171 

Shawano 

2,285 

.36,.369 

628 

449 

23 

87 

19% 

443 

Sheboygan 

5,103 

101,747 

.502 

422 

52 

60 

14% 

726 

St  Croix 

1,837 

45,259 

406 

414 

57 

52 

13% 

231 

Taylor 

906 

18,908 

479 

.396 

68 

34 

9% 

78 

Trempealeau 

1,602 

26,116 

613 

410 

60 

48 

12% 

188 

Vernon 

1,757 

26,328 

667 

440 

.34 

78 

18% 

311 

Vilas 

1,167 

17,077 

683 

4,38 

36 

76 

17% 

202 

Walworth 

3,940 

71,643 

550 

4^>4 

12 

102 

22% 

866 

Washburn 

861 

1.3,532 

636 

441 

33 

79 

18% 

154 

Washington 

3,230 

87,169 

371 

4.38 

37 

76 

17% 

560 

Waukesha 

10,043 

284,632 

353 

448 

24 

86 

19% 

1,928 

Waupaca 

3,485 

4.3,993 

792 

510 

3 

148 

29% 

1,011 

Waushara 

1,288 

18,940 

680 

462 

19 

100 

22% 

279 

Winnebago 

6,115 

13.3,905 

457 

4.33 

41 

71 

16% 

1,003 

Wixxi 

3,393 

7.5,765 

448 

404 

64 

42 

10% 

353 

TOTAL 

2.30,816 

4,749,657 

486 

447 

- 

- 

- 

44,169 

• Age-adjusted  to  the  1983  Wisconsin  population. 

*11  Rank  of  age-adjusted  county  mortality  rale. 

6 Hxcess  age-adjusted  rate  compared  to  lowest  county. 
§ (Excess  mortality  rale)/(age  adjusted  rate  x 100). 
Total  deaths  x excess  rale  percent. 
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Fig— Age-adjusted  mortalit]/  rates  per  100,000  residents  for  nine  major  chronic 
diseases  in  Wiscoi^sin,  1979-1988. 


Walworth,  Lafayette  and  Racine) 
had  the  highest  rates,  while  the 
western  counties  (Buffalo,  Dunn, 
Pierce,  Barron,  Trempealeau, 
Crawford,  St  Croix,  Grant  and 
Pepin),  central  counties  (Taylor, 
Dane,  Wood,  Green  Lake,  Price,  Sauk 
and  Clark),  and  peninsula  counties 
(Kewaunee  and  Door)  tended  to 
have  the  lowest  rates  (Figure).  For 
the  state  as  a whole,  44,202  excess 
deaths  occurred  during  the  10  years 
of  the  study. 

Initial  analysis  showed  a striking 
correlation  between  mortality  rates 
for  the  nine  chronic  diseases  and  the 
SES  factors  used  in  the  study,  par- 
ticularly for  percent  of  the  popula- 
tion living  below  the  federal  pov- 
erty line,  and  for  all  three  SES  fac- 
tors taken  together  (R  = 0.686  and 
R = 0.729,  respectively).  Excluding 
Menominee  County  (its  rate  of 
poverty  was  beyond  three  standard 
deviations  from  the  mean)  signifi- 
cantly decreased  the  amount  of 
mortality  attributable  to  SES  factors 
(R  = 0.177,  R = 0.100,  R = 0.126,  and 
R = 0.323  for  poverty,  rate  of  high 
school  graduation,  rural  population, 
and  all  three  combined). 

In  the  10  years  of  this  study, 
230,816  people  died  in  Wisconsin 
from  these  nine  chronic  diseases.  If 
the  age-adjusted  rate  of  mortality 
found  in  Buffalo  County  had  pre- 
vailed throughout  the  state,  nearly 
45,000  deaths  could  have  been  pre- 
vented. 

Discussion 

By  applying  the  actual  mortality 
experience  of  one  county  in  W iscon- 
sin  to  the  state  as  a whole,  we  have 
estimated  that  nearly  45,000  deaths 
could  have  been  prevented  in  the  10 
years  of  the  study.  This  represents 
19%  of  the  deaths  from  chronic  dis- 
ease in  the  state,  with  similar  results 
for  many  of  the  individual  counties. 
Menominee  County  had  a rate  of 
excess  mortality  that  greatly  ex- 
ceeded that  of  the  rest  of  the  state. 
This  situation  is  well  known  to  local 
public  health  officials,  and  programs 


are  underway  to  address  this  issue; 
nevertheless,  this  study  puts  into 
sharp  relief  the  need  for  further  ef- 
forts. 

Although  similar  studies  have 
been  done  in  the  past  for  different 
geographical  areas,  none  to  date  has 
made  use  of  the  CDC's  WONDER 
system.  Use  of  this  system  allowed 
rapid  and  efficient  access  to  neces- 
sary data,  and  facilitated  complex 
analysis  by  eliminating  the  unnec- 
essary steps  of  re-keying  published 
data  or  of  requesting  specific  infor- 
mation from  the  CDC  (see  sidebar). 

In  estimating  the  excess  rates  of 
chronic  disease  mortality,  it  would 
have  been  possible  to  use  for  com- 
parison other  populations  (eg,  the 
United  States,  another  country),  an 
ideal  minimal  rate  using  the  sum  of 
the  lowest  rates  for  each  of  the  indi- 
vidual diseases  in  Wisconsin  coun- 
ties, or  even  a "utopian"  rate  repre- 


senting the  lowest  possible  obtain- 
able rate  if  various  strongly  linked 
risk  factors  could  be  eliminated.  We 
chose  instead  to  focus  on  rates  of 
mortality  that  have  already  been 
achieved  by  people  of  Wisconsin, 
thereby  making  a conservative,  but 
much  more  obtainable,  estimate  of 
excess  mortality  than  would  be 
possible  with  other  analyses. 

The  persistence  of  the  inverse 
relationship  between  SES  and  mor- 
tality has  been  demonstrated  dur- 
ing the  time  of  this  study,^  other 
work  has  shown  SES-linked  differ- 
ences in  the  prevalence  of  behav- 
ioral risk  factors^  and  use  of  screen- 
ing programs.^'®  We  did  not  find 
strong  a correlation  between  SES 
factors  and  mortality  from  the  nine 
chronic  diseases.  Although  SES  fac- 
tors may  influence  rates  of  mortal- 
ity, other  factors  such  as  tobacco 
Continued  on  next  page 
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Continued  from  preceding  page 
use,^  alcohol/®  diet,  physical  activ- 
ity, genetics,”  as  well  as  environ- 
mental factors  may  be  more  strongly 
associated. 

In  addition,  because  the  data  in 
this  study  are  county-specific,  any 
possible  correlation  is  subject  to  the 
ecologic  fallacy  of  coexistence  with- 
out causality.  For  example,  a county 
may  have  high  rates  of  poverty  and 
heart  disease,  but  the  conditions  may 
exist  in  different  sub-populations  or 
they  may  be  completely  unrelated. 

The  mortality  data  examined  in 
this  study  are  from  death  certifi- 
cates completed  by  funeral  direc- 
tors, attending  physicians,  medical 
examiners,  and  coroners;  as  col- 
lected, classified  and  entered  by  the 
Sector  of  Vital  Statistics.  As  such, 
they  are  subject  to  errors  in  classifi- 
cation of  the  underlying  cause  of 
death. 

Also,  the  most  recent  data  used  in 
this  study  are  four  years  old  (1992 
deaths  are  now  available)  because 
there  is  lag  time  in  getting  the  data 
to  the  WONDER  system.  This  is 
likely  to  improve  in  the  future  as  the 
system  becomes  better  established. 
Nevertheless,  the  1979-1988  data  are 
still  relevant  because  such  general 
causes  of  mortality  are  not  likely  to 
change  rapidly  over  time. 

The  excess  mortality  identified  in 
this  study  results  in  large  part  from 
behaviors  and  health  practices,  such 
as  cigarette  smoking,  hypertension, 
overweight,  high  cholesterol,  sed- 
entary lifestyle,  heavy  consumption 
of  alcohol,  and  non-use  of  available 
screening  techniques  such  as  mam- 
mography and  Pap  smears.”  The 
Department  of  Health  and 
Human  Services  has  developed  an 
extensive  set  of  recommendations 
for  improving  the  health  of  citizens 
in  this  country  by  the  year  2000.” 
Wisconsin  has  published  its  own  set 
of  objectives  for  the  health  of  its 
citizens,  and  specific  implementa- 
tions steps  that  address  the  health 
issues  in  this  state.”  These  reports 
establish  specific  target  rates  for  each 


disease  and  for  reduction  of  preva- 
lence of  risk  factors,  and  provide  a 
compass  for  future  prevention  ac- 
tivities. 

During  the  period  from  1979  to 
1988,  the  US  rates  of  death  from 
heart  disease,  cerebrovascular  dis- 
ease, and  chronic  liver  disease  fell 
significantly  (17%,  29%  and  25%), 
while  the  rates  of  death  from  cancer 
(all  cancers),  chronic  obstructive  lung 
disease,  and  diabetes,  increased  (2%, 
33%  and  3%).”  By  applying  primary 
prevention  strategies  such  as:  smok- 
ing cessation  programs,  programs 
for  risk  factor  reduction,  school 
health  education  programs,  and 
possible  risk  reduction  at  the  envi- 
ronmental level  (modification  of  the 
food  supply,  clean  air  legislation, 
etc);  secondary  prevention  such  as 
Papanicolaou  smear  and  mammog- 
raphy services;  and  tertiary  preven- 
tion programs  such  as  diabetes  con- 
trol programs,  much  of  this  excess 
mortality  can  be  eliminated.” 

Over  the  next  year,  we  plan  to 
explore  the  excess  rates  of  mortality 
and  excess  deaths  for  each  of  the 
nine  chronic  diseases  individually. 
We  will  again  present  the  data  by 
county,  and  will  comment  on  any 
correlations  these  rates  and  num- 
bers may  have  with  available  data 
on  prevalence  of  risk  factors,  sex, 
race,  or  SES  factors. 
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House  calls  in  the  good  old  days: 

The  stories  of  elderly  Wisconsin  physicians 

Erik  K.  St.  Louis,  MD;  David  Schiedermayer,  MD;  Deborah  E.  Simpson,  PhD;  Kristin  Bjurstrom  Krueger,  BA, 
Milwaukee  and  Madison 


"Into  whatever  houses  I may  enter,  I 
will  visit  for  the  benefit  of  the  sick...." 

—Hippocratic  Oath 

"...Calling  on  people,  at  all  timesand 
under  all  conditions,  tlte  coming  to  grips 
with  the  intimate  conditions  of  their 
lilies,  when  they  were  being  born,  when 
they  were  dying,  watching  them  die, 
watching  them  get  well  when  they  were 
ill,  has  always  absorbed  me. " 

—William  Carlos  Williams,  MD 


Dr  St.  Louis  is  an  intern  in  neurology  at 
the  Mayo  Clinic  and  at  the  time  of  this 
writing  was  a medical  student  working 
with  Dr  Schiedermayer  at  the  Medical 
College  of  Wisconsin.  Dr  Schiedermayer 
is  associate  professor  in  the  Division  of 
General  Internal  Medicine,  Medical 
College  of  Wisconsin.  Dr  Simpson  is 
director  of  educational  services  and  as- 
sociate professor  in  Family  and  Com- 
munity Medicine,  at  the  Medical  Col- 
lege of  Wisconsin.  Krueger  is  with  the 
State  Medical  Society  of  Wisconsin. 
Reprint  requests  to:  David  Schieder- 
mayer, MD,  Division  of  General  Internal 
Medicine,  Box  135,  Milwaukee  County 
Medical  Complex,  8700  W Wisconsin 
Ave,  Milwaukee,  WI  53226.  Copyright 
1993  by  the  State  Medical  Society  of  Wis- 
consin. 


Modern  Wisconsin  physicians 
practice  amid  change  and 
turmoil,  working  in  HMOs  and  PSOs 
and  PPOs  and  OS  As  (other  stressful 
arrangements).  Many  seem  anxious, 
in  the  words  of  Groucho  Marx,  that 
"the  future  ain't  what  it  used  to  be." 
To  understand  medicine's  future, 
and  the  future  roles  and  responsi- 
bilities of  physicians,  we  need  to 
learn  about  medicine's  past. 

As  the  quotes  from  both  the  Hip- 
pocratic Oath  and  Williams  Carlos 
Williams  illustrate,  an  important  as- 
pect of  medicine's  past  has  been  the 
house  call.  Throughout  the  first  part 
of  this  century,  most  Wisconsin 
physicians  made  house  calls.  They 


traveled  on  horse,  by  carriage,  or  in 
thin-tired  Model  T autos.  They 
braved  snow,  mud  and  high  water. 
Doctors  who  made  house  offered  an 
amazing  variety  of  treatments,  from 
emergency  appendectomies  to  de- 
liveries. The  contents  of  the  doctor's 
black  bag  were  often  limited  to  an 
otoscope,  a stethoscope,  some  syr- 
inges, aspirin,  sulfa,  and  quinine, 
but  the  doctor  brought  the  smell 
and  touch  of  healing  into  the  pa- 
tient's home. 

For  their  part,  patients  and  fami- 
lies often  rewarded  the  doctoP s visit, 
(besides  paying  the  fee),  with  a hot 
meal,  coffee,  and  some  help  with 
Continued  on  next  page 


Table  1 - Demographic  data  and  year  practice  began. 


Characteristics 

Number 

Percentage 

Age  in  years 

59-65 

31 

(39%) 

66-72 

24 

(31%) 

>73 

24 

(31%) 

Sex 

male 

74 

(95%) 

female 

5 

(5%) 

Year  began 

1925-1934 

5 

(8%) 

practice 

1935-1944 

16 

(20%) 

1945-1954 

45 

(56%) 

1955-1964 

13 

(16%) 
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Continued  front  preceding  page 
pushing  the  car  out  of  the  ditch.  The 
personal  contact  of  these  visits  ele- 
vated the  prestige  of  the  general 
practitioner;  he  or  she  became  a 
mythical  figure,  a caring  "superdoc." 

We  have  enjoyed  learning  more 
about  medicine's  past  from  mem- 
bers of  the  Wisconsin  Association  of 
Senior  Physicians.  These  respon- 
dents reported  warm  relationships 
with  their  patients  and  communi- 
ties, and  earned  a good  living  de- 
spite spending  a significant  amount 
of  time  delivering  free  medical  care. 
They  favored  specialization  and 
technology  in  our  earlier  surveys, 
but  disliked  current  trends  toward 
increasing  government  and  corpo- 
rate intervention  in  medicine.  They 
have  fond  memories  of  their  prac- 
tices of  medicine. 

Our  purpose  in  this  questionnaire 
was  to  learn  about  the  practice  of 


house  calls  among  our  elderly  Wis- 
consin physician  sample  and  the 
effect  of  physicians'  location  on  those 
calls.  Ultimately,  we  wanted  to  make 
sure  that  the  stories  and  history  of 
these  physicians  would  not  go  unre- 
corded. 

Methods 

A one-page  questionnaire  was  sent 
to  all  1,240  members  of  the  Wiscon- 
sin Association  of  Senior  Physicians, 
many  of  whom  are  older  than  75. 
The  79  responding  physicians  were 
self-selected  based  on  their  willing- 
ness to  complete  the  survey.  The 
survey  consisted  of  three  parts.  Part 
1 focused  on  demographics  includ- 
ing; age,  sex,  the  year  the  physician 
began  practice,  and  practice  loca- 
tion (rural  < 500  residents,  small  city 
500-5000  residents,  medium  city 
5000-50,000  residents,  and  large  city 
> 50,000  residents).  Part  2 included 


questions  on  the  setting  where  pa- 
tients were  seen  and  the  number  of 
house  calls  made  per  week.  The  final 
part  of  the  survey  consisted  of  four 
open-ended  questions  designed  to 
elicit  more  subjective  components 
of  the  physician's  house  call  prac- 
tices. These  questions  focused  on 
the  reason(s)  for  making  house  calls, 
the  equipment  carried  in  their  black 
bags,  and  the  most  rewarding  or 
unusual  house  call  they  ever  made. 

Results 

At  the  time  of  the  survey,  39%  of  the 
respondents  were  between  ages  59 
and  65, 30.5  % were  between  ages  of 
66  and  72,  and  almost  one  in  three 
were  over  age  73  (Table  1).  The  mean 
age  was  69.  Fifty-six  percent  began 
practice  between  the  years  of  1945 
and  1954,  and  28%  began  practice 
before  1945.  Eight  percent  of  the 
respondents  were  in  practice  in  the 
1920s.  Ninety-five  percent  of  the 
respondents  were  male. 

Table  2 lists  the  distribution  of 
the  physician's  practice  location  and 
provides  a breakdown  of  house  call 
performance  frequency  by  these 
locales.  While  only  5%  of  the  re- 
spondents practiced  in  rural  settings, 
all  of  these  physicians  made  house 
calls.  On  the  other  extreme,  only 
56%  of  physicians  in  large  cities  made 
house  calls.  The  trend  of  decreasing 
house  call  performance  as  the  popu- 
lation in  the  practice  area  increased 
was  statistically  significant 
(X2=5.701,  df=l,  p<0.05). 

Table  3 lists  some  of  the  major 
reasons  physicians  were  compelled 
to  see  patients  in  their  homes.  House 
calls  were  the  standard  practice  of 
the  day,  performed  for  a number  of 
reasons,  including  public  health  and 
patient  convenience.  For  example, 
sick  children  were  not  taken  to  the 
office,  especially  if  they  might  have 
had  polio.  Physicians  made  calls  to 
follow  up  on  surgical  cases  or  post- 
operative complications  or  to  see 
emergencies. 

Some  of  the  items  carried  in  the 
Continued  on  page  534 


Table  2.— Practice  geography  and  house  call  frequency. 

Location 

Number  of 
residents 

Number  of  doctors 
practicing 

Frequency  of 
doctors  making 
house  calls 

Rural 

<500 

4(5%) 

4 (100%) 

Small  city 

500-5000 

12(15%) 

10(83%) 

Medium  city 

>5000,<50,000 

20  (25%) 

14  (70%) 

Large  city 

>50,000 

43  (55%) 

24  (56%) 

Table  3.— Major  reasons  doctors  made  house  calls. 


• Expected  practice  of  the  day;  patient's  convenience 

• It  was  common  in  the  "old  days"  not  to  take  sick  children  to  the  office; 
this  was  especially  true  during  the  polio  years 

• Better  way  of  evaluating  the  patient 

• EMTs  were  not  available 

• Fever,  pain,  acute  illness 

• Occasional  surgical  emergencies 

• Follow-up  on  surgical  cases,  post-operative  complications 

• Invalids,  elderly,  or  otherwise  too  ill  to  come  to  office 

• Orthopedic  problems 

• Chronic  ailments 

• Minor  cardiac  problems,  hypertension 

• Patients  without  transportation 

• Night  and  weekend  calls 

• OB  visits 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 


ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


f)  td  iV  h' f s{  (T  h c V SI 


Jerome  E.  Kronsnoble,  William  E.  Herte,  Marie  A.  Kuemmel 
Suite  20,  850  Elm  Grove  Road,  Elm  Grove,  WI  53122,  (414)  784-3780,  (800)  437-4326 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


Continued  from  page  532 
physician's  black  bag  are  revealed 
in  Table  4.  Besides  the  usual  "scopes" 
of  the  day,  the  otoscope,  ophthal- 
moscope, and  stethoscope,  physi- 
cians carried  OB  forceps,  sterile 
gloves,  anaesthesia  masks,  tongue 
blades,  tape,  bandages,  scissors, 
suture  material,  and  even  tracheot- 
omy tubes. 

Blood  and  urine  samples  were 
obtained  in  the  house  and  taken  back 
to  the  office  for  analysis.  A long  list 
of  medications,  ranging  from  aspi- 
rin and  silver  nitrate  to  oral  and 
injectable  antibiotics  were  available. 

Physicians  also  carried  narcotics 
(morphine  and  demerol)  and  ethyl 
chloride  and  ether.  Some  physicians 
carried  a second  black  bag  of  obstet- 
rical instruments. 

The  house  calls  reported  as  most 
rewarding  typically  combined  di-  successful  treatment,  and  a good  Many  physicians  enjoyed  the  diag- 
agnostic  or  procedural  challenges,  doctor-patient  relationship  (Table  5).  Continued  on  page  536 


Table  4.— Equipment  taken  in  black  bag. 

• Otoscope,  ophthalmoscope,  stethoscope,  sphygmomanometer,  ther- 
mometer, flashlight,  tongue  blades,  reflex  hanuner,  prescription  pad, 
adhesive  tape,  sterile  dressings,  ACE  wraps 

• ENT  equipment,  ear  speculum,  head  mirror 

• Culture  vacutainer  tubes,  materials  to  take  blood  counts,  blood  samples, 
urine  samples  (later  done  at  office) 

• Sutures,  biopsy  set,  catheter 

• Tourniquet,  tracheotomy  tube 

• Baumanometer  (floor  standing  blood  pressure  cuff) 

• Aspirin,  injectable  and  oral  antibiotics  (principally  sulfa)  morphine, 
valium,  seconal,  empirin  compound,  adrenalin,  diuretics,  oral  and  paren- 
teral digitalis,  quinidine,  quinine,  ephedrine,  barbiturates,  demerol, 
atropine,  mecholyl,  protamide,  aminophylline  ampules,  ethyl  chloride 
and  ether  anaesthesia,  syringes,  needles,  alcohol,  B12  alpha  radical 

• Vaginal  speculum 

• Second  bag  of  obstetrical  instruments  containing  OB  forceps,  chloroform, 
umbilical  tape,  sterile  gloves,  ergot  tablets,  anaesthesia  mask,  silver 
nitrate  drops 


FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  Health  Professions 
Toll  Free 
1.800-423-USAF 
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The  time  and  place  for 
open  discussions  of 
physicians ' concerns 

November  4-6 
Loews  Anatole 
Dallas^  Texas 

Featured  speakers 
include 

Senator 

Phil  Gramm  (R-TX) 

Representative 
Mike  Synar 
(D-OK,  2nd  CD) 


The  AA4A  Brings  Washington  to  You, 

Shape  Your  Future 

at  the  Physicians'  Forum  on  Health 
System  Reform  in  Dallas, 


Now  is  the  time  for 
direct  dialogue  with 
members  of  the  Administration 
and  Congress.  And  now,  the 
American  Medical  Association 
(AMA)  brings  you  the 
Physicians  ’ Forum:  Agenda  for 
Action,  an  unprecedented 
opportunity  for  every  physician 
to  interact  with  policy  makers 
and  help  shape  the  way  health 
care  will  be  delivered. 

Speak  face  to  face  with 
Congressional  leaders, 
Presidential  advisors  and  top 
Administration  officials  on  the 
political  pressures  that  will 
ultimately  form  health  care 
policy.  Help  ensure  that 
patients’  needs  remain  the 
focus  of  reform.  Hear 
governors  and  heads  of  state 
health  departments  describe 
how  their  states  are  preparing 
for  a new  national  policy. 


The  Physicians'  Forum 

series  ot  conferences  invites  all 
physicians,  not  just  AMA 
members,  to  join  the  dialogue 
on  issues  vital  to  their  practices. 
Physicians,  board  members  and 
officers  of  the  AMA  will  come 
together  to  reach  common 
ground. 

Voice  your  concerns  about 
the  coming  changes.  Do  not 
wait  passively  for  those  changes 
to  be  imposed  without  your 
input.  The  Physicians’  Forum  is 
the  time  and  place  to  speak  out 
and  make  an  impact. 

Your  attendence  is  crucial. 
Call  toll  free  800  621-8335. 

Conference  fee  for  meeting 
facilities  and  food  service — AMA 
members  $50,  nonmembers 
$125.  MasterCard,  Visa, 
American  Express,  Optima  are 
accepted. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Continued  from  page  534 
nostic  challenges  of  house  calls,  like 
finding  subacute  bacterial  endocar- 
ditis, or  a fish  tapeworm  in  a patient 
who  had  been  treated  for  pernicious 
anemia,  or  a case  of  polycythemia 
"missed  by  a top  specialist  in  Can- 
ada." 

Physicians  enjoyed  the  clinical 
challenge  of  working  with  their 
hands,  using  minimal  equipment  ef- 
fectively. Some  treatments  seem 
highly  empiric:  "Patient  had  a stroke, 
and  was  paralyzed  on  left  side  (1934). 
Withdrew  500  cc  of  blood,  and  pa- 
tient made  100%  recovery." 


Rewards  also  came  when  these 
physicians  did  good  work  and  ad- 
justed the  fee  to  according  to  the 
abUity  to  pay:  "Extraction  in  patient's 
home  for  prolapse  of  umbilical  cord. 
Since  the  mother  had  no  husband,  I 
reduced  my  fee  to  $20  because  baby, 
mother,  and  doctor  all  did  very  well 
in  the  north  woods  on  that  cold 
winter  night." 

Other  physicians  found  the  doc- 
tor-patient relationship  more  chal- 
lenging: "There  was  one  call  which 
made  me  decide  to  move  into  clinic- 
based  medicine.  The  middle  finger 
of  a school  child  was  dripping  pus. 


but  the  parent,  a Christian  Scientist, 
firmly  refused  to  go  to  a physician 
for  treatment.  Hot  water  soaks  plus 
four  more  house  calls  were  required 
for  the  ailing  child." 

Physicians  treated  congestive 
heart  failure  at  home  with  morphine, 
atropine,  IV  aminophylline,  and 
tourniquets.  One  marvelled  at  the 
survival  ability  of  patients:  "During 
influenza  epidemic,  treated  many 
patients  with  temperature  of  107, 
and  all  survived."  A physician  re- 
counted "Detaching  a 4-year-old's 
penis  from  his  pants  zipper"  and 
another  noted  that  he  delivered 
premature  twins  at  home— both 
"lived  and  are  healthy  today."  One 
physician  remembered,  "When  I 
carried  a little  elderly  lady  upstairs 
to  her  bed,  and  she  remarked  it  was 
like  Gone  With  the  Wind  with  Rhett 
Butler  and  all."  Another  noted  that 
regarding  the  rewards  of  house  calls 
he  had  "No  specific  incident,  but 
mothers  were  always  so  apprecia- 
tive—you  were  never  as  good  as  they 
would  believe." 

Often  the  clinical  and  interper- 
sonal challenges  of  house  calls  were 
less  than  the  challenge  of  getting  to 
the  house.  The  modes  of  travel  var- 
ied from  snowshoes  to  snowmobiles 
to  skis  to  stoneboats  to  rowboats  to 
team-drawn  sleighs  to  Model  T 
autos.  Table  6 summarizes  some  of 
the  unusual  stories  physicians  told 
about  their  travels  as  they  made 
house  calls.  In  spring  floods,  the 
Model  T was  the  only  car  that  could 
function  with  water  over  the  floor 
boards,  but  then  you  might  need  to 
back  up  hills  if  the  gas  was  low.  One 
physician  was  called  to  make  a night 
call  in  the  blizzard  and  "passed  a 
snow  plow  stuck  in  the  ditch." 

Once  at  the  house  the  physician 
might  be  bitten  by  the  family  dog  or 
required  to  enter  a zinc  mine.  Re- 
turning from  a house  call  also  had 
its  challenges  for  one  physician  who 
was  "Bringing  sample  of  urine  in 
old  whiskey  bottle  given  to  me  by 
the  patient.  Stopped  because  of  a 
train  wreck.  Returned  to  car  when 


Table  5.— The  most  rewarding  house  call  ever  made. 

• Treating  acutely  ill  people  or  those  with  fractures 

• Treating  people  in  their  homes  when  roads  were  impassable 

• Learning  to  use  the  minimum  equipment  I had  to  work  w'ith 

• Delivery  by  extraction  in  patient's  home  (baby  had  prolapse  of  umbilical 
cord.  Since  the  mother  had  no  husband,  I reduced  my  fee  to  $20  because 
baby,  mother,  and  doctor  all  did  very  well  in  the  north  woods  on  that 
cold  winter  night 

• Patient  had  a stroke,  and  was  paralyzed  on  left  side  (1934)— withdrew  500 
cc  of  blood,  and  patient  made  100%  recovery 

• When  I carried  a little  elderly  ladv  upstairs  to  her  bed,  and  she  remarked 
it  was  like  "Gone  With  the  Wind"  with  Rhett  Butler  and  all 

• Managed  generalized  Vaccinia  after  smallpox  vaccine  in  health  depart- 
ment having  modest  anti-histamine  and  monitoring 

• There  was  one  call  which  made  me  decide  to  move  into  clinic-based 
medicine.  The  middle  finger  of  a school  child  was  dripping  pus,  but  the 
parent,  a Christian  Scientist,  firmly  refused  to  go  to  a physician  for 
treatment.  Hot  water  soaks  plus  four  more  house  calls  were  required  for 
the  ailing  child 

• 18  miles  one  way  to  a patient  with  her  second  pregnancy  who  had 
previously  had  a Caesarian  section.  Found  she  was  rupturing  the  uterus 
and  got  her  to  a hospital  where  mother  was  delivered  by  Caesarian  and 
both  lived 

• Patient  had  been  treated  for  pernicious  anemia,  but  1 found  him  to  have  a 
fish  tapeworm 

• Staying  with  a family  until  the  death  of  a loved  one 

• Saving  several  patients  with  severe  left  ventricular  failure,  and  then  to  the 
hospital  in  my  car.  Sometimes  it  took  morphine,  atropine,  IV  aminophyl- 
line, and  tourniquets 

• Home  delivery  of  premature  twins  which  lived  and  are  healthy  today 

• Detaching  a 4-year-old's  penis  from  his  pants  zipper 

• When  I diagnosed  a case  of  polycythemia  vera  missed  by  a top  specialist 
in  Canada 

• Diagnosis  of  subacute  bacterial  endocarditis 

• During  influenza  epidemic,  treated  many  patient  with  temperature  of 
107,  and  all  survived 

• No  specific  incident,  but  mothers  were  always  so  appreciative— you  were 
never  as  good  as  they  would  believe. 
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road  cleared  and  found  the  bottle 
had  repainted  my  floor  boards." 

Discussion 

Descriptive  studies  on  the  historical 
practices  of  elderly  physicians  can 
help  us  learn  something  about 
medicine's  past  and  place  the  future 
in  context.  The  house  call  stories  of 
Wisconsin  physicians  provide  a 
glimpse  into  a time  when  the  influ- 
enza epidemic  raged,  when  doctors 
delivered  babies  and  did  surgery  in 
patient's  homes,  when  physicians 
had  to  worry  about  polio  killing  their 
patients.  These  stories  also  reveal 
important  practice  outcomes  to 
guide  future  decisions  regarding 
health  care  delivery.  For  example, 
physicians  making  housecalls  in  our 
study  found  them  to  be  a good  use 
of  time,  with  the  number  of  house 
calls  increased  as  the  size  of  the 
community  decreased. 

This  trend  continues:  in  a 1989 
study,  62%  of  family  physicians 
made  house  calls,  with  rural  and 
small  town  physicians  more  likely 
to  make  house  calls  than  urban 
physicians.  Physicians  who  made 
house  calls  found  them  to  be  impor- 
tant for  comprehensive  family  care, 
and  found  that  they  led  to  high 
patient  satisfaction.  Given  our  ag- 
ing population  and  shortened  hos- 
pital stays,  and  the  recent  increased 
interest  in  all  forms  of  home  care, 
the  house  call  may  have  a bright 
future  after  all  in  the  United  States. 

In  many  countries,  house  calls 
continue  to  be  a standard  aspect  of 
medical  care.  British  and  Canadian 
GPs  continue  to  make  house  calls 
frequently.  The  literature  reports  that 
a GP  may  make  several  housecalls 
each  day.  Dr  Michael  Loudon  writes 
in  the  Journal  of  the  American  Medical 
Association,  "Most  visits  are  made  in 
a round  at  the  end  of  the  morning. 
Patients  make  their  request  for  a 
visit  to  the  receptionists,  who  then 
log  the  details.  At  the  end  of  morn- 
ing consultations,  my  four  partners 
and  1 break  for  coffee  and  divide  up 
the  visiting." 


Several  US  medical  schools  and 
residency  programs  include  house 
call  experiences.  While  most  gradu- 
ating house  officers  enter  medical 
practice  unexposed  and  uninterested 
in  house  calls,  some  educational 
programs  do  exist.  One  of  the  au- 
thors of  this  study  (Dr  Schieder- 
mayer)  takes  medical  students  with 
him  on  a regular  basis  to  house  calls. 
One  of  the  other  authors  (Dr  St. 


Louis)  was  one  of  the  students  who 
has  completed  this  preceptorship. 
Such  informal  apprenticeship  pro- 
grams can  initiate  students  into  the 
practice  of  making  home  visits. 
House  calls  seem  less  forbidding  and 
more  fun  if  students  are  given  a 
chance  to  make  patient  home  visits 
during  training. 

A program  to  teach  fourth-year 
Continued  on  next  page 
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The  New  GS 

Already  hailed  for  its  surefootedness  on  pavement,  the  Lexus  GS  will  no  doubt  earn 
an  enviable  reputation  for  its  prowess  on  paper.  Thanks  to  the  Custom  Tailored  Lease 
and  Lexus  Financial  Services,  the  GS  is  surprisingly 
affordable.  On  terms  that  you  deem  feasible.  And  since 
every  new  GS  is  supported  by  Lexus  24-hour  Roadside 
Assistance  as  well  as  the  comprehensive  Lexus  limited 
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Continued  from  preceding  page 
medical  students  how  to  make  house 
calls  at  the  University  of  Maryland 
required  18  students  to  make  167 
documented  house  calls.  Prerotation 
and  postrotation  measurement  of 
the  students'  attitudes  documented 
significantly  more  favorable  atti- 
tudes toward  house  calls  after  com- 
pleting the  course.  The  students  were 
more  likely  to  indicate  that  they 
would  provide  house  calls  as  a fu- 
ture part  of  their  practice  after  com- 
pleting the  program. 

The  modern  home  care  physician 
may  still  carry  a black  bag,  but  the 
modern  black  bag,  which  some 
medical  students  still  purchase 
during  the  first  year,  is  small  com- 
pared to  the  size  of  antique  black 
doctor  bags.  One  of  us  owns  such  an 
antique  bag,  which  measures  18 
inches  long  by  14  inches  wide  by  10 
inches  high.  This  black  bag  can  carry 
the  contents  of  a grocery  shopping 
bag,  and  was  the  kind  of  bag  that 
many  physicians  carried  in  the  1920s 
and  1930s. 

Many  of  our  responding  physi- 
cians carried  large  amounts  of  nar- 
cotics, which  would  be  unwise  to- 
day, and  many  carried  anaesthetic 
setups.  Some  modern  physicians 
who  make  house  calls  still  draw 
blood  or  give  injections,  however, 
and  it  is  possible  to  order  blood  and 
urine  tests,  electrocardiograms,  X- 
rays,  and  even  CTs  on  home-bound 
patients  through  a number  of  home 
health  care  agencies. 

Modem  proponents  of  home  care, 
like  our  physicians  of  the  past,  list  a 
number  of  important  reasons  to 
make  house  calls.  Our  physicians 
made  house  calls  for  the  patient's 
convenience,  to  avoid  infecting  other 
patients  with  a patient's  communi- 
cable illness,  for  emergencies,  deliv- 
eries, and  minor  surgeries. 

Modem  home  care  lacks  this  level 
of  drama,  but  still  allows  for  com- 
prehensive assessment  of  the  pa- 
tients environmental,  familial,  and 
social  circumstances,  encourages 
efficient  resource  use,  promotes  the 


Table  6.— Unusual  stories  about  traveling  to  make  house  calls. 

• Called  to  make  night  call  in  blizzard  and  passed  snow  plow  stuck  in  the 
ditch 

• Snow  shoes  were  part  of  my  regular  equipment  and  I used  them  at  least  a 
few  times  during  each  route 

• Used  snowmobile,  skis  when  roads  were  closed  Stoneboat,  rowboat 

• Had  a Model  T.  In  spring  floods,  I drove  through  water  over  the  floor 
boards.  No  other  make  of  car  would  get  through.  If  gas  was  low,  I backed 
up  the  hills 

• No  chains  in  early  1930s  for  30  inch  by  3 inch  tires.  I wound  a rope 
around  the  wheels  to  get  through  the  mud 

• Bringing  sample  of  urine  in  old  whiskey  bottle  given  to  me  by  the  patient. 
Stopped  because  of  train  wreck.  Returned  to  car  when  road  cleared  and 
found  the  bottle  had  repainted  my  floor  boards 

• Bitten  by  family  dog  twice 

• With  snowed-in  country  roads,  taken  to  home  across  field  by  farmer's 
team-drawn  sleigh  some  2 miles 

• Had  to  travel  into  a southwestern  Wisconsin  zinc  mine.  Was  outfitted 
with  hard  hat,  boots,  and  other  paraphernalia  to  help  retrieve  a body 

• In  fall  of  1948,  received  a call  for  emergency  psychiatric  help  75  miles 
away.  Travelled  by  car  through  narrow  hilly  roads  previously  unknown 
to  me,  for  over  one  and  a half  hours,  began  the  journey  about  11  pm, 
returned  home  about  4:30  am. 


team  concept  of  care,  reduces  frag- 
mentation and  increases  continuity 
of  care,  and  strengthens  the  doctor- 
patient  relationship. 

In  addition,  some  hospitals  have 
recognized  the  many  benefits  of  the 
home  visit,  and  are  creating  van- 
based  health  care  teams  targeted  at 
homebound  elderly  and  other  indi- 
gent patient  populations  in  their 
communities.  As  an  added  incen- 
tive, reimbursement  for  house  calls 
has  increased  dramatically  in  recent 
years.  Physicians  may  receive  as 
more  than  $90  for  a comprehensive 
level  of  service  during  a house  call. 
The  rate  of  individual  increase  for 
house  call  reimbursement  in  1991- 
1992  was  higher  than  the  increase 
for  any  other  medical  procedure. 

The  elderly  Wisconsin  physicians 
we  surveyed  told  us  that  they  rec- 
ommended that  modern  physicians 
make  house  calls  because  of  the  way 
things  are  going  in  medicine.  House 
calls  allow  doctors  to  keep  their 
human  touch.  The  art  is  long,  they 
told  us,  quoting  Hippocrates. 

Perhaps  this  is  the  essence  of  most 


of  the  house  call  stories  we  heard 
from  elderly  Wisconsin  physicians. 
They  didn't  claim  to  be  the  world's 
best  or  smartest  doctors,  but  they 
went  when  and  where  they  were 
needed.  And  they  always  remem- 
bered their  purpose:  "Into  whatever 
houses  I may  enter,  I will  visit  for  the 
benefit  of  the  sick...." 
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Statewide  Physician  Health 

The  intent  of  the  SMS  Statewide  Physician  Health 
Program  (SPHP)  is  to  assist  in  maintaining  the 
quality  of  medical  care  for  Wisconsin  citizens  through 
help  and  support  for  physicians  suffering  from  any 
illness  which  has  the  potential  to  progress  to  impair- 
ment. 

The  SPHP  provides  compassionate  assistance  to 
Wisconsin  physicians  suffering  from  alcoholism, 
other  chemical  dependency,  emotional  illness,  senil- 
ity, compulsive  gambling,  behavioral  disorders,  and 
physical  impairments.  The  SPHP  Managing  Com- 
mittee establishes  policies  and  implements  its  activi- 
ties. As  a subcommittee  of  the  Commission  on  Me- 
diation and  Peer  Review,  the  SPHP  Managing  Com- 
mittee and  its  activities  are  protected  by  way  of  con- 
fidentiality and  immunity  under  state  and  federal 
law. 

The  following  procedures  were  adopted  by  the 
SPHP  Managing  Committee  in  August  1993. 


Business  Associates,  Inc, 

Professional  and  Executive 
Level  Consulting 

Office  and  Administrative  Management 

• Billing  and  System  Analysis 

• Hospital  and  Equipment  Contract  Analysis 

• Patient  Fee/ Cost  Schedule 

• Practice  Valuation  Analysis 

• Hospital  and  Insurance  Plan  Analysis 

Personal  Financial  Planning  and  Assistance 

Practice  Business  Financial  Planning 

• Crisis  Management  for  Practice 

• Bank  Financing,  Refinancing  and  Negotiations 

• Tax  Negotiations  and  Strategies 

• Merger  and  Acquisition  Analysis 


2949  N.  Mayfair  Road  • Milwaukee,  WI  53222 
PHONE  (414)  453-8805  • FAX  (414)  453-4184 


Program  procedures 

Identification 

Requests  for  assistance  or  reports  of  suspected  im- 
pairment are  received  from  physician  colleagues, 
hospital  administrators,  hospital  medical  staff  and 
clinic  officers,  family  members  and  patients.  These 
requests  or  reports  are  directed  to  the  chair  of  the 
Commission  on  Mediation  and  Peer  Review  or  to  his 
or  her  designee,  the  medical  director  of  the  SHPH. 

Verification 

During  receipt  of  a request  for  assistance  or  report  of 
a concern,  pertinent  information  is  obtained  from  the 
reporting  source.  The  source  is  encouraged  to  recite 
any  witnessed  incidents  of  inappropriate  physician 
behavior  in  the  clinical  or  hospital  setting  or  else- 
where. After  all  available  facts  have  been  obtained, 
the  SPHP  medical  director  provides  guidance  on  the 
process  of  validation  and  corroboration  of  the  re- 
ported information.  With  emphasis  on  sensitivity. 

Continued  on  next  page 


WISCONSIN 

Top-notch  internists  seek  additional 
associate.  Join  area's  premier  M/S 
group.  Features  include: 

• Call  1:8 

• 4 day  week 

• 2 year  guarantee 

• Comprehensive  benefits 

• Congenial  colleagues 

• University,  diverse 
recreational/cultural  activities 

For  more  information  on  this 
opportunity,  call  or  send  C.V.  to: 

Jane  Vogt 

Cejka  & Company 
222  S.  Central,  Suite  700 
St.  Louis,  MO  63105 
1-800-765-3055 
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confidentiality,  and  concern,  dependable  sources  are 
approached  for  additional  facts  and  corroboration  of 
reported  incidents.  Ordinarily  these  sources  may  in- 
clude physician  colleagues,  hospital  administrators, 
hospital  medical  staff  officers,  or  others  as  deemed 
appropriate  by  the  SPHP  medical  director.  Corrobo- 
ration of  eyewitness  reports  of  inappropriate  physi- 
cian behavior  often  is  critical  to  a satisfactory  subse- 
quent intervention.  If  the  data  presented  is  inade- 
quate or  unsubstantiated,  no  further  action  is  taken. 

Intervention 

After  receiving  a summary  of  the  information,  vali- 
dation and  adequate  corroboration,  the  SPHP  medi- 
cal director  or  program  intervenors  meet  with  the 
physician  in  a confidential  setting.  Program  interve- 
nors are  chosen  on  the  basis  of  his  or  her  personal 
experience  or  training  in  the  area  of  the  physician's 
suspected  impairment. 

The  subject  physician  is  intervened  compassion- 
ately with  respect  to  the  expressed  concerns  and  sus- 
pected impairment.  The  intervenors  discuss  con- 
cerns, recite  corroborated  incidents  and  urge  accep- 
tance of  appropriate  recommended  assistance.  If  the 
intervention  indicates  the  need  for  clarification,  the 
intervenors  recommend  that  the  physician  receive 
an  appropriate  thorough  assessment  and  evaluation 
to  be  performed  in  a facility  acceptable  to  the  SPI  IP 
Managing  Committee,  or  by  a physician  whose  spe- 
cialty can  respond  to  the  subject  physician's  specific 
perceived  need.  Intervenors  do  not  provide  any  form 
of  therapy.  Rather,  they  recommend  appropriate  as- 
sessment and  evaluation  as  appropriate  to  the  cir- 
cumstances. 

Addictive  disorders 

More  than  80%  of  the  cases  reported  to  SPHP  are 
related  to  chemical  dependency.  Accordingly,  SPI  IP 
has  developed  some  standards  of  care  for  the  physi- 
cian with  chemical  dependency. 

By  experience,  the  SPHP  finds  that  physicians  in 
treatment  achieve  a more  satisfactory  recovery  status 
when  they  receive  intensive  treatment  for  chemical 
dependency  in  facilities  which  espouse  the  physi- 
cian-directed medical  model  of  therapy.  Within  this 
model,  the  physician  is  seen  directly  by  his  or  her 
physician  addiction  medicine  specialist  on  a fre- 
quent, if  not  daily,  basis.  Thus,  such  treatment  is 
medically  managed  rather  than  simply  medically 
monitored  and  in  most  cases  care  is  provided  in  an 
inpatient  setting  for  primary  treatment. 

In  accordance  with  the  accepted  medical  model, 
the  SPHP  establishes  the  following  requirements  for 
satisfactory  primary  treatment  for  physician  chemi- 


cal dependency: 

• thorough  initial  examination  by  an  addiction 
medicine  physician,  with  appropriate  medical, 
psychiatric  and  neuropsychological  consultation; 

• frequent,  if  not  daily,  direct  contact  with  the 
physician-therapist  as  a part  of  the  evaluation  or 
treatment  process; 

• individual  counselling,  group  counselling,  fre- 
quency determined  by  physician-therapist;  and 

• regular  attendance  at  AA  or  similar  self-help  group 
meetings  is  strongly  encouraged  (The  frequency 
of  attendance  at  these  meetings  is  determined  by 
the  physician-therapist.  Professional  AA  meet- 
ings should  be  used  if  at  all  possible.). 

Rehabilitation 

The  SHPH  recognizes  addiction  as  a chronic  disease 
for  which  primary  treatment  is  only  the  necessary 
initiation  of  recovery.  Thus,  following  completion  of 
primary  treatment  for  addiction,  each  physician 
should  enroll  in  an  aftercare  and  monitoring  pro- 
gram which: 

• serves  the  best  interests  of  the  public  and  physi- 
cian peers  in  medical  practice; 


ASSOCIATE/ASSISTANT  DIRECTOR 
^firaadbiMBA^sdca/Cenier 

A thriving  Family  Practice  Residency  Program  in 
Des  Moines,  Iowa,  seeks  an  experienced  femily 
physician  to  assume  responsibilities  as  our  Asso- 
ciate or  Assistant  Director.  Our  program,  located 
in  newly  renovated  fecilities  in  a county  hospital, 
offers  the  opportunity  to  further  develop  clinical 
skills  in  your  particular  area  of  interest  while  also 
assisting  new  residents  to  develop  their  own  clini- 
cal and  practice  abilities.  (}ur  positions  offer  a 
controllable  lifestyle  with  a restricted  schedule  of 
back-up  feculty  call  responsibilities  and  an  empha- 
sis on  medical  practice  without  the  usual  worries 
of  running  your  own  practice  or  financial  concerns 
of  the  small  group.  In  addition  to  working  with  a 
productive  and  congenial  faculty  group,  we  offer 
competitive  compensation  and  benefits  and  the 
possibility  of  a University  faculty  appointment  If 
interested,  contact  Larry  Beaty,  MJD.,  Director, 
Family  Practice  Residency  Program,  Broadlawns 
Medical  Center,  1 80  IHickmanRoad,  Des  Moines, 
Iowa  50314.  Telephone:  (515)282-2565. 
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• provides  assurance  that  the  physician's  recovery 
remains  under  objective  scrutiny;  and 

• through  participation,  documents  the  physician's 
recovery  as  to  resolve  more  readily  problems  which 
may  arise  regarding  medical  licensure,  hospital 
privileges  and  malpractice  issues. 

Ongoing  treatment  and  rehabilitation  require- 
ments may  include: 

• the  recovering  physician  enters  into  a "standard 
aftercare  agreement"  with  the  SPHP  Managing 
Committee; 

• the  "aftercare  treatment  plan"  continues  for  a 
minimum  of  2 years  after  completion  of  primary 
treatment; 

• the  ongoing  care  plan  may  require  a referral  to  an 
impaired  professionals  recovery  home  where  the 
recovering  physician  would  reside,  need  and 
duration  to  be  determined  by  the  physician-thera- 
pist; 

• direct  outpatient  conferences  with  the  physician- 
therapist  continue  on  a regular  basis,  frequency 
determined  by  the  physician-therapist; 

• regular  attendance  at  AA  or  similar  self-help 
groups  is  strongly  encouraged  during  aftercare, 
frequency  determined  by  the  physician-therapist; 

• initiate  or  continue  random  witnessed  urine 
screens  during  aftercare,  frequency  determined 
by  physician-therapist; 

• periodic  individual  and  group  counselling  at  a 
facility  in  the  physician's  community  as  arranged 
under  direction  of  the  physician-therapist;  and 

• through  the  aftercare  contract  between  the  SPHP 
and  the  recovering  physician,  medical  therapists 
are  authorized  to  provide  periodic  written  reports 
to  the  SPHP  Managing  Committee  and  its  medical 
director  regarding  the  physician's  progress  and 
ongoing  care  (These  records  will  be  maintained  in 
a confidential  manner.). 

Other  disorders 

Physicians  suffering  from  emotional  illness,  senility, 
stress,  sexual  and  behavioral  disorders,  compulsive 
gambling  and  physical  illnesses  will  be  encouraged 
to  seek  assessment  or  treatment  through  SPHP-ap- 
proved  facilities  or  practitioners. 

Non<ompliance 

In  the  event  the  subject  physician  refuses  to  accept 
intervention,  declines  to  enter  indicated  evaluation 
and  treatment,  or  abandons  treatment  prematurely, 
the  Managing  Committee,  by  majority  vote,  may 
refer  the  physician  to  the  Coordinating  Council  on 
Physician  Impairment  for  further  consideration. 

By  agreement  between  the  SMS  and  the  Medical 
Examining  Board,  the  Coordinating  Council  on  Phy- 


sician Impairment  was  created  to  coordinate  the 
activities  of  the  SMS  so  that  appropriate  information 
is  shared  and  action  can  be  taken  in  the  rare  event 
that  a physician  fails  to  respond  to  treatment  or 
refuses  to  accept  evaluation  or  treatment  for  impair- 
ment. By  majority  vote,  the  council  may  refer  a 
physician  to  the  MEB  in  an  instance  where  the  health 
of  the  public  may  be  jeopardized.  When  appropriate, 
the  coordinating  council  may  exercise  its  own  per- 
suasion by  issuing  a direct  ultimatum  for  compliance 
to  a physician  who  had  been  referred  to  the  council 
by  the  SPHP  because  of  the  physician's  failure  to 
comply  with  SPHP  requirements.  Referral  from  the 
Managing  Committee  to  the  Coordinating  Council 
does  not  constitute  automatic  referral  to  the  MEB. 
Referral  to  the  MEB  can  be  made  only  by  a majority 
vote  of  the  coordinating  council. 

Emergency  referral 

At  any  point,  from  the  time  of  reporting  of  a physi- 
cian to  the  SPHP  and  onward,  if  the  subject  physi- 
cian's conduct  causes  legitimate  concern  that  a po- 
tential health  hazard  to  the  general  public  exists,  the 

Continued  on  next  page 


Great  Lakes... 
Great  Locations... 
G reat  Lifestyles . . . 


Great  groups  in  thriving  Waukesha  County,  Wl, 
seek  skilled  BC/BE  physieians. 


Family  Medicine 
Pediatrics 
OB/GYN 
Internal  Medicine 


For  more  information 
please  contact; 

Dana  Butterfield 

(800)  326-2011,  ext,  4700 

Waukesha  Memorial  Hospital 

725  American  Avenue  • Waukesha.  WI  53 1 88 
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chair  of  the  SPHP  Managing  Committee  may  make 
direct  contact  with  the  president  of  the  MEB  with  a 
request  for  consideration  of  emergency  action  which 
the  board  considers  appropriate  to  the  circumstances. 

Maintenance  of  records 

In  accordance  with  its  mission  to  provide  compas- 


URGENT  CARE 


Marshfield  Clinic  is  seeking  an  additional  Family  Practice 
specialist  or  Internal  Medicine  specialist  to  join  its 
expanding  Urgent  Care  practice  section. 

As  a 400-physician  multispecialty  group,  Marshfield  Clinic 
is  at  the  forefront  of  today's  medical  practice.  This  urgent 
care  specialist  would  join  top  professionals  committed  to 
advancing  health  care  services  while  enjoying  full  on-site 
medical  and  surgical  support  of  one  of  the  nation's  premier 
groups. 

If  you  would  like  to  practice  in  a state-of-the-art  environ- 
ment, and  if  you  enjoy  a lifestyle  that's  rich  with 
recreational  diversity,  and  if  you  would  like  to  call  "one  of 
the  best  small  cities  in  the  Midwest"  home,  contact: 

John  P.  Folz,  Assistant  Director 
Marshfield  Clinic 
1000  North  Oak  Avenue 
Marshfield,  WI  54449 
or  call  collect  at  (715)  387-5181 


MARSHFIELDCLINIC 


tOE/A,\  M/l  /H/V 


sionate  assistance  to  Wisconsin  physicians,  the  SPHP 
maintains  all  records  related  to  any  impairment  matter 
in  strict  confidence.  Records  concerning  the  admini- 
stration of  the  program,  investigation,  and  monitor- 
ing of  physicians  within  the  program  are  considered 
health  care  review  and  evaluation  records  for  the 
purpose  of  the  confidentiality  requirements  of  Wis 
Stat  § 146.38.-fr 


West  Central  Illinois 

BE/BC  Family  Practice/Internist 

St.  Mary  Medical  Center,  an  integral  p>art  of  the 
progressive  OSF,  7 healthcare  system,  seeks 
salaried  physicians  for  clinics.  Primary  Care 
Clinics  located  in  rural  communities  within  12-25 
miles  of  179  bed  medical  center  in  Galesburg,  IL. 
Clinics  include: 

X-Ray  Equipment 
Sigmoidoscopy  Equipment 
Laboratory 
Procedure  Room 
Modem  Exam  Rooms 
Practice  Management 
Comjxiterized  Office  Systems 
Hospital  Employed  Staff 

Quality  pihysician  offered  competitive  salary,  bonus 
opportunity,  comprehensive  benefit  and  insurance 
package. 

Contact: 

Marie  Noeth  at  800-438-3745 
Saint  Francis,  Inc. 

4541  N.  Prospect,  Suite  400 
Peoria,  IL  61614 
Fax  (309)  685-1997 
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Physician  briefs 

The  * indicates  a member  of  the  SMS. 

Ewald  Antoine,  MD,  recently  joined 
the  staff  of  the  Cumberland  Memo- 
rial Hospital  inpatient  mental  health 
unit.  He  completed  a residency  in 
psychiatry  at  Kingsboro  Psychiatric 
Center  in  New  York  and  has  prac- 
ticed in  New  York,  New  Jersey  and 
Nebraska. 

Debra  L.  Blue,  MD,*  a family  prac- 
tice physician  and  obstetrician,  re- 
cently began  practicing  in  Lake 
Geneva.  Dr  Blue  earned  her  medical 
degree  from  Rush  Medical  College 
in  Chicago,  where  she  was  named 
the  outstanding  family  medicine 
student.  She  recently  completed  a 
residency  at  the  University  of  Wis- 
consin, where  she  served  as  chief 
resident.  She  will  join  Garth  Sch- 
neider, MD,*  Gregory  Gerber, 
MD,*  and  Britton  Kolar,  MD,*  in 
practice. 

Abel  Cruzado,  MD,  an  internist,  is  a 
new  addition  to  the  staff  of  Lancas- 
ter Memorial  Hospital.  Dr  Cruzado 
earned  his  medical  degree  from  the 
National  University  of  Trujilo  (Peru). 
He  recently  completed  an  internal 
medicine  residency  at  Greater  Balti- 
more Medical  Center. 

George  Fall,  MD,*  a general  sur- 
geon, has  joined  the  staff  of  Medical 
Associates  North  in  Ashland.  Dr  Fall 
earned  his  medical  degree  from  the 
University  of  Minnesota.  He  recently 
completed  a residency  in  general 
surgery  at  the  Veterans  Medical 
Center  and  Mercy  Medical  Center 
in  Des  Moines. 

Kathleen  S.  Farah,  MD,*  a family 
medicine  physician  at  Ramsey 
Clinic-Baldwin,  has  been  granted  a 
6-month  medical  fellowship  to  study 
high  risk  obstetrics.  The  fellowship 
is  from  the  Bush  Foundation  of  St 
Paul,  Minn. 


Scott  E.  Julian,  MD,  has  joined  the 
staff  of  Marshfield  Clinic-Chippewa 
Center  having  recently  completed  a 
residency  in  obstetrics  and  gynecol- 
ogy at  the  University  of  Minnesota. 

Allan  T.  Luskin,  MD,*  a specialist 
in  allergy  and  immunology,  has 
joined  the  Dean  Medical  Center  and 
win  be  based  at  the  Sun  Prairie  Clinic. 
Dr  Luskin  directed  the  allergy  train- 
ing program  at  Rush  Medical  Cen- 
ter in  Chicago,  where  he  conducted 
17  years  of  both  academic  and  pri- 
vate practice.  He  is  a graduate  of  the 
University  of  Illinois  medical  school. 
Board  certified  in  internal  medicine 
and  immunology.  Dr  Luskin  earned 
a fellowship  in  allergy  and  immu- 
nology at  Max  Sumter  Institute  of 
Allergy  and  Clinical  Immunology. 

Michael  Mannebach,  MD,  has 
joined  the  St  Agnes  Hospital  medi- 
cal staff  in  Fond  du  Lac.  He  is  affili- 
ated with  Bone  and  Joint  Surgery 
Associates.  Dr  Mannebach  is  a 1988 


graduate  of  the  Medical  College  of 
Wisconsin  and  has  been  chief  resi- 
dent in  the  division  of  orthopaedics 
at  the  University  of  Kentucky. 

Ned  G.  Nordin,  MD,*  has  joined 
the  staff  of  Marshfield  Clinic  having 
recently  completed  a residency  in 
anesthesiology  at  the  Medical  Col- 
lege of  Wisconsin.  Dr  Nordin  earned 
his  medical  degree  from  the  Univer- 
sity of  Wisconsin. 

Kevin  L.  O'Halloran,  MD,  a gradu- 
ate of  the  University  of  Illinois 
medical  school,  has  joined  Memo- 
rial Hospital  at  Oconomowoc.  Dr 
O'Halloran  completed  his  internship 
in  general  surgery  in  1988  and  re- 
cently completed  his  residency  in 
orthopedic  surgery  at  Rush-Presby- 
terian-St  Luke's  Medical  Center  in 
Chicago.  He  will  be  practicing 
medicine  in  Oconomowoc  with 
Caiman  Purscha,  II,  MD. 

Continued  on  next  page 


Nominating  Committee  seeks 
candidates  for  SMS  offices 

The  sms  House  of  Delegates  Nominating  Committee  will  meet  Satur- 
day, Oct  16,  to  receive  nominations  and  interview  candidates  for  sev- 
eral SMS  offices.  David  R.  Weber,  MD,  of  Fond  du  Lac,  chairs  the  nominating 
committee. 

Candidates  will  be  considered  for  the  following  positions:  president  elect 
for  1994-95;  vice  speaker  of  the  House  of  Delegates  for  1994-1996  to  succeed 
Kenneth  I.  Gold,  MD,  of  Beloit,  who  has  announced  he  will  not  seek  re- 
election;  AMA  delegates  for  calendar  years  1995  and  1996  to  succeed  John  P. 
Mullooly,  MD,  of  Milwaukee;  John  K.  Scott,  MD,  of  Madison;  and  Patricia  J. 
Stuff,  MD,  of  Bonduel  (Both  Scott  and  Stuff  are  not  eligible  for  re-election 
under  SMS  bylaws  limiting  service  to  12  years.);  and  AMA  alternate  dele- 
gates for  calendar  years  1995  and  1996  to  succeed  Jerome  W.  Fons,  Jr,  MD,  of 
Greenfield;  Cyril  M.  Hetsko,  MD,  of  Madison;  and  Robert  F.  Purtell,  Jr,  MD, 
of  Milwaukee.  Nominations  may  be  sent  to  Tom  Adams,  at  the  SMS.^ 
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William  J.  Pao,  MD,*  Pamela  V. 
Lois,  MD,*  and  Esteban  R.  Guevara, 
MD,*  of  Sheboygan,  and  Richard 
N.  Odders,  MD,*  of  Racine,  recently 
received  3-year  appointments  as 
cancer  liaison  physician  for  the  hos- 
pital cancer  program  at  their  local 
hospitals.  The  cancer  liaison  pro- 
gram is  an  integral  part  of  the  com- 
mission on  cancer  of  the  American 
College  of  Surgeons. 

Carol  Parker,  MD,  has  joined  the 
Green  Bay  Eye  Clinic.  Dr  Parker  will 
specialize  in  diseases  and  surgery  of 
the  retina,  macula  and  vitreous. 

Robert  C.  Peck,  MD,*  a psychia- 


The  AMA  and  the  sms  are  rec- 
ognizing a century  of  profes- 
sional development  and  personal 
achievement  by  women  physicians 
with  the  proclamation  of  September 
as  Women  in  Medicine  month. 
Women  physicians  are  the  fastest 
growing  segment  of  the  US  physi- 
cian population,  nearly  quadrupling 
from  36,000  in  1975  to  119,000  physi- 
cians in  1992.  About  40%  of  current 
medical  students  are  female.  By  the 
year  2010, 30%  of  the  nation's  physi- 
cians will  be  women. 

In  Wisconsin,  the  state's  physi- 
cian population  includes  1,766 
women  and  8,935  men.  Of  7,659  SMS 
members,  1,086  are  women  physi- 
cians. "As  we  honor  pioneering 
women  physicians  this  month,  it  is 
important  to  note,  however,  that 
most  issues  facing  medicine  today 
are  not  gender  specific,"  observed 
SMS  President  Pauline  Jackson,  MD. 
"All  physicians,  regardless  of  gen- 
der, have  a compelling  interest  to 


trist,  has  joined  the  Medical  Staff  of 
Sacred  Heart  Hospital  in  Eau  Claire. 
Dr  Peck  earned  his  medical  degree 
from  the  Hahnemann  University 
School  of  Medicine  in  Philadelphia 
in  1987.  He  completed  his  residency 
in  psychiatry  at  Dartmouth  Medical 
Center  in  Lebanon,  NH,  in  1991, 
where  he  served  as  chief  resident 
during  his  final  year.  From  1991  to 
1993,  he  held  a fellowship  in  post 
traumatic  stress  disorder  at  Dart- 
mouth. 

Eric  Schmidt,  MD,  a hematologist 
and  oncologist,  has  joined  the  staff 
of  Memorial  Hospital  in  Burlington. 
He  joins  Laurence  Tempelis,  MD, 
also  a specialist  in  blood  disorders 


see  that  our  patients  receive  the  best 
possible  care.  Organized  medicine 
allows  us  an  avenue  through  which 
we  can  advocate  for  vital  changes 
on  behalf  of  our  patients." 

"Women  physicians  need  to  add 
their  voices  to  all  levels  of  organized 
medicine  to  ensure  that  the  solu- 
tions to  problems  within  our  health 
care  system  are  representative  of  all 
views,  not  just  the  views  of  one 
gender  or  one  specialty,"  Jackson 
continued.  "It  is  crucial  for  all  physi- 
cians to  contribute  their  unique 
perspectives  on  health  care  reform, 
public  health,  policy  making  and 
issues  development." 

If  you  know  a physician  who  is 
interested  in  joining  the  SMS  or  who 
would  like  to  learn  more  about  the 
diverse  offerings  of  the  state  medi- 
cal society,  encourage  him  or  her  to 
call  Anne  Rittman,  SMS  manager  of 
membership  development,  at  1-800- 
362-9080.« 


and  cancer.  Dr  Schmidt  earned  his 
medical  degree  from  Loyola  Stritch 
School  of  Medicine  in  Maywood,  111. 
His  post  graduate  training  was  in 
general  surgery  at  the  Hospital  of  St 
Raphael  in  New  Haven,  Conn,  and 
in  internal  medicine  and  hematol- 
ogy-oncology at  the  Medical  Col- 
lege of  Wisconsin  affiliated  hospi- 
tals. He  is  board  eligible  in  internal 
medicine  and  hematology-oncology. 

Shimon  Storch,  MD,  is  a new  addi- 
tion to  the  staff  of  the  Royce  C.  Lin 
Memorial  Dialysis  Center  in  Mani- 
towoc. Dr  Storch  is  certified  in  inter- 
nal medicine  and  nephrology.  He 
received  his  fellowship  training  at 
Mount  Sinai  Medical  Center  in  New 
York. 

G.  John  Weir,  MD,*  of  the 
Marshfield  Clinic,  has  been  ap- 
pointed by  Gov  Tommy  Thompson 
to  the  state's  Radiation  Protection 
Council.  Dr  Weir  will  serve  an  in- 
terim term  to  expire  July  1, 1995.  Dr 
Weir  is  board  certified  in  nuclear 
medicine  and  internal  medicine. 

C.L.  Terlizzi  III,  MD,  an  obstetri- 
cian-gynecologist, has  joined  Obstet- 
rics and  Gynecology  S.C.  in 
Wauwatosa.  A graduate  of  Wright 
State  University  medical  school  in 
Dayton,  Ohio,  Dr  Terlizzi  special- 
izes in  highrisk  obstetrics. 

Nicholas  Tierney,  MD,  is  practic- 
ing obstetrics  and  gynecology  with 
the  Hudson  Medical  Center.  Dr 
Tierney  studied  medicine  at  the 
University  of  Minnesota  and  recently 
completed  a 4-year  residency. 

Debra  Zandt-Stastny,  MD,*  a radi- 
ologist, has  joined  the  professional 
staff  of  the  Sheboygan  Clinic.  She 
earned  her  medical  degree  from  the 
Medical  College  of  Wisconsin  in 
1982,  then  completed  an  internship 
and  diagnostic  radiology  residency 
at  the  Medical  College  of  Wisconsin 
Affiliated  Hospitals.  ♦ 


SMS  observes  Women  in  Medicine 
month;  Dr  Jackson  urges  unity 
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County  society  news 


Grant.  Beth  E.  Hothan-Zielinski, 
MD,  has  been  accepted  into  the  Grant 
County  Medical  Society. 

Green.  The  Green  County  Medical 
Society  accepted  the  following  new 
members:  Conrad  H.  Benoit,  DO; 
John  J.  Franklin,  MD;  David  G. 
Harrison,  DO;  Mark  W.  Kimpel,  MD; 
Jennifer  L.  Ney,  IX);  Indal  M. 
Seudeal,  MD;  Daniel  Louis  Lavoie, 
MD;  and  Daniel  J.  Resop,  MD. 

La  Crosse.  The  following  physi- 
cians have  been  approved  for 
membership  in  the  La  Crosse  County 
Medical  Society:  Mark  C.  Austin, 
MD;  Scott  D.  Beede,  MD;  Frederick 
K.  Hilton,  MD;  Brenda  J.  Hurtt,  MD; 
Douglas  N.  Kirkpatrick,  DO; 


Christine  M.  Leitgen,  MD;  Gerald  P. 
Loushin,MD;  John  F.  Merchlewitz, 
MD;  Frederick  D.  Ott,  MD;  Susan  M. 
Tiona,  MD;  Kevin  W.  Unger,  MD; 
and  Joseph  P.  Vandenberg,  MD. 

Marathon.  The  Marathon  County 
Medical  Society  accepted  Andrew 
Todd  Saterbak,  MD,  into  member- 
ship. 

Outagamie.  Applications  for  mem- 
bership in  the  Outagamie  County 
Medical  Society  have  been  approved 
for  Stephen  K.  Alt,  MD;  Deidre  J. 
Anderson,  MD;  Tee  S.  Campioa  MD; 
Alessandra  M.  Gadsby,  MD;  Joseph 
R.  Lam,  MD;  Elizabeth  M.  Mitchell, 
MD;  Jean  M.  Peliska,  MD;  and  Brian 
D.  Schreiber,  MD. 


Shawano.  Kathleen  M.  Qualheim- 
Trevino,  MD,  and  David  R.  Rushlow, 
MD,  have  been  elected  to  the  Sha- 
wano County  Medical  Society. 

Waukesha.  The  following  physi- 
cians have  been  approved  for 
membership  in  the  Waukesha 
County  Medical  Society:  Paul  A. 
Angermeier,  MD;  Mark  E.  Berndt, 
MD;  Kent  D.  Braunschweiger,  MD; 
Dennis  Cross,  MD;  Mary  L.  Geralts, 
MD;  James  R.  Holmberg,  MD;  Paul 
E.  Mannino,  MD;  Kevin  L.  O'Hallo- 
ran,  MD;  Samir  S.  Sabnis,  MD;  De- 
bora J.  Sportiello,  MD;  Randal  L. 
Vosters,  MD;  and  Rachel  L.  Weider- 
hold,  D0.4« 


Solutions  to  the  puzzle  on  page  518 


WISCONSIN 

Premier  M/S  group  seeks  BC/BE 
medical  oncologist.  Practice  features 
includes: 

• Income  potenial  $200K  plus 

• Excellent  surgical/radiation  therapy 
services 

• Expanding  hospice  program 

• Well-trained  staff  dedicated  to  quality 
patient  care  and  education 

• Competitive  guarantee  & benefits 

• Strong  economic  climate 

For  more  information  contact: 

Jane  Vogt 

222  S.  Central,  Suite  700 
St.  Louis,  MO  63105 
Fax:  314-726-3009 
1-800-765-3055 
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SMS  program  on  POs/PHOs  to  discuss  changes  in 
health  care  marketplace 


The  sms  will  host  a confer- 
ence, "Wisconsin  Medicine  in 
Transition,"  Oct  1-2  in  Pewaukee  to 
provide  physicians  with  informa- 
tion on  practice  alternatives  in  the 
evolving  health  care  marketplace 
including  clinic  mergers,  hospital 
acquisitions,  POs,  PHOs,  IPAs  and 
clinics  without  walls. 

The  AMA  will  present  the  first 
portion  of  the  seminar  Oct  1,  from  5 
to  9 p.m.,  titled,  "Strategies  for 
Change."  The  workshop  will  intro- 
duce physicians  to  the  concepts, 
trends  and  practice  management 
techniques  involved  in  managed 
care.  The  workshop  includes  a ques- 
tionnaire that  will  help  physicians 
evaluate  their  practices  and  explore 
opportunities  in  the  local  health  care 
arena.  Connie  Henderson-Damon, 
president  of  Henderson  Damon  & 
Associates,  will  be  a featured 
speaker.  Her  corporate  objective  is 
specifically  to  address  the  business 
and  marketing  concerns  of  health 
care  professionals.  She  combines  a 
broad  base  of  knowledge  about  the 
health  care  environment  with  more 
than  20  years  of  "hands-on"  experi- 
ence in  the  health  care  field.  A past 
program  director  for  the  AMA's  De- 
partment of  Practice  Management, 
Henderson-Damon  has  been  widely 
consulted  and  quoted  by  the  Ameri- 
can Medical  News,  Medical  Economics, 
and  other  prominent  medical  prac- 
tice publications.  She  has  made  pres- 
entations before  the  American  Acad- 
emy of  Family  Physicians,  the 
American  Society  of  Internal  Medi- 
cine and  numerous  state  and  county 
medial  societies. 

The  second  part  of  the  seminar 
will  follow  the  next  morning  with 
presentations  by  the  SMS  and  the 
Quarles  and  Brady  Health  Law 
Group.  The  Oct  2 session  will  begin 
with  an  overview  of  structures  for 
the  delivery  of  physician  services. 


followed  by  a discussion  of  new 
vehicles  for  professional  liability 
insurance.  Three  break-out  sessions 
will  be  offered,  each  at  three  times. 
Break-out  session  topics  include: 
PHO's  hospital  physician  joint  ac- 
tivity; fully  integrated  models  in- 
cluding physician  service  delivery 
in  hospital-owned  clinics;  and  phy- 
sician organizations.  POs/PHOs 
provide  the  potential  to  preserve 
and  strengthen  physician  autonomy, 
including  that  of  solo  practitioners, 
in  the  rapidly  changing  medical 


practice  environment. 

The  Wisconsin  Medicine  in  Tran- 
sition seminar  will  be  held  at  the 
Country  Inn  in  Pewaukee.  Registra- 
tion is  $125  for  members  and  $199 
for  non-members.  To  register,  use 
the  form  inserted  in  the  Aug  18  Medi- 
gram  or  send  your  name,  address, 
telephone  number  and  payment  to: 
Wisconsin  Medicine  in  Transition, 
State  Medical  Society  of  Wisconsin, 
PO  Box  1109,  Madison,  WI  53701. ♦ 


SURGEONS:  COULD  YOU 
USE  AN  EXTRA  $9,000? 

If  you’re  a resident  in  surgery,  the  Army  Reserve  will 
pay  you  a yearly  stipend  which  could  total  in  excess  of 
$9,000  in  the  Army  Reserve’s  Specialized  Training 

Assistance  Program 
(STRAP). 

You  will  have 
opportunities  to  contin- 
ue your  education  and 
attend  conferences, 
and  we  will  be  flexible 
about  scheduling  the 
time  you  serve.  Your 
immediate  commitment  could  be  as  little  as  two  weeks  a 
year,  with  a small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a minimum 
amount  of  service.  Find  out  more  by  contacting  an  Army 
Reserve  Medical  Counselor.  Just  call: 

CALL  COLLECT  414-771-5438 

ARMY  RESERVE  MEDICINE. 

BE  ALL  YOU  CAN  BE7 


546 


Wisconsin  Medical  Journal  • September  1993 


Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.<» 


Apte,  Upendra  Shankar,  MD,  died 
on  July  19, 1993  in  Milwaukee.  Dr. 
Shankar  was  educated  in  India  and 
came  to  the  United  States  in  1959. 
He  was  an  emergency  room  physi- 
cian at  T rinity  Memorial  Hospital  in 
Cudahy  from  1968  to  1991.  He  also 
had  his  own  practice  as  a family 
physician  at  South  Shore  Family 
Medical  Ltd.  for  the  past  seven  years. 
He  received  the  Franciscan  Values 
Award  for  service  from  Trinity 
Memorial  Hospital  several  years  ago. 
Survivors  include  his  wife,  Paula; 
one  son,  Andrew  of  Milwaukee;  and 
his  daughter,  Angela,  of  Shorewood. 
He  is  also  survived  by  two  brothers 
and  three  sisters. 

Bourne,  N.  Warren,  MD,  died  on 
July  25, 1993  in  Milwaukee.  He  was 
bom  on  February  2,  1899  in  Ham- 
burg, New  York.  He  received  his 
medical  degree  from  the  University 
of  Michigan  Medical  School  in  1922. 
He  served  his  internship  and  resi- 
dency at  the  University  of  Michi- 
gan. Dr.  Bourne  was  a Diploma te  of 
the  American  Board  of  Urology  and 
a Fellow  of  the  American  College  of 
Surgeons.  He  was  an  associate  clini- 
cal professor  emeritus  of  the  Medi- 
cal College  of  Wisconsin  and  was  a 
member  of  the  State  Medical  Soci- 
ety, Medical  Society  of  Milwaukee 
County  and  the  American  Medical 
Association.  He  served  as  president 
of  the  North  Central  Section  of  the 
American  Urological  Association, 
the  Milwaukee  County  Medical 
Society,  the  Milwaukee  Surgical 
Society,  the  Wisconsin  Urological 
Society,  the  Milwaukee  Urological 
Society,  and  the  Milwaukee  Acad- 
emy of  Medicine.  He  was  chief  of 
staff  of  Milwaukee  Children's  Hos- 
pital from  1956-1958  and  was  a 
member  of  the  attending  staff  of  Lu- 
theran and  Columbia  Hospitals.  He 
was  also  a member  of  the  Milwau- 
kee Urological  Society.  Dr.  Bourne 


is  survived  by  two  sons;  Dr.  Richard 
B.  Bourne  and  Dr.  Charles  W. 
Bourne. 

Dean,  Frank  Karstens,  MD,  died  on 
July  26,  1993  in  Madison.  He  was 
the  son  of  Dr.  Joseph  Dean,  founder 
of  the  Dean  Clinic,  and  Minnie 
Karstens  Dean.  He  was  born  on 
January  4,  1909.  He  attended  the 
University  of  Wisconsin  Medical 
School  and  graduated  from  North- 
western University.  He  interned  at 
St.  Joseph's  Hospital  in  Chicago.  He 
served  in  the  Pacific  with  the  U.S. 
Navy  during  World  War  II  and  won 
five  battle  stars  and  held  the  rank  of 
lieutenant  commander  when  he  was 
discharged.  He  joined  the  staff  of 
the  Dean  Clinic  in  1935,  where  he 
practiced  medicine  until  1971.  He 
was  chief  of  staff  at  St.  Mary's  Hos- 
pital from  1957  to  1959,  and  was  a 
member  of  the  Dane  County  Medi- 
cal Society,  State  Medical  Society, 
and  American  Medical  Association. 
He  is  survived  by  two  sons,  Thomas 

J.  Dean  of  Tokyo,  Japan,  Jeffrey  M. 
Dean  of  Madison;  and  two  grand- 
children, Margaret  Dean  and  Frank 

K.  Dean  II  of  Swarthmore,  Pennsyl- 
vania. 

Erwin,  Constance  R.,  MD,  died  on 
July  12,  1993  at  the  age  of  67.  Dr. 
Erwin,  of  Elm  Grove,  was  one  of  six 


women  who  graduated  in  the  class 
of  1951  from  the  School  of  Medicine, 
University  of  Oklahoma.  She  served 
her  internship  at  Harris  Hospital, 
Fort  Worth,  Texas,  and  her  residency 
at  the  Milwaukee  County  Hospital. 
She  was  a physician  in  the  Maternal 
and  Child  Care  Division  of  the  Mil- 
waukee Health  Department  from 
1952-1956,  an  active  staff  member  of 
the  Milwaukee  County  Institutions 
from  1959-1964,  Chief  Radiologist 
at  Memorial  Hospital,  Oconomowoc 
from  1960-1975.  She  was  staff  radi- 
ologist at  Wood  Veterans  Admini- 
stration Center  and  adjunct  profes- 
sor at  the  Medical  College  of  Wis- 
consin from  1974  to  1990.  She  was  a 
member  of  the  Wisconsin  Radiologi- 
cal Society,  the  Wisconsin  Roentgen 
Ray,  the  Radiological  Society  of 
North  America  and  a past  member 
of  the  State  Medical  Society.  Dr. 
Erwin  is  survived  by  a son,  Chesley 
P.  Erwin,  Jr.,  Brookfield;  a daugh- 
ter-in-law,  Karen  L.  Erwin;  a daugh- 
ter, Susan  D.  Erwin,  Burbank,  Cali- 
fornia, a brother,  Eugene  F.  Raab, 
Oklahoma  City;  and  former  hus- 
band, Chesley  P.  Erwin,  M.D., 
Wauwatosa,  and  one  grandchild, 
Christian  Philip. 

Jacobsen,  Arthur  J.,  MD,  of  Arbor 
Vitae,  died  on  July  10, 1993.  He  was 
Continued  on  next  page 
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Continued  from  preceding  page 
bom  on  September  20,  1925,  in 
Racine.  He  served  in  the  U.S.  Army 
after  graduating  from  high  school. 
Following  his  discharge,  he  attended 
Marquette  University  School  of 
Medicine.  He  interned  at  Mercy 
Hospital  in  Janesville  for  one  year, 
before  returning  to  Racine  for  his 
general  practice.  He  served  a resi- 
dency in  urology  at  the  VA  Hospital 
in  Wood  and  practiced  as  a urolo- 
gist in  Racine  from  1961-1975.  He 
was  a member  of  the  Commission 
on  Peer  Review  for  the  State  Medi- 
cal Society,  president  of  the  Racine 
County  Medical  Society  in  1968, 
President  of  the  Wisconsin  Chapter 
of  the  American  College  of  Surgeons 
in  1984,  and  a member  of  the  Board 
of  Tmstees  of  the  Lincoln  Lutheran 
Home  in  Racine.  He  moved  to  the 
Northwoods  and  joined  the  staff  at 
the  former  Lakeland  Medical  Asso- 
ciates, Ltd.  He  was  a counselor  to 
the  North  Central  District  Review 
Council  for  WISPRO,  president  of 
the  Medical  Staff  of  Howard  Young 
Medical  Center,  as  well  as  a member 
of  the  Board  of  Directors.  Survivors 
include  his  wife,  Phyllis  of  Arbor 
Vitae;  three  sons,  Kai  of  Hazelhurst, 
Eric  of  Cary,  N.C.,  Paul  of  Milwau- 
kee; two  daughters,  Gayle  Hocking 
of  Wausau  and  Amy  Jacobsen  of 
Cary,  N.C.;  five  grandchildren;  one 
brother;  nieces  and  nephews. 


Kohn,  Albert  M.,  MD,  Park  Ridge, 
died  on  June  30,1993.  He  was  born 
January  6,  1925  in  Milwaukee.  He 
graduated  from  Marquette  Univer- 
sity Medical  School  in  1947.  He 
served  in  the  ROTC-Navy  from  1943- 
1946,  and  was  a captain  in  the  U.S. 
Air  Force  from  1951  to  1953,  sta- 
tioned at  Fort  Steward,  Tennessee. 
After  his  discharge,  he  completed 
his  residency  in  radiology  at  St.  Jo- 
seph's Hospital  in  Milwaukee.  In 
1956,  he  joined  Dr.  R.H.  Sanders  in 
serving  the  radiology  departments 
at  both  St.  Michael's  Hospital  in 
Stevens  Point  and  Riverview  Hos- 
pital in  Wisconsin  Rapids.  He  re- 
tired in  December  1985.  Dr.  Kohn 
was  one  of  the  founders  of  the  Cen- 
tral Wisconsin  Radiologists  and  the 
Stevens  Point  Area  Health  Founda- 
tion and  was  an  active  member  of 
the  Portage  County  Medical  Soci- 
ety. He  was  a member  of  the  State 
Medical  Society,  the  American 
Medical  Association,  and  the  Ameri- 
can College  of  Radiology.  He  is 
survived  by  his  mother;  three  sons, 
Robert,  Rochester,  Minn.,  James  of 
Orland  Park,  111.,  and  Thomas  of 
Eau  Claire;  five  daughters,  Diane 
and  Margaret  Kohn,  and  Amy  Jo 
Barhite,  all  of  Park  Ridge;  Kitty  Kohn, 
Arden  Hills,  Minn.,  and  Patricia 
Benoit,  Niceville,  Fla.;  and  five 
grandchildren. 


Locher,  Roland  H.,  MD,  died  on 
June  25, 1993  in  La  Crosse.  He  was 
born  on  June  12, 1935,  and  received 
his  undergraduate  and  medical 
degree  from  the  University  of  Wis- 
consin-Madison.  Following  an  in- 
ternship at  St.  Luke's  Hospital  in 
San  Francisco,  he  served  two  and 
one-half  years  as  a medical  officer 
with  the  Air  Force  in  Istanbul,  Tur- 
key. He  returned  to  the  University 
of  Wisconsin  to  complete  his  resi- 
dency in  radiology.  He  joined  the 
Gundersen  Clinic  in  1968.  Dr.  Locher 
was  chairman  of  the  radiology  de- 
partment from  1980  to  1990.  He  was 
clinical  assistant  Professor  of  Radi- 
ology at  the  University  of  Wiscon- 
sin-Madison.  He  was  president  of 
the  Wisconsin  Radiology  Society  in 
1986  and  was  elected  a Fellow  of  the 
American  College  of  Radiology  in 
1989.  He  is  survived  by  his  wife, 
Sandra,  three  sons;  Dr.  Eric  H. 
Locher,  Milwaukee,  Christian  H.  and 
Matthew  R.  Locher  of  La  Crosse;  his 
mother,  one  brother,  his  grand- 
daughter, Stephanie,  and  daughter- 
in-law,  Ytcher. 

McCabe,  John  O'D.,  MD,  died  on 
July  5, 1993  at  St.  Joseph's  Hospital 
in  Milwaukee.  He  graduated  from 
Marquette  University  in  1936  and 
served  his  internship  at  the  Milwau- 
kee County  Hospital.  His  residency 
took  place  at  the  Research  and 
Educational  Hospital  of  the  Univer- 
sity of  Illinois,  Chicago.  Dr.  McCabe 
served  in  the  U.S.  Army  from  1941- 
1946.  He  practiced  orthopedic  sur- 
gery at  St.  Joseph's  Hospital  from 
1946  until  his  retirement  in  1983.  He 
was  head  of  the  orthopedic  depart- 
ment from  1962  to  1979.  He  was 
Associate  Professor  of  Orthopedic 
Surgery  at  the  Marquette  Univer- 
sity School  of  Medicine  from  1959 
until  1984.  Dr.  McCabe  was  a 
member  of  the  Clinical  Orthopedic 
Society,  American  Academy  of 
Orthopedic  Surgeons,  the  Midwest 
Orthopedic  Society,  the  Wisconsin 
Orthopedic  Society,  the  State  Medi- 
cal Society,  and  the  Medical  Society 


Physician  comments  needed  to 
save  Milwaukee  HPSA 

The  sms  urges  physicians  in  the  inner  city  west  Milwaukee  HPSA 
area  to  immediately  return  the  questionnaire  they  recently  re- 
ceived regarding  their  practice.  The  HPSA  designation  for  this  area  is 
in  danger  of  lapsing  at  the  end  of  1993.  The  designation  has  been  based 
on  the  high  percentage  of  indigent  care  in  this  area.  Without  support- 
ing data  from  physicians,  it  may  be  lost.  The  SMS  is  assisting  the 
Wisconsin  Primary  Health  Care  Association  in  gathering  data  needed 
to  preserve  the  designation.  All  information  will  be  kept  confidential. ♦ 
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of  Milwaukee  County.  He  is  sur- 
vived by  his  wife,  Carolyn;  his  chil- 
dren, Michael  J.  McCabe,  Joan  M. 
Bruce,  Jeffrey  J.  McCabe,  Patrick  S. 
McCabe,  Daniel  M.  McCabe;  and  six 
grandchildren. 

Schoenkerman,  Bert  B.,  MD,  died 
July  22, 1993.  He  was  born  on  March 
23,  1915.  He  received  his  medical 
degree  from  Marquette  University 
and  served  his  internship  at  Mt.  Sinai 
Hospital  in  Milwaukee.  His  resi- 
dency was  served  at  the  Northwest- 
ern University  Medical  Clinic.  An 
allergist  and  immimologist,  he  was 
in  private  practice  for  52  years.  He 
was  honored  by  the  State  Medical 
Society  for  fifty  years  of  service  in 
1988.  He  was  a past  president  of  the 
American  Academy  of  Allergy  and 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

* Boyken,  Mark  Edward 

* Brower,  Annette  A. 

* Bush,  Curtis  Wells 

* Clanfield,  William  Kent 

* Clemence,  James  Allen 

* Damon,  Richard  Alan 

* DeSmet,  Arthur  August 

* Dickman,  James  Joseph 

* Donovan,  Timothy  Jay 

* Fischer,  Markham  Jerome 

* Galamyk,  Ihor  Anton 

* Gersch,  George  Peter 
*Graebner,  Robert  William 

* Hemmy,David  Christian 

* Hoffmann,  David  Martin 

* Holler o,  Numeriano 


Immunology,  a member  of  the 
American  College  of  Allergists,  the 
Chicago  Allergy  Society,  the  Wis- 
consin Allergy  Society,  and  the  In- 
ternational Congress  of  Allergy  and 
Immunology.  He  was  a member  of 
the  American  Medical  Association 
and  the  State  Medical  Society.  He 
taught  at  Marquette  Medical  School 
and  the  Medical  College  of  Wiscon- 
sin. Survivors  include  his  wife, 
Evelyn;  his  son,  Bert  B.  Schoenker- 
man, Jr.,  MD,  of  Thousand  Oaks, 
California;  his  daughter,  Bari  L. 
Turner,  of  Scottsdale,  Arizona,  and 
four  grandchildren. 

Uszler,  Louis  B.,  MD,  died  on  July 
13,  1993  in  Milwaukee.  He  gradu- 
ated from  Marquette  University 
Medical  School,  currently  known  as 


the  Medical  College  of  Wisconsin, 
and  interned  at  St.  Joseph's  Hospi- 
tal. Dr.  Uszler  had  a family  practice 
for  52  years,  retiring  in  1988.  He 
began  his  career  at  St.  Joseph's 
Hospital  and  went  to  St.  Francis 
Hospital  in  the  mid  1950's.  He  was 
chief  of  staff  at  St.  Francis  from  1 968- 
1969.  He  was  a charter  fellow  of  the 
American  Academy  of  Family  Phy- 
sicians in  1947  and  was  a 50-year 
member  of  the  American  Medical 
Association.  He  was  also  a regis- 
tered pharmacist,  having  received 
his  full  papers  by  age  21.  He  be- 
longed to  Alpha  Kappa  Kappa 
Medical  Fraternity.  Survivors  in- 
clude his  wife,  Irene;  one  daughter, 
Barbara  Poulos,  of  Concord,  Massa- 
chusetts; two  sisters;  and  three 
brothers. <• 


* Huelsmann,  Cynthia  Marie 

* Janssen,  Gary  James 
Johnson,  Gregory  Alan 

* Kresge,  Dean  Grant 

* Krohn-Gill,  Kathryn  Ann 

* Maassen,  Stephen  James 
Marden,  Philip  Manuel 
Mikus,  Mary  Ann 

* O'Connor,  Thomas  Anthony 

* O'Neill,  Michael  John 

* Palay,  Howard  Jerome 

* Rodriguez,  Generoso  N. 

* Roenning,  George  Harlan 

* Sallis,  Douglas  Arnold 

* Sanchez,  Armando 

* Stastny,  William  Joseph 
Stedje,  Susan  Erwin 

* Straub,  Robert  Harold 

* Strobusch,  Alan  Dean 

* Stuntz,  Edgar  Cheadle 

* Vangor,  Donald  William 

* Wagner,  Marvin 

* Wallace,  James  J. 

* Warffuel,  Morgan  Ernest 

* Zondag,  Tuenis  Dowe  ❖ 


The  power 
to  become. 


Give  the  power  to  beeome. 
Support  Easter  Seals. 
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More  than  anyone  else,  \ OU  have  the  power  to  convey 
the  iinportanee  of  inammoj^raphy  to  yonr  patients. 

\\  hih*  reffiilar  mannnofjrains  are  important  for  women 
over  40,  the  risk  of  hreast  eaneer  increases  with  ajic,  so 
it  heeomes  critically  important  that  all  women 
over  .50  have  a mammofjram  every  year. 

Annual  mammograj)hy  is  erneial  for  early  detection  and 
intervention — it  is  a woman’s  only  true  })roteetion. 

Yet  too  many  women  are  not  hearing;  this  messajic. 

So  no  matter  what  yonr  specialty,  the  American  Cancer 
Society  needs  yon  to  recommend  an  annual  mammog;ram 
for  every  woman  over  .50. 

Take  the  first  step. 

Call  1-800-ACS-2.545  for  information  and  literature  that 
can  help  yon  make  an  impact. 


EXDKISE  YOUR  POWER  TO  SAVE  LIVES. 


EVERY  YEAR  AFTER  50 


AAAERIOXN 
VC/XNCER 
f SOQETY* 


A Public  Service  of 
This  Publication 


FACULTY  NEEDED  IMMEDIATELY 
- SOUTHERN  WISCONSIN  FAMILY 
PRACTICE  RESIDENCY  PROGRAM 
The  Southern  Wisconsin  Family  Prac- 
tice Residency  Program  (SWFPRP)  is 
currently  seeking  one  full-time  board 
certified  family  physician  to  join  our 
community-based  6-6-6  residency  pro- 
gram. Developing  the  obstetrics  and 
procedural  training  curriculum  will  be 
important.  Responsibilities  include 
teaching  residents,  patient  care  includ- 
ing obstetrics,  and  scholarly  activities. 
An  attractive  call  schedule  is  offered. 
Compensation  is  negotiable,  and  gener- 
ous fringe  benefits  are  offered.  Janesville 
is  a family-oriented  community  of  53,000 
located  in  southern  Wisconsin  offering 
the  security  of  small-town  living  with 
proximity  to  major  metropolitan  areas. 
All  qualified  applicants  considered.  Po- 
sition will  remain  open  until  filled.  Need 
is  immediate  and  starting  date  is  flex- 
ible. Address  CV  and  letter  of  applica- 
tion to  Gregory  L.  Darrow,  M.D.,  Direc- 
tor, Southern  Wisconsin  Family  Practice 
Residency  Program,  849  Kellogg  Ave- 
nue, Janesville,  Wisconsin,  53546. 

9/93;TFN 

SOUTHERN  WISCONSIN  - Well-es- 
tablished clinic  is  expanding  Family  Prac- 
tice Division.  Practice  options  include: 
full  range  clinical  services;  or  satellite 
office;  or  Urgent  Care.  Busy  practice. 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


salary  guarantee.  Contact  Laura  Hays, 
800-765-3055,  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105,  Fax  314-726-3009. 

9-10/93 

WISCONSIN:  Family  practitioner 

needed  by  a growing  practice  of  a four 
physician  group  in  a friendly  rural 
community  in  Northeast  Wisconsin  near 
Green  Bay.  This  is  an  excellent  opportu- 
nity to  join  an  established  organization. 
Highly  competitive  salary  with  benefits. 
Please  contact:  Artwich  Clinic,  Oconto 
Falls,  Wisconsin  54154.  9/93-4/94 

UNIVERSITY  OF  MINNESOTA,  PHY- 
SICIAN POSITION  Boynton  Health 
Service,  a multi-specialty  outpatient 
facility  affiliated  with  University  of  Min- 
nesota Hospital  and  Clinic,  is  seeking 
two  primary-care  physicians.  Join  our 
primary  care  practitioners  and  special- 
ists in  servicing  a diverse  population 
including  50,000  students,  faculty  and 
staff.  These  academic  professional  ap- 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
OB/GYN 


Single  and  mulU-specially,  and  solo 
opportunities  available. 

Wisconsin  New  York 

Ohio 

Nebraska  Illinois 

For  additional  information  please  call 
1.800-243-4353  or  414-241-9500 

Strelcheck  &r  AssociAiES,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon.WI  53092 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

9-10/93 


— Clussiji^cd  cids 

pointments  require  a M.D./D.O.  degree, 
BC.BE  in  primary-care  specialty,  and 
Minnesota  licensure.  Must  have  a broad 
range  of  medical  abilities  and  relate  well 
with  an  educated,  health-conscious  cli- 
entele. Expertise  in  urgent  care  is  highly 
desired.  Excellent  salary  commensurate 
with  training  and  experience.  Work 
schedule  includes  precepting  for  inpa- 
tient work  including  deliveries.  A4- 
1/2  day  work  week  is  negotiable.  Out- 
standing benefits  include  a generous 
academic-status  retirement  program; 
paid  professional  liability  insurance; 
health,  dental  and  disability  coverage; 
and  CME  and  teaching  opportunities. 
Review  of  applications  will  begin  on 
September  30  and  will  continue  until  the 
position  is  filled.  Please  send  resume 
and  three  letters  of  reference  to:  Boynton 
Health  service,  Donald  Severson,  M.D., 
Chair,  Physician  Search  Committee,  410 


ORTHOPEDIC  SURGEON 

CHIRON,  LTD.,  the  largest  pro- 
vider of  Independent  Medical 
Evaluations  (IME's)  in  Wiscon- 
sin, seeks  a board  certified  ortho- 
pedic surgeon  to  join  our  staff 
full-time  in  providing  IME's  of 
injured  individuals  at  various 
clinic  sites  in  Wisconsin.  Under 
the  direction  of  James  M.  Huffer, 
MD,  Orthopedic  Surgeon,  Chi- 
ron offers  an  excellent  opportu- 
nity to  remain  active  without 
the  responsibilities  of  a surgical 
practice.  Chiron  offers  an  excel- 
lent financial  package. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD. 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
or  call  608-231-3030 


CHIRON 


The  Rehabilitation  Experts 

8/93-1/94 
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Physicians  Exchange 

Continued 

Church  Street,  S.E.,  Minneapolis,  MN 
55455,  (612)624-2993.  The  University  of 
Minnesota  is  an  equal  opportunity 
employer.  9/93 

FAMILY  PRACTICE  PHYSICIAN 
needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with 
service  area  of  40,000,  located  on  the 
doorstep  of  Wisconsin's  fabulous  lake 
country.  Practice  medicine  in  a small 
family-oriented  community  within  two 
hours  of  Minneapolis/St.  Paul.  Com- 
petitive salary  and  excellent  fringe  pack- 
age. Send  CV  to  James  A.  Volk,  M.D., 
Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI 54702-3217;  ph  715-836-8552. 

9-11/93 


PHYSICIAN 

Tired  of  night  and  weekend  hours? 
Like  more  control  over  your  cal- 
endar? Then  consider  this  oppor- 
tunity for  Associate  Medical  Di- 
rector with  Aid  Association  for 
Lutherans  (AAL). 

Your  responsibilities  will  include 
providing  professional  consulta- 
tion for  underwriting  and  claims 
services.  You  will  also  have  the 
opportunity  to  make  a difference 
in  preventive  medicine  for  AAL's 
4,000  employees. 

AAL  is  the  nation's  leading  frater- 
nal benefit  society  with  over  $65 
billion  of  life  insurance  force.  We 
offer  an  excellent  benefit  program 
in  a modern,  smoke  free  environ- 
ment. Our  location  is  Appleton, 
WI,  a mid-size  community  offer- 
ing an  outstanding  family  envi- 
ronment and  an  excellent  quality 
of  life. 

Board  certification  in  internal 
medicine  or  family  practice  is 
preferred. 

Send  your  resume  to: 

Human  Resource  Services 
Aid  Association  for  Lutherans 
Appleton,  WI  54919 

9/93 


BEAUTIFUL  NORTHWESTERN  ILLI- 
NOIS: Seeking  primary  care  physicians 
- family  practice  or  internal  medicine  - to 
staff  quiet,  low-volume  emergency  de- 
partment in  50-bed  hospital  in  growing 
community.  Near  to  Chicago  amenities. 
Excellent  pay  and  benefits.  Supportive 
medical  staff  and  administration  and 
well-trained,  pleasant  nursing  staff. 
Contact  Michael  Parker,  MD,  (815)395- 
5261,  Saint  Anthony  Medical  Center,  5666 
East  State  St.,  Rockford,  IL  61108-2472. 

9-10/93 

BIG  CITY  STYLE  AND  SMALL  TOWN 
HOSPITALITY  sums  up  our  commu- 
nity very  well.  If  you  are  a family  prac- 
tice physician  interested  in  rural  family 
medicine,  working  in  a modern  clinic 
attached  to  a small  acute  care  hospital, 
hunting,  ranching,  rodeos,  the  outdoors, 
paleontology,  and  a better  place  in  which 
to  work  and  raise  a family,  we  would 
like  to  get  together  to  discuss  what  we 
can  offer  each  other.  Please  write  or  call 
for  more  information:  Administrator, 
St.  Luke's  Tri-State  Hospital  and  South- 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
workweek.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

9/93 


west  Medical  Clinic,  Drawer  C,  Bow- 
man, ND  58623,  Tele:  (701)523-5265. 
Thank  you.  9-10/93 

WATERTOWN,  WISCONSIN.  Unique 
practice  opportunity  for  an  outstanding 
family  physician.  Single-specialty  FP 
clinic  with  4 BC  family  physicians  seek- 
ing a fifth  BE/BC  family  physician  in 
rural  community  located  between  Madi- 
son and  Milwaukee.  OB  optional.  Guar- 
anteed first  year  salary  with  production 
incentives.  Excellent  benefits  including 
4 weeks  vacation/ CME  time.  Less  than 
one  mile  from  acute  care  hospital  with 
excellent  services.  Excellent  schools. 
Great  place  to  raise  a family.  Variety  of 
outdoor  activities.  If  interested,  send 
CV  to:  M.  L.  Chin,  M.D.,  Medical  Asso- 
ciates of  Watertown,  S.C.,  1507  Doctors 
Court,  Watertown,  WI  53094.  9/93 

Located  in  beautiful,  scenic  North  Cen- 
tral Wisconsin,  a hospital  with  full  an- 
cillary and  support  services  offers  the 
opportunity  to  practice  internal  medi- 
cine in  existing  clinics  or  independent 
group.  Enjoy  the  benefits  of  small  town 
quality  of  life,  rich  in  recreational  areas, 
strong  in  community  support,  with  a 
nationally  recognized  school  system. 


PPS  for  PSP-' 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791«  Brookfield,  WI  53008-0791 

1-800-747-0606  (4 14)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-specialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  wirtning  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8480,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703.  2-12/93 
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Easy  access  to  metropolitan  areas. 
Competitive  income  guarantee.  For  more 
information,  contact:  Michael  Hammer, 
715-539-2161  or  J.H.  Martens,  M.D.,  715- 
536-8671,  601  South  Center  Avenue,  Mer- 
rill, WI  54452.  8-9/93 

OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
Pediatrics,  Internal  Medicine,  Emergency 
Medicine,  OB/GYN,  Child  Neurology, 
Rheumatology,  and  Otolaryngology. 
Mercy  Medical  Center  has  an  active 
medical  staff  of  130  physicians  in  all 
medical  specialties.  Oshkosh  is  an  at- 
tractive community  of  55,000  people, 
located  on  the  shores  of  Lake  Winne- 
bago and  in  the  heart  of  Wisconsin's 
beautiful  Fox  River  Valley  (metro  area  of 
350,000  people).  University  of  12,000 
students.  Competitive  financial  pack- 
ages. Contact  Christopher  Kashnig, 
Mercy  Medical  Center,  631  Hazel  Street, 
Oshkosh,  Wl  54902.  Call  414-236-2430. 
Fax  414-231-5677.  8-9/93 

BC  Internist  seeks  part-time  outpatient 
Internal  Medicine  position.  Contact  J. 
Lubens,  M.D.,  18365  Orchid  Court,  #202, 
Brookfield,  WI  53045.  (414)792-1922. 

8-9/93 


Family  Practice  physician  to  join 
8-physician  family  practice  clinic 
in  Cloquet,  Minnesota,  a commu- 
nity of  14,000  located  20  miles  from 
Duluth/ Superior.  Modern,  well- 
equipped  hospital  1 block  away, 
stable  forest  products-based  econ- 
omy, excellent  schools,  4-season 
outdoor  recreation.  First  year  sal- 
ary guarantee,  paid  malpractice, 
health  and  disability  insurance, 
vacation  and  CME. 

Send  CV  in  strictest  confidence  to; 
John  J.  Turonie,  Administrator 
The  Raiter  Clinic,  Ltd. 

417  Skyline  Boulevard 
Cloquet,  Minnesota  55720 
Telephone:  218/879-1271 

The  Raiter  Clinic,  Ltd.  is  an  equal 
opportunity  employer.  8-10/93 


PEDIATRICIAN,  BC/BE:  To  join  busy, 
well-established  general  pediatrics  prac- 
tice in  a desirable  far  northern  suburb  of 
Chicago.  This  future  partnership  op- 
portunity offers  competitive  compensa- 
tion and  benefits,  family  oriented  life- 
style, excellent  schools  and  park  district, 
and  easy  access  to  Chicago.  For  infor- 
mation, please  contact  Susan  Kilpatrick, 
Director  of  Physician  Outreach,  Condell 
Medical  Center,  900  Garfield  Ave.,  Lib- 
ertyviUe,  IL,  60048;  (708)  362-2905,  ext. 
5280.  You  may  also  simply  fax  your  CV 
and  cover  letter  to  (708)  362-1721. 

7-9/93 

CHICAGO:  NORTHERN  SUBURBS  - 
Several  members  of  the  medical  staff  of 
Condell  Medical  Center  are  seeking 
associates  for  opportunities  in  family 
practice,  internal  medicine,  and  OB/ 
GYN.  Condell  is  a progressive  commu- 
nity hospital  centrally  located  in  the 
rapidly  expanding  far  northern  suburbs 


Wiscot^sw  - Ohio  - Michigan 


Neurosurgery  Oncology 

Orthopedics — Hand  Orthopedics 

Gastroenterology  Urology 

Occupational  Medicine 

Single  and  multi-specialty  opportunities. 
Lakeshore  communities  available. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1-800-243-4353  or  414-241-9500. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  Wl  53092 


Southern  Wisconsin:  Family 

practice  and  internal  medicine 
opportunities  available  in  metro- 
politan, suburban  and  rural  areas. 
Opportunities  include  multispe- 
cialty group,  community  hospital 
network,  teaching  and  managed 
care  setting.  Each  provides  six 
figure  salary  guarantee,  full  bene- 
fit package,  excellent  call  sched- 
ule. Must  be  BE/ BC  and  commit- 
ted to  providing  quality  care. 
Contact  John  Goff  at  1-800-236- 
7688  to  have  information  on  any 
of  these  practices  sent  to  you. 

5-10/93 


of  Chicago.  Our  growing  service  area 
features  all  the  amenities  of  family  ori- 
ented suburban  living,  including  award 
winning  school  systems,  with  easy  ac- 
cess to  Chicago.  Complementing  the 
hospital's  main  complex  are  a full  serv- 
ice health  club,  intergenerational  day 
care  center,  and  a conference  center.  For 
information,  contact  Susan  Kilpatrick, 
Physician  Outreach  at  (708)  362-2905, 
ext.  5280  or  fax  materials  to  (708)  362- 
1721.  7-9/93 


INDEPENDENT  MEDICAL 
EVALUATIONS 
ALL  MEDICAL 
SPECIALTIES 

Enjoy  professional  independ- 
ence and  a profitable  practice. 
CHIRON,  LTD,  is  the  largest 
provider  of  Independent  Medi- 
cal Examinations  (IME's)  in 
Wisconsin.  Thanks  to  contin- 
ued strong  growth,  we  are  seek- 
ing experienced  board  certified 
physicians  in  all  medical  spe- 
cialties. As  an  independent 
contractor,  you  enjoy  the  free- 
dom to  work  full  or  part-time  in 
our  office  or  receive  referrals 
directly  to  your  office. 

Receive  substantial  compensa- 
tion; set  your  own  schedule;  sup- 
plement your  current  practice; 
receive  professional  and  admin- 
istrative support  services  and 
training  under  the  direction  of 
James  M.  Huffer,  MD,  Medical 
Director. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
Telephone:  608-231-3030 


CHIRON 


The  Rehabilitation  E.xperts 

8/93-1/94 
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Physicians  Exchange 

SOUTHWESTERN  WISCONSIN  50 
physician  multi-specialty  group  practice 
seeks  BC/BE  physicians  in  the  following 
disciplines;  Internal  Medicine,  Cardiol- 
ogy, Family  Practice,  OB/GYN,  Otorhi- 
nolaryngology and  General  Surgery.  No 
buy-in  costs.  Call  schedules  you  can  live 
with.  Guaranteed  income  plus  produc- 
tivity. Generous  benefit  package  includ- 
ing 5 week  vacation/ CME,  $3,500  CME 
allowance.  New  facility  scheduled  for 
completion  in  1993.  Call  or  send  C.V.  to: 
Physician  Staffing  Specialist  at;  THE 
MONROE  CLINIC,  1515  Tenth  St., 
Monroe,  WI 53566.  1-800-373-2564. 

2,4,6,8,9,10/93 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 
cine, Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 


INTERNAL  MEDICINE 
MINNESOTA 

Progressive  primary  care  based 
multispecialty  group  seeking  BE/ 
BC  internist  to  expand  existing  3 
p>erson  department.  We  are  look- 
ing for  someone  interested  in  in- 
patient as  well  as  out-patient  medi- 
cine. Subspeciality  interest  would 
be  an  advantage. 

Located  just  20  minutes  north  of 
downtown  Minneapolis,  the  area 
offers  suburban  living  with  easy 
access  to  an  unlimited  array  of 
family,  cultural,  education  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including:  paid  vacation 
and  CME;  all  insurances  paid  and 
partnership  potential  after  one 
year.  Please  respond  with  CV  to; 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

9/93 


recreational.  Northern  Michigan,  fam- 
ily-oriented community.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  John  Schon,  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49801.  800-236-3240.  9/93 

URGENT  CARE  - Board  eligible  or  cer- 
tified family  practice  physician  needed 
for  PromptCare,  walk-in  minor  emer- 
gencies facility  affiliated  with  Saint 
Francis  Medical  Center,  Peoria,  Illinois. 
Work  8-12  hour  shifts  in  modem,  subur- 
ban facility;  compensation  $55-72  per 
hour,  depending  on  qualifications  and 
benefits.  Peoria,  population  base  of 
250,000,  offers  quality  Midwestern  life- 
style; universities,  recreation,  solid  econ- 
omy. Contact  Dawn  Hamman,  Saint 
Francis,  Inc.,  4541 N.  Prospect,  Suite  400, 
Peoria,  IL  61614;  phone  800-438-3740; 
fax  309-685-1997.  9/93 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opportunities  in  family  practice,  inter- 
nal medicine  and  ob/gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportu- 
nities with  North/ University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 
cess to  Minneapolis/St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  Ifyou're  BC/ BE,  send  your  CV 
or  call  in  confidence:  Mark  Billmayer, 
North  Memorial  Medical  Center,  3300 
Oakdale  Ave.  North,  Robbinsdale,  MN 
55422.  Nationwide  and  Canada  1-800- 
275-4790.  In  the  Twin  Cities,  call  612- 
520-1336.  9-12/93 

PEDIATRICIAN,  B.C.,  OR  PEDIATRI- 
CIAN-INTENSIVIST  to  join  general  Pe- 
diatrician and  Neonatologist-Pediatri- 
cian  in  N.W.  Indiana.  Superior  schools 
and  community,  many  recreational  op- 
portunities, 50  miles  from  Chicago.  Six 
weeks  per  year  PGE  & vacation.  Early 
full  partnership.  Send  CV  and  cover 
letter  to  Doctors  Covey  and  Marquez, 
South  Ridge  Pediatric  Center,  P.C.,  Suite 
3,  2101  Comeford  Rd.,  Valparaiso,  Indi- 
ana, 46383.  3-10/93 


FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICI  AN  to  join  progressive  13-phy- 
sician group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022  (715) 
425-6701.  c9tfn/91 

MILWAUKEE  SUBURB.  Established 
and  growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opporhmity.  Positions 
available  in  internal  medicine,  family 
practice,  and  pediatrics.  Please  send  CV 
to  Administrator,  Park  Crest  Medical 
Clinic,  SC,  2665  South  Moorland  Rd, 
New  Berlin,  WI  53151.  3tfn/91 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 
internal  medicine,  urology,  oncology, 
pediatrics  and  OB/Gyn.  Competitive 
salary,  excellent  fringe  benefits.  Ad- 
dress inquiries  and  CV  to:  Medical 

Associates  Administrator,  PO  Box  427, 
Menomonee  Falls,  WI  53052-0427. 

9-12/93 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FES.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  Medical  Di- 
rector, PO  Box  3217,  Eau  Claire,  WI 
54702-321 7;  ph  71 5-836-8552.  7-9 / 93 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  Der- 
matology, Family  Medicine,  Gastroen- 
terology, Obstetrics/Gynecology,  Pedi- 
atrics, Occupational  Medicine  and  Urol- 
ogy. Large  multi-specialty  group  lo- 
cated in  central  Wisconsin.  Competitive 
salary  (incentive  after  first  year).  Com- 
prehensive benefit  package  including 
malpractice  insurance,  flexible  benefit 
plan  and  profit  sharing.  Modern  facility 
located  directly  across  the  street  from 
250-bed  acute  care  facility.  The  area  is 
ideal  for  outdoor  enthusiasts  (including 
large  downhill  ski  area)  with  outstand- 
ing cultural  activities  year  round.  Write 
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Continued 

or  call  collect  David  K.  Aughenbaugh, 
MD,  Medical  Director,  Wausau  Medical 
Center,  2727  Plaza  Drive,  Wausau,  Wis- 
consin 54401,  telephone  (715)  847-3235. 

2/93;TFN 

Medical  Meetings-Continuing 
Medical  Education 

“Applications  of  Advancing  Technol- 
ogy in  Contemporary  Hepatology"  will 
be  the  topic  of  the  Fourth  Annual  Rush 
Symposium  on  Transplantation.  The 
symposium  will  be  held  at  Rush-Presby- 
terian-St.  Luke's  Medical  Center  in  Chi- 
cago on  Wednesday,  November  3, 1993. 
Special  attention  will  be  given  to  inno- 
vative techniques  offering  the  success- 
ful treatment  of  various  liver  diseases 
and  biliary  complications  after  liver  trans- 
plantation. To  register  for  the  sympo- 
sium or  for  more  information,  please  call 
the  Transplant  Program  Physician  Rela- 
tions Coordinator  at  (312)  942-6242.  The 
registration  fee  is  $100  and  a special  rate 
of  $75  for  fellows  and  post-doctoral  stu- 
dents. 8-10/93 

AMA 

December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 

For  Sale 


BUILDING  FOR  SALE: 
Wauwatosa,  corner  50'  X 124'  lot. 
Zoned  Medical.  Currently  dental 
office  - 864  sq.  ft.  plus  2nd  floor 
apt.  Approved  for  550  sq.  ft.  addi- 
tion and  9 stall  parking  lot.  Dr. 
Scheels  eves.  414-784-7742.  tfn 


Alternative  medicine,  family  prac- 
tice for  sale.  14  years  in  Madison. 
We're  the  ones  the  1990  Harvard 
Study  on  Unconventional  Medi- 
cine {NEJM  Jan  26,  '93)  was  talk- 
ing about.  Will  train.  (608)  251- 
0050.  9-10/93 


For  Sale 

Continued 

SPECIALTY  GIFT  AND  FOOD 
STORES  (2)  Suburban  Milwaukee  and 
Airport  location.  Exclusively  Wisconsin 
products.  Also,  Milwaukee  area  corpo- 
rate accounts  and  mail  order  business. 
Available  together  or  separate.  Broker 
414-964-6593.  9/93 

WEIGHT  LOSS  CENTER.  For  Sale. 
1992  Sales  $220,000.  Strong  Franchise 
interested  in  expanding  into  Wellness 
superstore  seeks  Aerobics/fitness  per- 
son with  resources  to  expand  current 
base  by  adding  Aerobics/ fitness,  tan- 
ning, etc.  Great  potential  in  NE  Milwau- 
kee suburb.  Asking  $39,900.  Illness 
forces  sale.  Seller  financing  possible  to 
qualified  buyer.  Call  Broker  for  more 
details.  414-964-6593. 


Advertisers 


Air  Force  Medicine  534 

Air  Force  Reserve  500 

AMA  Regional  Meeting 535 

Army  Medicine  521 

Army  Reserve  546 

Broadlawns  Medical  Center  540 

Business  Associates,  Inc 539 

CES  Foundation 529 

CompHealth 498 


Stale  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS  - 1994-1995 

The  1994  meeting  will  be  in  Milwaukee 
at  the  Milwaukee  Exposition  and 
Convention  Center  and  Arena 
(MECCA)  and  the  Hyatt  Regency  as 
the  headquarters  hotel. 

1994  - April  13-16:  Milwaukee 

1995  - April  5-8:  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free:  1-800- 
362-9080. 


Advertisers 

Continued 

Eli  Lilly  and  Company  IBC 

Humulin® 

Lexus  of  Madison  537 

Marshfield  Clinic 542 

Medical  Claims  Plus 525 

Medical  Protective  Company  533 

Midelfort  Clinic  539,  545 

Northwestern  National  Life IFC 

Palisades  Pharmaceuticals,  Inc 525 

Physicians  Insurance  Company 

of  Wisconsin BC 

St.  Mary  Medical  Center 542 

Schering  Laboratories 497-498 

SMS  Insurance  Services,  Inc 523 

TransGlobal  Tours,  Inc 530 

Upper  Peninsula  Associates 

of  Rural  Health  517 

Waukesha  Memorial  Hospital  541 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling 
programs  in  conflict  with  others.  Hos- 
pitals, clinics,  specialty  societies,  and 
medical  schools  are  particularly  invited 
to  utilize  this  listing  service.  There  is  a 
nominal  charge  for  listing  of  Continu- 
ing Medical  Education  courses  at  the 
following  rates:  55  cents  per  word,  with 
a minimum  charge  of  $25.00  per  listing. 
All  listings  must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meet- 
ings will  be  included  at  the  discretion 
of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  commu- 
nications to:  Wisconsin  Medical  Jour- 
nal, Box  1109,  Madison,  WI  53701;  or 
phone  608-257-6781;  or  toU-free  1-800- 
362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  Ameri- 
can Medical  Association. 
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PREVENT 
COUCH  pm 
WMLE  THEITRE  STLL 


Now  is  the  time  to  teach  your  kids  good  habits.  Like  eating  low-fat,  low-cholesterol  foods.  And 
getting  plenty  of  exercise.  You  might  save  wear  and  tear  on  their  hearts.  And  on  your  chair. 
You  can  help  prevent  heart  disease  and  stroke.We  can  tell  you  how.  Call  1-800-AHA-USAl. 


American  Heart  Association 


This  space  provided  as  a public  service  ; 1993,  American  Heart  Association 


• t • 


Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


Humulin  (§) 

human  insulin 
[recombinant  DNA  origin ] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Anj  change  of  insulin  should  be  made  cautiously 
and  ouly  under  medical  supervision. 

* Humulin*  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 

♦Humulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


HI-791 8-B-349310  © 1993.  eli  lilly  and  company 


I 
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With  PIC,  Few  Leave 

\po(r)-'f6r-mon(t)s\  : iiccomplislimait;  effideucy;  ihe  fiilfillmail  of  a promise  or  recjiiesl.  (Webster's  dictionary') 


when  it  was  time  to  renew  their  policies  last  January  1 , more  than  98% 
of  our  insureds  stayed  with  PIC-Wisconsin.  Since  then,  hundreds  more 
Wisconsin  physicians  have  chosen  us  for  their  medical  professional 
liability  coverage. 

Why? 

It  could  be  the  $7.3  million  returned  to  our  policyholders  in  dividends 
since  1986.  Or,  the  nearly  $9  million  they've  earned  through  loss-free 
experience  and  our  risk  management  programs.  Maybe  it's  our  bare- 
knuckle stance  in  protecting  your  reputation  from  frivolous  claims. 

PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


Possibly  the  32  new  features  developed  at  our  policyholders'  request. 
Perhaps  our  stable  rates  over  the  past  five  years. 

Most  likely,  it's  all  these,  and  more. 

While  others  fall  short  of  expectations,  we  prove  our  commitment  every 
day  through  dedicated,  timely  and  personal  service.  The  loyalty  of  our 
insureds,  from  solo  practitioners  to  large  multi-specialty  clinics,  attests  to 
our  success. 

It  all  amounts  to  performance.  At  PIC-Wisconsin,  we  define  it  with  a 
capital  "P." 

8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 


uBRARY  OF  THE 

lEG£  of  PHYSlClAiN 


rri^rs  to 


Wisconsin  Medical  Jouri 


Synergy 

The  power  of  three  strengths, 

Combining  to  offer  a single  greater  strength.  SMS  Insurance  Services, 
Physicians  Insurance  Company  of  Wisconsin  and  the  State  Medical 
Society  of  Wisconsin  have  done  just  that!  This  affiliation  allows  us 
to  offer  one  of  the  most  comprehensive  and  competitive  Medical 
Professional  Liability  Insurance  packages  on  the  market. 


•SMS 


NSURANCE  SERVICES,  INC. 


Wisconsin  based  - physician  owned  and  committed  to  serving  you. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


State  Medical  Society  of  Wisconsin 
CK'er  1 50  Years  of  Caring 


SMS  Insurance  Sen/ices,  Inc.,  P.O.  Box  1109,  Madison,  WI  53701  608-257'678I  I'800'545'063I 
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President's  page 

Do  no  harm 

VIOLENCE  AND  ITS  AFTERMATH  Con- 
tinues to  pummel  our  soci- 
ety. Headlines  scream  horrifying 
tales  of  teens  who  have  murdered 
and  committed  armed  robberies; 
spouses  are  battered  and  even  killed 
in  daily  struggles  for  power  and 
control;  and  children  are  injured— 
either  directly  or  indirectly— as  a 
result  of  the  violence  in  and  beyond 
our  homes. 

October  is  domestic  violence 
month.  That  makes  it  a particularly 
good  time  for  each  of  us  to  reflect  on 
whether  we  are  indeed  doing  all  we 
can  to  stop  the  violence  that  perme- 
ates our  population.  Our  charge  as 
physicians  is  "to  do  no  harm,"  but 
have  we  forgotten  sometimes  that 
to  do  nothing  is  to  do  harm?  Have 
we  turned  away  from  something 
that  was  painful  for  us  to  face  while 
attempting  to  convince  ourselves  it 
was  better  for  everyone  if  we  did  not 
get  involved? 

The  SMS  Task  Force  on  Domestic 
Violence,  chaired  by  Past  President 
Bill  Listwan,  MD,  has  done  much  to 
increase  awareness  of  violence  is- 
sues over  the  past  18  months  and 
has  won  important  recognition  for 
the  medical  society  from  many  enti- 
ties in  the  state. 

But  there  is  still  more  to  be  done. 
The  dedicated  efforts  of  a few  can- 
not compensate  for  the  inattention 
of  the  many.  Medicine  must  play  a 
lead  role  in  what  is  clearly  an  area  of 


preventive  medicine  if  the  ripples 
are  to  be  felt  around  the  state. 

Many  Wisconsin  physicians  ap- 
parently still  doubt  that  they  see 
victims  of  violence  in  their  practice. 
Yet,  the  numbers  make  it  clear  that 
we  do  see  them— daily.  The  FBI  esti- 
mates that  an  American  woman  is 
beaten  by  her  partner  every  15  sec- 
onds. Statistics  show  that  one  in  four 
women  will  be  raped  in  their  life- 
times—many  by  intimate  partners. 
Every  day,  children  are  beaten— or 
sexually  abused— in  our  towns  and 
in  our  neighborhoods.  1 submit  that 
we  cannot  see  what  we  do  not  allow 
ourselves  to  look  for. 

All  too  often,  educational  forums 
on  domestic  violence  and  other 
abuses  that  occur  within  a family 
setting  are  poorly  attended  by  phy- 
sicians. Speakers  find  themselves 
preaching  to  a cluster  of  the  con- 
verted in  less  than  crowded  rooms. 

In  asking  physicians  to  open  their 
minds  to  the  fact  that  violence  may 
be  playing  a part  in  our  patients' 
lives,  we  are  not  being  asked  to  stop 
practicing  medicine  and  become 
social  workers.  The  resources  in  most 
communities  are  intact— usually  in- 
adequately funded  but  intact.  There 
are  battered  women's  programs  in 
nearly  every  Wisconsin  county  ready 
to  help  families  in  need. 

For  one  reason  or  another,  many 
women  and  children,  however,  do 
not  gain  access  to  this  assistance.  In 


Pauline  M.  Jackson,  MD 


some  cases,  they  may  not  know  that 
programs  are  available  to  help  them. 
Because  they  are  living  in  a high 
state  of  anxiety,  they  may  not  be 
thinking  clearly.  Many  victims  have 
been  battered  and  degraded  for  so 
long  that  they  don't  believe  their 
well-being  matters  any  more.  They 
need  someone  to  reach  out  to  them 
and  remind  them  that  no  one  de- 
serves to  live  in  fear  or  pain. 

You  can  be  the  someone  who 
expresses  concern  about  unusual 
bruises,  chest  pains,  headaches  or 
frequent  minor  "accidental"  injuries. 
Just  tell  your  patients  that  you  know 
violence  is  a concern  in  many  lives 
so  you  ask  everyone  about  it.  Then 
Continued  on  next  page 
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Continued  from  preceding  page 
ask  your  patients  point-blank  if 
someone  is  hurting  them  or  making 
them  feel  unsafe.  Or  ask  a concerned 
question  like  "Everyone  has  fights 
at  home.  What  happens  at  your 
house  when  there's  an  argument? 
Are  you  ever  afraid?" 

If  your  patient  says  she  is  being 
hurt,  offer  to  let  her  use  a telephone 
situated  in  a private  place  to  call  a 
shelter  or  battered  women's  advo- 
cate. If  your  patient  does  not  feel  it 
is  safe  for  her  to  leave  her  batterer, 
respect  her  judgment  but  encourage 
her  to  think  out  an  escape  plan  in 
case  the  violence  escalates. 

Display  posters  in  your  office- 
available  from  the  SMS  or  your  local 
battered  woman's  shelter~to  let  your 
patients  know  you  are  concerned 
about  violence  and  that  you  are  a 
safe  person  for  them  to  talk  to. 
Consider  placing  wallet-sized  cards 
with  shelter  telephone  numbers  in 


the  bathrooms  of  your  clinics  where 
women  can  pick  them  up  without 
fear  of  being  observed.  If  you  are 
interested  in  learning  more  about 
identifying  and  helping  victims  of 
violence,  consider  organizing  an  in- 
service  training  for  your  clinic— of- 
fered free  through  the  University  of 
Wisconsin-Madison  Women's  Stud- 
ies Outreach  Project.  Contact  Nancy 
Worcester  at  623  Lowell  Hall,  610 
Langdon  St,  Madison,  W1  53703. 

You  may  not  get  a response  the 
first  time  you  talk  to  a victim  about 
violence,  but  by  doing  nothing  you 
may  very  well  increase  the  potential 
for  harm  to  either  her  or  her  chil- 
dren. You  are  very  likely  to  see  the 
patient  return  again  and  again  with 
new  stress-related  complaints  or 
injuries.  There  are  strong  connec- 
tions between  spouse  abuse,  child 
abuse  and  other  violence.  Children 
in  homes  where  domestic  violence 
occurs  are  physically  abused  or  seri- 


ously neglected  at  a rate  1,500% 
higher  than  the  national  average  in 
the  general  population,  according 
to  the  National  Woman  Abuse  Pre- 
vention Project.  The  US  Senate  Judi- 
ciary Committee  says  65%  of  teens 
who  commit  murder  do  so  to  kill  the 
abusers  of  their  mothers. 

More  than  25,000  domestic  vio- 
lence cases  a year  are  reported  by 
law  enforcement  in  Wisconsin  and 
the  violence  in  our  homes  contin- 
ues. It  is  time  for  all  physicians  to 
start  asking  about  domestic  violence 
and  documenting  it.  By  stressing  to 
our  patients  that  we  believe  their 
safety  and  well-being  is  important, 
we  will  have  opened  the  door  for 
conversation  and  will  have  re- 
minded them  that  we  all  deserve  to 
be  treated  kindly.  Sometimes  all  it 
takes  to  prevent  further  injury  is  for 
one  person  to  care  enough  to  open 
the  dialogue. ❖ 


CREATE  A MEDICAL 
BREAKTHROUGH. 
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Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence 
and  victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the 
prevention  of  family  violence. 

\ iolence  among  f;uiiil\  mcMiiluTs  has  readied  staggeiing  propoilioiis.  l Aen  year  more  tlian 
2 million  cases  of  child  abuse  and  neglect  are  repoiled,  betw  een  2 and  a million  women  are 
battered  b\  their  siiouses,  and  between  ^tiO.DOO  aid  1 . 1 million  of  the  elderly  iiopiilation  are 
abused. 

rbe  .\nierican  Medical  ,\ssociation  has  loniied  .xSatioikil  Coalition  of  t’hyskians Against 
Faniity  Vioknice.  Tbroiigb  the  Coaiition  the  ,\nieiican  .Medical  .\ssociation  hopes  to  involve 
yon  in  activities  that  address  issues  ot  child  abuse,  sexiuil  a,ssii;ilt,  domestic  v iolence  aid 
elder  abuse  because  vou  have  the  unic|ue  abilitv  to  identib  the  svmptoms,  lirst-band.  Ify 
joining  [ht' Aationai  Coaiition  you  will  be  sbovvingyour  concern  about  the  effects  ol  taniily 
violence  aid  victimization,  and  will  become  a committed  advocate  vvitbin  your  communirv 
for  the  prevention  of  faiiily  violence. 

Tbrougb  the  Coaiition  vou  will; 

• be  infoniied  about  local  contacts  and  reteirals 

• become  aware  of  loc;il  aid  regional  resources 

• be  provided  with  infoniiation  regarding  model  etlucational  programs 

• become  aware  of  treatment  guidelines  aid  protocols. 

• have  access  to  newsletters,  public  education  materials  and  other  publications 

• receive  ai  ofticial  nienibersbi|i  card  and  trameable  poster  aleiling  your  patients  ot  your 
interest  in  and  concern  for  this  problem. 

llie  onlv  cost  to  you  is  your  coniiuilnient  to  help  curb  this  problem.  Simply  complete  the 
membersbip  application  tonii  below  and  mail  to  tbe  Depailmeiit  ot  Mental  Health,  Americai 
Medical  .Association,  SIS  .\.  State  Street,  Chicago,  11.  bOblO. 


Yes,  include  mv  name  in  the  Coatilinn  's  membership 

\ame 

Address 

Cit\/State/Zii)  Telephone  # 


Special  t\ 


Vuxiliarv  Member  □ les  □ No  Other 

, Area  of  interest  within  Family  Violence:  Q]  Child  Vbnse  Q Sexual  .Assault  Q Domestic  Violence 

n Fllder  Abuse  □ Other 


American  Medical  Association 

Phvsieians  dedicated  tu  the  health  uf  America 


EVP  report:  The  view  from  here 

The  best  of  times,  the  worst  of  times 


It's  interesting  to  watch  Dick- 
ens' paradox  come  to  life  in  the 
way  many  physicians  view  health 
care  reform.  It  is,  indeed,  the  best  of 
times  in  many  ways  for  medicine. 
We  have,  without  equal,  the  best 
medical  system  in  the  world.  Yet,  37 
million  Americans  have  no  health 
insurance.  The  pace  of  change  in 
medical  research  has  been  astonish- 
ing and  we  have  climbed  to  un- 
precedented heights  in  technology. 
Yet,  physicians  are  immersed  in 
mountains  of  paperwork  and 
hobbled  by  a bewildering  array  of 
rules. 

Now,  we  are  perched  on  the  brink 
of  what  may  prove  to  be  the  most 
radical  changes  in  the  life  span  of 
American  medicine.  Our  president 
recently  stood  before  Congress  and 
described  a massive  proposal  for 
health  system  reform.  President 
Clinton's  words  marked  the  end  of  a 
long  winnowing  process,  and  the 
beginning  of  what  Senator  Jay 
Rockefeller  has  called  "the  most 
gigantic  legislative  undertaking  in 
the  history  of  Congress." 

The  battle  royal  has  begun  in 
Washington.  Coalitions  are  being 
formed  and  politicians  are  scram- 
bling—each  looking  for  a chance  to 
leave  some  imprint  on  the  develop- 
ment of  the  new  health  care  system. 
The  turf  battle  is  beginning.  How 
long  will  the  turmoil  last?  One  year? 
Two  years?  No  one  knows  for  sure, 
but  House  Speaker  Thomas  Foley 
was  quoted  recently  in  the  Neiv  York 
Times  as  saying  there  is  a general 
consensus  in  Washington  that  the 
health  system  reform  plan  will  be 
completed  in  Congress  by  the  end  of 
1994. 

The  Clinton  plan  isn't  something 
you  say  "yes"  or  "no"  to— it's  like 
one  of  those  puzzles  that  has  a box 
within  a box;  You  have  to  open  every 
one  before  you  know  what  is  in  it. 
There  is  much  to  like  about  the 


Clinton  plan— some  of  which  looks 
remarkably  like  the  State  Medical 
Society's  own  Wisconsin  Care  plan 
for  health  system  reform  in  our  state. 

Under  the  Clinton  proposal,  now 
called  the  American  Health  Secu- 
rity Act,  every  American  will  be 
guaranteed  access  to  a comprehen- 
sive benefit  package,  no  matter  what. 
No  one  will  be  denied  insurance 
because  of  a pre-existing  condition, 
a sudden  illness  or  a change  in 
employment.  The  federal  govern- 
ment would  define  a guaranteed 
benefit  package  and  establish  com- 
munity rating— where  everyone  pays 
the  same  price  for  a plan,  regardless 
of  age,  sex  or  health  status. 

As  it  now  stands,  the  American 
Health  Security  Act  would  require 
each  citizen  to  have  health  insur- 
ance and  to  contribute  to  its  cost. 
Subsidies  would  be  available  for  the 
poor.  Insurance  would  be  tied  to 
employment.  All  companies  would 
be  required  to  contribute  for  work- 
ers and  their  families,  with  the 
employers  paying  80  percent  of  the 
cost  of  premiums  and  the  workers 
paying  20  percent.  Clinton  officials 
estimate  that  the  average  premium 
would  be  $1,800  a year  for  individu- 
als and  $4,200  for  families,  split  be- 
tween employer  and  employee. 
Some  unions  and  many  currently 
insured  won't  like  that. 

Like  the  governor's  Health  Care 
Partnership  plan,  to  obtain  insur- 
ance, individuals  and  companies 
would  no  longer  buy  directly  but 
would  join  large  purchasing  groups 
called  "health  alliances."  These  alli- 
ances would  present  members  with 
a choice  of  health  plans  that  all  offer 
the  same  basic  set  of  benefits. 

People  now  enrolled  in  Medicare 
would  continue  in  that  program 
under  the  Clinton  health  plan,  but 
could  later,  at  the  state's  option, 
enroll  in  regional  purchasing  alli- 
ances. 
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The  president's  prescription  calls 
for  some  new  medicine,  and  1 am 
worried  because  no  one  knows  what 
the  side-effects  may  be.  Clinton  offi- 
cials say  the  administration's  plan 
would  restrict  the  growth  of  Medi- 
care and  Medicaid  payments  to 
physicians  and  hospitals,  saving  an 
estimated  $238  billion  by  the  year 
2000.  Some  senior  citizens  groups 
have  said  they  will  fight  a stringent 
cap  on  Medicare  spending.  Reform 
won't  work  if  the  bureaucrats  set 
the  bottom  line  before  the  first  doc- 
tor sees  a patient. 

Under  the  plan,  a National  Health 
Board  would  be  created  to  oversee 
the  nation's  health  care  system  and 
set  a national  health  budget  with  the 
goal  of  limiting  the  rate  of  increase 
of  health  care  spending  to  that  of  the 
general  inflation  rate  by  1999.  Or- 
ganized medicine  has  consistently 
opposed  global  budgets,  believing 
that  mandatory  cost  controls  and 
rigid  global  budgets  will  only  lead 
to  health  care  rationing,  lesson  phy- 
sician autonomy,  and  ultimately, 
encourage  deficit  spending. 

Will  the  Clinton  plan  provide  the 
Continued  on  page  565 
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New,  once-a-day 


aarldn. 

sss  (Icfatadine) 


Please  see  adjacent  page  for  brief  summary 
of  full  Prescribing  Information. 


For  the  Nasal 
and  Non-Nasal 
Symptoms  of 
Seasonal  Allergic 
Rhinitis 


■ Proven  efficacy 

■ Nonsedating* 

■ Rapid-acting^ 

■ Once-a-day  dosing 

■ Low  incidence  of 
adverse  effects 

■ No  torsades  de  pointes 
type  arrhythmias 
reported  to  date 


*The  incidence  of  sedation  with  CLARiVN  Tablets  (8%) 
was  similar  to  that  of  placebo  (6%)  at  the 
recommended  dose. 

In  studies  with  CLARITIN  Tablets  at  doses  2 to  4 times 
higher  than  the  recommended  dose  of  10  mg,  a 
dose-related  increase  in  the  incidence  of  somnolence 
was  observed. 

t Relief  began  in  13%  of  treated  patients  vs  4%  of 
placebo-treated  patients  within  30  minutes  (P=  04). 
At  2 hours,  65%  of  treated  patients  48%  of 
patients  receiving  placebo  ^erienced  relief 
Distribution  of  onset  times  was  significantly  earlier 
for  CLARITIN  Tablets  vs  placebo  (P=.  03) 


NEW,  FROM  SCHERING/KEY 


CURITIN* 
brand  ol  loraladine 
TABLETS 

Long-Acting  Antihistamine 
BRIEF  SUMMARY 

(For  lull  Prescribing  Information,  see  package  mserl,) 

INDICATIONS  AND  USAGE 

CLARITIN  Tablets  are  indicated  tor  the  relief  of  nasal  and  non-nasal  symptoms  ol  seasonal  allergic  rhinitis. 

CONTRAINDICATIONS 

CLARITIN  Tablets  are  contraindicated  in  patients  who  are  hypersensitive  to  this  medication  or  to  any  of  its  ingredients. 

PRECAUTIONS 

General:  Patients  with  liver  impairment  should  be  given  a lower  Initial  dose  (10  mg  every  other  day)  because  they  have  reduced 
clearance  of  CLARITIN  Tablets. 

Drug  Interactions:  Drugs  known  to  inhibit  hepatic  metabolism  should  be  coadministered  with  caution  until  definitive  interaction 
studies  can  be  completed.  The  number  of  subjects  who  concomitantly  received  macrolide  antibiotics,  ketoconazole,  cimetidine, 
ranitidine,  or  theophylline  along  with  CLARITIN  Tablets  in  controlled  clinical  trials  is  too  small  to  rule  out  possible  drug-drug 
interactions.  There  does  not  appear  to  be  an  increase  in  adverse  events  in  subiects  who  received  oral  contraceptives  and 
CLARITIN  Tablets  compared  to  placebo 

Carcinogenesis.  Mutagenesis,  and  Impairment  ol  Fertility:  In  an  18-month  oncogenicity  study  in  mice  and  a 2-year  study  in 
rats,  loratadine  was  administered  in  the  diet  at  doses  up  to  40  mgAg  (mice)  and  25  mg/kg  (rats).  In  the  carcinogenicity  studies, 
pharmacokinetic  assessments  were  carried  out  to  determine  animal  exposure  to  the  drug.  AUC  data  demonstrated  that  the  expo- 
sure of  mice  given  40  mgAg  of  loratadine  was  3.6  (loratadine)  and  18  (active  metabolite)  times  higher  than  a human  given 
to  mg/day.  Exposure  of  rats  given  25  mg/kg  of  loratadine  was  28  (loratadine)  and  67  (active  metabolite)  times  higher  than  a 
human  given  10  mg/day.  Male  mice  given  40  mgAg  had  a signdicantly  higher  incidence  of  hepatocellular  tumors  (combined 
adenomas  and  carcinomas)  than  concurrent  controls.  In  rats,  a significantly  higher  incidence  of  hepatocellular  tumors  (com- 
bined adenomas  and  carcinomas)  was  observed  in  males  given  10  mgAg  and  males  and  females  given  25  mgAg,  The  clinical 
significance  of  these  findings  during  long-term  use  of  CLARITIN  Tablets  is  not  known. 

In  mutagenicity  studies,  there  was  no  evidence  of  mutagenic  potential  in  reverse  (AMES)  or  forward  point  mutation 
(CHO-HGPRT)  assays,  or  in  the  assay  for  DNA  damage  (Rat  Primary  Hepatocyte  Unscheduled  DNA  Assay)  or  in  two  assays  for 
chromosomal  aberrations  (Human  Peripheral  Blood  Lymphocyte  Clastogenesis  Assay  and  the  Mouse  Bone  Marrow  Erythrocyte 
Micronucleus  Assay).  In  the  Mouse  Lymphoma  Assay,  a positive  finding  occurred  in  the  nonactivated  but  not  the  activated 
phase  of  the  study 

Loratadine  administration  produced  hepatic  microsomal  enzyme  induction  in  the  mouse  at  40  mgAg  and  rat  at  25  mgAg,  but 
not  at  lower  doses 

Decreased  fertility  in  male  rats,  shown  by  lower  female  conception  rates,  occurred  at  approximately  64  mgAg  and  was 
reversible  with  cessation  of  dosing.  Loratadine  had  no  effect  on  male  or  female  fertility  or  reproduction  in  the  rat  at  doses  of 
approximately  24  mgAg. 

Pregnancy  Category  B There  was  no  evidence  of  animal  terafogenichy  in  studies  performed  in  rafs  and  rabbits.  There  are,  how- 
ever. no  adequate  and  well-controlled  studies  In  pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response.  CLARITIN  Tablets  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers:  Loratadine  and  its  metabolite,  descarboethoxyloratadine,  pass  easily  into  breast  milk  and  achieve  concentra- 
tions that  are  equivalent  to  plasma  levels  with  an  AUC„i^AUC,uj™  ratio  of  1 17  and  0 85  for  the  parent  and  active  metabolite, 
respectively.  Following  a single  oral  dose  of  40  mg,  a small  amount  of  loratadine  and  metabolite  was  excreted  into  the  breast 
milk  (approximately  0.03%  of  40  mg  over  48  hours).  A decision  should  be  made  whether  to  discontinue  nursing  or  to  discon- 
tinue the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother  Caution  should  be  exercised  when  CLARITIN 
Tablets  are  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12  years  have  not  been  established 

ADVERSE  REACTIONS 

Approximately  90.000  patients  received  CLARITIN  Tablets  10  mg  once  daily  in  controlled  and  uncontrolled  studies.  Placebo- 
controlled  clinical  trials  at  the  recommended  dose  ol  10  mg  once  a day  varied  from  2 weeks'  to  6 months’  duration  The  rale  of 
premature  withdrawal  from  these  trials  was  approximately  2%  in  both  the  treated  and  placebo  groups 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2%  IN 
PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LORATADINE 
to  mg  QD 
n = 1926 

PLACEBO 

n = 2545 

CLEMASTINE 
1 mg  BID 
n = 536 

TERFENAOINE 

60  mg  BID 
n = 684 

Headache 

12 

11 

8 

8 

Somnclence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

Dry  Mcuth 

3 

2 

4 

3 

Adverse  event  rates  did  not  appear  to  differ  significanfly  based  on  age.  sex,  or  race,  although  the  number  ol  non -white  sub- 
iects was  relatively  small. 

In  addition  to  those  adverse  events  reported  above,  the  following  adverse  events  have  been  reported  in  2%  or  fewer  patients 
Autonomic  Nemus  System  Altered  salivation,  increased  sweating,  altered  lacrimation,  hypoesthesia,  impotence,  thirst,  flushing 
Body  As  A IVtiole  Conjunctivitis,  blurred  vision,  earache,  eye  pain,  tinnitus,  asthenia,  weight  gam,  back  pain,  leg  cramps, 
malaise,  chest  pain,  rigors,  fever,  aggravated  allergy,  upper  respiratory  infection,  angioneurotic  edema. 

Cardiovascular  System  Hypotension,  hypertension,  palpitations,  syncope,  tachycardia 

Central  and  Peripheral  Nervous  System  HypeAinesia,  blepharospasm,  paresthesia,  dizziness,  migraine,  tremor  vertigo 
dysphonia. 

Gastrointestinal  System  Abdominal  distress,  nausea,  vomiting,  flatulence,  gastritis,  constipation,  diarrhea,  altered  taste, 
increased  appetite,  anorexia,  dyspepsia,  stomatitis,  toothache 
Musculoskeletal  System  Arthralgia,  myalgia. 

Psychiatric  Anxiety,  depression,  agitation,  insomnia,  paroniria.  amnesia,  impaired  concentration,  contusion,  decreased  libido 
nervousness. 

Reproductive  System  Breast  pain,  menorrhagia,  dysmenorrhea,  vaginitis. 

Respiratory  System  Nasal  dryness,  epistaxis,  pharyngitis,  dyspnea,  nasal  congestion,  coughing,  rhinitis,  hemoptysis,  sinusitis, 
sneezing,  bronchospasm,  bronchitis,  laryngitis. 

Skin  and  Appendages  Dermatitis,  dry  hair,  dry  skin,  urticaria,  rash,  prurhus,  photosensitivity  reaction,  purpura. 

Urinary  System  Urinary  discoloration,  altered  micturition. 

In  addition,  the  following  spontaneous  adverse  events  have  been  reported  rarely  during  the  marketing  of  loratadine. 
peripheral  edema:  abnormal  hepatic  function  including  laundice.  hepatitis,  and  hepatic  necrosis;  alopecia;  seizures,  breast 
enlargement,  erythema  multiforme 

DVERDDSAGE 

Somnolence,  tachycardia,  and  headache  have  been  reported  with  overdoses  greater  than  10  mg  (40  to  180  mg).  In  the  event  of 
overdosage,  general  symptomatic  and  supportive  measures  should  be  instituted  promptly  and  maintained  (or  as  long  as  necessary 
Treafment  of  overdosage  would  reasonably  consist  of  emesis  (ipecac  syrup),  except  in  patients  with  impaired  consciousness, 
followed  by  the  administration  of  activated  charcoal  to  absorb  any  remaining  drug.  If  vomiting  is  unsuccessful,  or  contra- 
indicated, gastric  lavage  should  be  performed  with  normal  saline  Saline  cathartics  may  also  be  of  value  for  rapid  dilution  of 
bowel  contents.  Loratadine  is  not  eliminated  by  hemodialysis  It  is  not  known  if  loratadine  is  eliminated  by  peritoneal  dialysis. 

Oral  LDso  values  for  loratadine  were  greater  than  5000  mgAg  in  rats  and  mice.  Doses  as  high  as  10  times  the  recommended 
clinical  doses  showed  no  effects  in  rats,  mice,  and  monkeys. 
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Porsche  Drawer 

Vp5r-sha,  'dr6(-3)r\  n: 

a sliding  box-like  compartment  that  contains  a 
number  of  rejected  insurance  claims  representing  a 
dollar  value  greater  than  that  of  a Porsche. 


$100,000  in  uncollected  claims  annually. 

Fact  - The  national  average  for  claims 

submission  and  reimbursement  is  6 to  8 
weeks. 

Fact  - The  national  average  for  claims 
acceptance  is  less  than  70%. 

Medical  Claims  Plus  combined 

with  the  latest  in  computerized  technology  will  not 

only  clean  up  those  old  rejected  claims  in  your 

"Porsche  Drawer”  we  will  also: 

• Save  you  50%  or  more  of  what  it  costs  you  to 
file  claims  yourself. 

• Get  your  money  in  the  bank  on  the  average  of 
2 weeks  not  2 months. 

• Ensure  that  your  claims  are  transmitted  with 
98%  accuracy  not  30%  rejection. 

Call  Medical  Claims  Plus  at  800-436-2669. 

Ask  about  our  2 week  free  trial  and  start  increasing 

your  profits  today! 


JVIeciical 

Claims  Plus™ 

"Professional  Claims  Management” 
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Continued  from  page  562 
cure  for  what  ails  our  health  care 
system?  That  is  the  question  to  pon- 
der. People  in  our  home  towns  know 
what  they  want:  They  want  high 
quality  care,  reasonable  costs  and 
the  freedom  to  choose  health  pro- 
viders. They  also  know  what  they 
don't  want:  more  bureaucracy,  more 
waste  or  abuse  and  insensitivity  to 
their  basic  needs. 

I am  optimistic  that  the  Congress 
will  be  able  to  improve  on  the  presi- 
dent's proposal.  I agree  with  his 
diagnosis,  but  disagree  with  some 
of  his  treatment  decisions.  We  will 
work  to  strengthen  the  treatment 
for  medical  malpractice  reform,  to 
eliminate  the  "HCFA-esque"  bu- 
reaucracy that  would  oversee— make 
that,  promulgate— rules  for  the  re- 
gional health  alliances,  and,  for  once, 
to  persuade  the  government  to  tell 
the  American  people  what  this  pro- 
gram will  cost. 

Now  that  a reform  plan  offered 
by  the  Senate  Republicans  is  on  the 
table  along  with  the  president's  plan, 
we  have  a good  starting  point  for 
negotiations.  We  will  fight  in  the 
Congress  for  patients'  rights  and  the 
medical  profession  to  see  that  we  do 
not  lose  this  golden  opportunity  to 
do  the  job  right. 

Although  the  president's  plan 
says  states  could  begin  implement- 
ing the  new  system  by  Jan  1,  1995, 
and  that  states  would  be  required  to 
have  it  in  place  by  Jan  1,  1997,  the 
American  Health  Security  Act  will 
have  to  jump  through  many  con- 
gressional hoops  before  it  becomes 
law. 

House  of  Representative  hoops 
like  the  Appropriations  Committee 
and  Budget,  Ways  and  Means,  En- 
ergy and  Commerce,  and  Small 
Business  committees;  and  Senate 
hoops,  such  as  the  Finance,  Labor 
and  Human  Resources,  and  the 
Rules  committee.  Expect  Congress 
and  interest  groups  to  offer  alterna- 
tive plans,  a plethora  of  amendments 
and  plenty  of  jawboning  on  both 
sides  of  the  aisle. 


As  Congress  takes  up  its  task, 
you  can  expect  to  see  the  states  move 
forward  on  health  care  reform.  The 
president  has  promised  his  former 
colleagues  lots  of  latitude.  Many 
governors,  including  Governor  Th- 
ompson, are  hoping  to  bring  in  re- 
forms before  the  feds  have  a chance 
to  act.  As  you  know,  the  governor, 
along  with  Insurance  Commissioner 
Jo  Musser,  will  be  promoting  his 
Health  Care  Partnership  plan. 

There  needs  to  be  full  debate  this 
fall  on  what  the  governor  has  pro- 
posed. Clearly,  the  regional  alliances 
fit  with  the  general  framework  of 
what  the  president  has  proposed, 
and  that  is  good.  But,  unfortunately, 
that  is  where  the  plan  stops. 

It  provides  no  coverage  for  the 
uninsured  and  fails  to  address  such 
issues  as  co-pays  and  deductibles, 
adverse  selection,  and  improving 
data  collection.  Meaningful  tort  re- 
form has  bee  neglected. 

Several  other  plans  are  in  the 
hopper,  including  a single  payer 
plan.  The  Wisconsin  Hospital  Asso- 
ciation's plan  has  been  received  with 
interest  by  many.  And  the  State 
Medical  Society's  Wiscoyisin  Care 
plan  is  generating  some  discussion 
at  the  state  Capitol  and  a bill  is  now 
being  drafted  based  on  our  ideas  for 
comprehensive  system  reform. 

SMS  staff  has  met  with  the  com- 
missioner and  legislative  leaders  to 
encourage  modification  of  the  Part- 
nership Plan  to  include  several  pro- 
visions of  Wisconsin  Care.  The  SMS 
Board  of  Directors  has  established 
that  the  following  points  are  essen- 
tial in  crafting  health  care  system 
reform  for  the  state. 

To  be  successful,  a plan  must 
provide:  universal  access;  the  right 
to  choose  one's  own  physician;  a 
statewide  standard  benefits  pack- 
age; community  rating;  insurance 
industry  reforms  including  the  elimi- 
nation of  denials  based  on  pre-exist- 
ing conditions;  portability  of  insur- 
ance from  job  to  job;  tort  reform;  and 
real  negotiation  on  fees.  Public  edu- 
cation packets  on  Wisconsin  Care  are 


available  from  the  SMS. 

The  litmus  test  for  Wisconsin  is 
this:  Does  the  reform  plan  put  pa- 
tients and  their  relationships  with 
their  doctors  first?  A plan  that  only 
substitutes  a calculator  for  a stetho- 
scope will  cause  the  patient— the 
consumer  of  health  care— to  lose.  1 
know  that  this  is  not  the  governor's 
intention.  We  will  work  with  him, 
the  commission  and  the  legislative 
leadership  to  enhance  the  plan  and 
bring  about  true  reform. 

It  is  more  important  to  get  health 
system  reform  right,  than  it  is  to  get 
it  done  quickly.  There  is  no  question 
that  the  status  quo  is  unacceptable 
and  that  responsible  and  responsiv'e 
change  must  be  accomplished— if  not 
in  Washington,  then  in  Wisconsin. 
Throughout  the  months  ahead,  we 
will  support  those  provisions  that 
are  goods  for,  and  work  with  you  to 
change  those  that  are  wrong  for, 
your  patients. <• 


Michigan's  Upper  Peninsula 

FAMILY  PRACTICE 
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■ BC/BE,  M.D.  or  D.O. 

■ Small  town  living  and  practice 

■ Four  season  environment 

■ Year  round  recreation 

• Modern  clinic  facilities 

■ Mid-levels  and  full  clinic  staffing 

• Opportunity  for  precepting 

■ Competitive  salary,  excellent 
benefit  package 

■ Malpractice  provided 

■ Loan  repayment,  if  eligible 
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Donna  Jaksic,  Executive  Director 
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By  Ernest 
Lampert,  M.D. 


Pediatrics 


ACROSS 

1.  Often  green 

6.  Force  in  with  light  strokes 

10.  Units  of  work 

14.  Not  here 

15.  Solo 

16.  Set  firmly  in  place 

17.  With  force 

18.  Behind  the  pupil 

19.  Precedes  cast 

20.  Down’s  is  one 

23.  Fr.  salt 

24.  Reminder 

25.  Queen  of  the  fairies 

28.  Eugene for  President! 

31.  Nth 

35.  Toward  the  mouth 
37.  Spanned  by  the  Ponto 
Vecchio 

39.  Heart-shaped  cherries 

40.  Age  1 exanthem 

43.  Improper 

44.  Adams,  the  singer 

45.  Very  dry 

46.  Milk  acid 

48.  European  volcano 

50.  Thing,  in  law 

51.  Kin,  abbr. 

53.  Post-mortem  conf. 

55.  Needs  a Ramstedt 

63.  Chinese  island 

64.  Below  the  occiput 

65.  Declaim 

66.  Idem 

67.  Persia 

68.  Avid 

69.  Peter  was  one 

70.  Per 

71.  Keenly  aware 

DOWN 

1.  Kind  of  party 

2.  Alas 

3.  What  Mrs.  Sprat  couldn’t  eat 

4.  The  Ram 

5.  Like  a crate 


6.  P'or  baby’s  bottom 

7.  Not  worth cent 

8.  A drop 

9.  Unpopular  kind  of  dividend 

10.  The  fetus  is  under  the  influ- 
ence of 

11.  Discovered  the  vector  of 
yellow  fever 

12.  Storm 

13.  After  lob 

21.  Pertaining  to  the  small 
bowel 

22.  The  end 

25.  Ethical 

26.  Redolence 

27.  Ph>  7.0 

29.  Hillside 

30.  Sarcastic 

32.  Assessor 

33.  Toughen 


34.  Salinger’s  heroine,  et  al 
36.  Warship 

38.  With  a blue  ribbon 

41.  Willow 

42.  Swordplay 

47.  Where  the  babies  cry 
49.  Cause  of  crib  death? 

52.  Frighten 

54.  Roe  of  13  down 

55.  Age 

56.  Sumac  et  al 

57.  Linda  Medical  School 

58.  Team  of  oxen 

59.  Shelter 

60.  An  herb,  popular  in  Nov. 

61.  Roman  road 

62.  Spanish  artist 


Answers  on  page  590 
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Metastatic  breast  cancer  39  years  after  primary  treatment 

Celia  C.  Mamby,  MD,  Richard  R.  Love,  MD,  and  Eric  Heaney,  MD,  Mansion 


The  appearance  of  metastatic  disease  decades  after  primary  treatment  for 
cancers  occurs  rarely  with  cancers  of  the  breast,  malignant  melanoma, 
and  cancers  of  the  kidney.  Certainty  about  the  relationship  of  primary 
and  metastatic  cancers  is  often  limited  by  the  absence  of  tissues  showing 
identical  histology,  omission  of  various  procedures  and  tests  ruling  out  a 
new  primary  cancer,  and  follow-up  data  with  treatment  which  supports 
the  case  for  late  recurrence.  We  report  here  the  unusual  case  of  an  84- 
year-old  woman  initially  treated  with  mastectomies  for  a benign  breast 
condition  at  age  39  and  invasive  breast  adenocarcinoma  at  age  44.  A pleu- 
ral effusion  developed  at  age  83  which  showed  adenocarcinoma.  Physical 
examination  and  an  extensive  evaluation  were  unrevealing.  Hormonal 
treatment  has  sustained  remission  of  disease  for  1 year.  PV/s  Med 
J.1993;92(10):567-569. 


Cancers  of  the  breast  rank  first 
among  the  neoplasms  that  are 
known  to  have  extremely  late  recur- 
rences. We  present  here  a report 
which  documents  the  case  of  a pa- 
tient who  has  developed  extremely 
late  recurrent  breast  cancer. 

Case  history 

In  1948,  at  age  39,  the  patient  had  a 
left  radical  mastectomy  with  a pa- 
thological diagnosis  of  "intraduc- 


Dr  Mamby  and  Dr  Love  are  with  the 
department  of  human  oncology  at  the 
University  of  Wisconsin-Madison.  Dr 
Heaney  is  with  the  Mile  Bluff  Clinic,  in 
Mauston.  Supported  in  part  by  NIH  grant 
Cancer  Education  Training  Grant 
#144AX16.  Reprint  requests  to;  Celia 
Mamby,  MD,  UW  Comprehensive  Can- 
cer Center,  600  Highland  Ave,  Madison, 
WI  53792-0001.  Copyright  1993  by  the 
State  Medical  Society  of  Wisconsin. 


tile  papillomatosis."  At  age  44,  an 
infiltrating  ductal  adenocarcinoma 
of  the  right  breast  was  treated  by 
radical  mastectomy.  No  evidence  of 
lymph  node  metastases  was  found 
and  the  patient  had  radiotherapy  to 
her  right  chest  wall  postoperatively . 
Thirty-nine  years  later,  in  early  1992, 
she  sought  medical  attention  because 
of  shortness  of  breath.  A chest  x-ray 
showed  only  a pleural  effusion,  on 
the  right  side,  which  increased  over 
the  next  3 months. 

The  patient  was  a lifelong  non- 
smoker  and  had  no  history  of  occu- 
pational or  infectious  pulmonary 
disease.  She  had  no  remarkable 
physical  findings;  specifically  there 
was  no  evidence  of  heart  disease, 
heart  failure  or  recurrent  breast 
cancer  on  the  chest  wall.  The  results 
of  neck,  thyroid  gland  and  gynecol- 
ogic examinations  were  normal.  No 
ancillary  nipples  or  breast  tissue 


were  present.  Pathologic  evaluation 
of  pleural  fluid  revealed 
adenocarcinoma  tumor  cells  consis- 
tent with  breast  primary.  A bron- 
choscopy revealed  no  endobronchial 
lesions  or  tumor  cells  in  bronchial 
brushings,  washings  or  biopsy  speci- 
mens. Computer  tomographic  scans 
of  the  chest  and  abdomen,  upper 
gastrointestinal  contrast  study  and 
barium  enema  radiologic  examina- 
tions and  nuclide  bone  scan  revealed 
no  evidence  of  new  primary  or 
metastatic  cancer. 

A presumptive  diagnosis  of  me- 
tastatic breast  cancer  was  made  and 
therapy  with  tamoxifen  10  mg  twice 
daily  was  instituted.  In  follow-up  1 
year  after  diagnosis,  the  patient 
reported  no  symptoms  and  a chest 
x-ray  showed  only  minimal  blunt- 
ing of  the  right  costophrenic  angle. 

Discussion 

The  appearance  of  metastatic  dis- 
ease decades  after  primary  treatment 
is  rare,  but  is  seen  most  often  with 
cancers  of  the  breast,  malignant 
melanoma,  and  cancers  of  the  kid- 
ney. Certainty  about  the  relation- 
ship of  primary  and  metastatic  can- 
cers is  often  limited  by  the  absence 
of  specific  proof  of  identical  histol- 
ogy, omission  of  various  procedures 
and  tests  ruling  out  a new  primary 
cancer,  and  follow-up  data  with 
treatment  which  support  the  case 
for  late  recurrence. 
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We  believe  that  this  report  docu- 
ments the  case  of  a patient  who  has 
developed  recurrent  breast  cancer 
39  years  after  initial  therapy.  While 
there  have  been  several  reports  of 
late  recurrences  of  breast  cancer,  this 
case  is  unusual  in  several  respects. 
The  patient  has  a history  of  bilateral 
radical  mastectomies,  thus  signifi- 
cantly lessening  the  possibility  of  a 
second  primary  breast  cancer  as  a 
cause  for  the  new  disease. 

Another  significant  finding  is  the 
discovery  of  malignant  pleural  effu- 
sion ipsilateral  to  the  original  inva- 
sive breast  cancer,  the 
adenocarcinoma  histology  of  which 
was  consistent  with  breast  cancer. 
Unfortunately  the  pathology  slides 
from  the  original  breast  cancer  were 
not  available  for  comparison  and 
review.  In  20%  to  65%  of  patients 
with  recurrence  of  breast  cancer 
pleural  effusions  are  the  first  site  of 


distant  metastasis.'^  The  pleural 
fluid  cytologic  results  rule  out  other 
unusual  causes  of  pleural  effusion 
such  as  melanoma  or  lymphoma. 

An  extensive  work-up  showed 
no  evidence  for  kidney,  gastrointes- 
tinal, thyroid,  lung,  or  gynecologi- 
cal cancers  which  are  important  to 
exclude  in  the  presence  of 
adenocarcinoma  histology  particu- 
larly with  a pleural  effusion. 

Finally  the  patient's  response  to 
hormonal  therapy  for  breast  cancer 
supports  this  diagnosis.  Because  a 
long  disease-free  interval  following 
treatment  of  primary  breast  cancer 
is  associated  with  a favorable  re- 
sponse to  hormonal  therapy,  this 
patient's  response  is  consistent  with 
expectation. 

Recurrence  of  breast  cancer  after 
20  years  is  a relatively  rare  event.  In 
1876,  Boeckel  reported  case  of  a 29- 
year  interval  between  original  diag- 


nosis and  recurrent  disease.'*  In  1932, 
Chauffard  described  a mastectomy 
scar  recurrence  50  years  after  radi- 
cal mastectomy"';  unfortunately  there 
was  no  histologic  confirmation. 
Upon  extensive  literature  review, 
this  appears  to  be  a shortcoming  in 
many  of  the  reported  cases  of  late  re- 
currences of  breast  cancer  in  the 
medical  literature.  In  some  instances, 
the  scientific  value  of  these  previ- 
ously reported  cases  is  also  limited 
by  minimal  evaluation  and  discus- 
sion of  the  clinical  presentation  at 
the  time  of  recurrent  disease.'*  '’  Our 
case  appears  to  document  one  the 
longest  intervals  between  treatment 
of  primary  and  recurrence  of  breast 
cancer. 

Survival  following  breast  cancer 
is  poorer  in  patients  under  30  at 
diagnosis  or  older  than  49  years.**  As 
with  the  case  presented,  women  in 
their  40s  effectively  have  a systemic 
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"treatment"  by  going  through  meno- 
pause. 

Metastasis  to  the  pleura  disrupts 
capillary  endothelium,  impairs  re- 
sorption, and  causes  inflamatory 
changes  that  contribute  to  the  de- 
velopment of  a pleural  effusion.  In 
breast  cancer  patients  with  malig- 
nant pleural  effusions,  approxi- 
mately 65%  are  ipsilateral  to  the 
primary  tumor.  The  preponderance 
of  ipsilateral  malignant  effusion  has 
prompted  some  to  investigate 
whether  this  phenomenon  repre- 
sents local  spread;^  most  investiga- 
tors believe  it  to  be  a form  of  sys- 
temic spread  that  can  either  accom- 
pany or  precede  relapse  in  other 
sites. 

The  concept  of  breast  cancer  as  a 
chronic  disease  can  be  considered 
from  the  perspective  of  data  on  vol- 
ume doubling  times  and  breast 
cancer  kinetics.  It  is  uncertain 
whether  proliferative  index  is  best 
measured  by  DNA  labeling  or  by 
flow  cytometry,  but  the  DNA  index 
itself  is  becoming  an  established 
prognostic  indicator.  A relationship 
of  high  proliferative  index  and  lo- 
cally aggressive  breast  carcinomas 
has  been  documented.® 

Accurate  measurement  of  the  in- 
vivo  growth  of  human  breast  cancer 
is  thwarted  by  many  factors  which 
affect  the  cell  cycle  and  thus  make 
the  ability  to  reliably  predict  relapse 
rates  in  a specific  subject  difficult  at 
best.  Many  believe  that  in  cases  of 
extremely  long  interval  to  relapse 
cells  enter  a dormant  phase,  a quies- 
cent GO  phase  in  which  they  are 
neither  dividing  or  cycling.^  ’”  Cer- 
tain stimuli,  possibly  viral  or  immu- 
nologically  mediated,  induce  re- 
entrance into  the  active  cell  cycle. 

Breast  cancer  is  a systemic  and 
chronic  disease.  The  possibility  that 
a new  medical  problem  is  conse- 
quent to  recurrent  disease  must 
always  be  considered.  Apparently 
recurrent  breast  cancer,  even  if 
shown  histologically  to  be 
adenocarcinoma  can  be  mimicked 


by  other  conditions.  A new  primary 
breast  cancer  may  have  originated 
from  mammary  tissue  that  was  not 
removed  at  the  time  of  surgery,  or  a 
metastases  from  a second  occult  pri- 
mary carcinoma,  either  from  the 
breast  or  from  other  primary  site. 

A long  disease-free  interval  in 
patients  with  breast  cancer  usually 
predicts  good  response  to  hormonal 
therapy  and  thus  the  patient  dis- 
cussed has  a manageable  disease. 
Cases  of  extremely  late  recurrence 
of  cancer  are  important  reminders 
that  the  term  "cure"  in  cancer  ther- 
apy must  be  used  cautiously.  This 
case  demonstrates  the  necessity  of 
lifelong  follow-up  of  treated  and 
"cured"  breast  cancer  patients. 
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Iron  status  in  atrophic  glossitis:  a pilot  study 

Charles  V.  Enwald,  BS,  DDS;  Paul  J.  Drinka,  MD;  Cheri  Swortz,  CDA;  Elizabeth  H.  Langer,  RNC,  MSN;  and  Susan 
K.  Voeks,  PhD,  King 


We  studied  the  relationship  between  laboratory  markers  of  iron  status 
and  atrophic  glossitis  diagnosed  clinically  and  documented  with  photo- 
graphs. Nine  subjects  with  glossitis  underwent  determination  of  CBC,  fer- 
ritin, iron,  and  iron  binding  capacity.  Five  of  the  subjects  had  laboratory 
evidence  suggesting  iron  deficiency.  Wis  Med  J. 1993,92(10) .570-57 3. 


A BALD,  ATROPHIC  TONGUE  is  Con- 
sidered to  be  a classic  sign  of 
deficiency  of  various  micronutrients. 
Little  work  has  been  done  correlat- 
ing this  finding  with  biochemical 
measurements  of  nutritional  status. 
The  normal  surface  of  the  tongue 
has  a finely  granular,  grey  appear- 
ance because  of  the  presence  of  nu- 
merous filiform  papillae  (Fig  1) . Fili- 
form papillae  are  normally  kerati- 
nized with  six  to  10  tufts  of  keratin 
on  the  surface  covered  by  a plaque 
of  microorganisms.’’^  Baldness  is 
detected  when  the  tufts  are  absent. 
This  may  be  associated  with  lack  of 
coating.  Baldness  may  occur  on  a 
tongue  surface  that  is  lobulated  with 
smooth-surfaced,  swollen  papillae 
(Fig  2)  or  on  a surface  that  is  flat  (Fig 
3).'*’^  We  performed  a pilot  study 
investigating  laboratory  parameters 
of  iron  status  in  nine  nursing  home 
patients  who  were  selected  because 
of  a bald  tongue  surface. 

Methods 

All  subjects  in  this  pilot  study  were 
residents  of  the  Wisconsin  Veterans 


Dr  Enwald,  Swortz,  Langer,  and  Dr  Voeks 
are  with  the  Wisconsin  Veterans  Home 
in  King.  Dr  Drinka  is  medical  director  at 
the  Wisconsin  Veterans  Home  and  a clin- 
cal  professor  of  internal  medicine  and 
geriatrics  at  the  University  of  Wiscon- 
sin-Madison.  Reprint  requests  to:  Paul 
Drinka,  MD,  Medical  Director,  Dept  of 
Veterans  Affairs,  Wisconsin  Veterans 
Home,  King,  WI  54946.  Copyright  1993 
by  the  State  Medical  Society  of  Wiscon- 
sin. 


Home,  a 707-bed  skilled  care  facility 
for  wartime  veterans  and  their 
spouses.  Prior  to  this  investigation, 
the  population  had  been  screened 
for  vitamin  B^^  and  folate  levels  fol- 


lowed by  appropriate  therapy. 
Therefore,  we  expected  to  find  little 
or  no  deficiency  in  these  areas.  The 
study  included  subjects  who  gave 
signed  informed  consent  to  partici- 
pate. Our  intention  was  to  select  a 
group  of  subjects  with  clinically 
abnormal  bald  tongues  identified 
during  routine  dental  practice. 

All  subjects  underwent  a photo- 
graph of  their  tongue  with  a 35  mm 


Fig  1.  Normal  tongue  surface  with  a finely  granular  grey  appearance  because  of  the  presence 
of  numerous  filiform  papillae. 
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Fig  2.  Tongue  surface  that  is  lobulated  with  smooth  surfaced  swollen  papillae. 


camera  with  a macro  lens.  The  pho- 
tograph was  enlarged  onto  a 8 x 10 
inch  color  print.  The  clinical  diagno- 
sis was  validated  by  applying  the 
following  criteria  to  the  photograph: 

• area  of  tongue  surface  that  was 
gray  and  rough-surfaced  (kerati- 
nized); and 

• normal  papillary  development, 
taking  into  account  the  area  of 
tongue  surface  covered  by  papil- 
lae the  density  of  papillae. 
Previous  investigators  have 

commented  that  papillae  may  be- 
come hypertrophic  (swollen  and 
inflamed)  with  fewer  papillae  per 
unit  area.^'^ 

Each  subject  had  blood  drawn  in 
the  morning  fasting  state  for  deter- 
mination of  a complete  blood  count 
(Coulter  Corporation);  ferritin  (Bio- 
Rad  Corporation);  and  total  serum 
iron  and  iron  binding  capacity 
(Kodak  Ektachem).  Beutler  stated 
laboratory  criteria  suggesting  iron 
deficiency  in  the  Journal  of  the  Ameri- 
can Medical  Association  on  "The  Com- 
mon Anemias."®  Iron  deficiency  was 
suggested  by  an  unsaturated  iron 
binding  capacity  over  300  ug/dL  or 
a saturation  of  12%  or  below.®  Iron 
binding  capacity  may  be  elevated 


by  estrogen  therapy  or  hepatitis. 
Psaty  et  al  have  reported  that  "Total 
iron-binding  capacity  performed 
markedly  better  as  a diagnostic  test 
than  did  the  transferrin  saturation ... 
in  the  identification  of  iron  deficiency 
anemia  identified  on  bone  marrow 
aspirates."^ 


Results 

Nine  cases  of  bald  atrophic  tongue 
were  identified  (8  men,  1 woman; 
ages  64  to  95  years).  The  photographs 
of  each  subject  were  reviewed  by 
two  observers  (CE,  PD)  and  com- 
pared to  photographs  of  normal 
tongues.  Following  this  comparison. 


Evidence  of  possible  iron-deficiency  in  five  subjects. 
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the  observers  agreed  that  all  nine 
photos  were  examples  of  atrophic 
glossitis.  Five  subjects  were  identi- 
fied as  possibly  having  iron  defi- 
ciency. The  evidence  of  iron  defi- 
ciency was  a low  ferritin  value  in 
two  subjects  (#1,  #2)  and  a low  per- 
cent transferrin  saturation  in  subject 
#3  (11  %)  in  the  absence  of  a low  iron 
binding  capacity.  In  subjects  #4  and 
#5,  the  evidence  was  based  on  ele- 
vated unsaturated  iron  binding 
capacity  (Table).  All  subjects  un- 
derwent a therapeutic  trial  of  iron 
therapy.  Two  noted  an  increase  in 
hemoglobin  of  2 gm/lOO  cc  or  more. 
The  three  that  failed  to  show  such  a 
response  with  therapy  had  "normal" 
baseline  hemoglobin  levels  of  13.7, 
13.4  and  12.9  gm/100  cc. 

Discussion 

Our  pilot  study  indicates  that  iron 
deficiency  should  be  considered 
when  a clinician  finds  a nursing 
home  resident  with  an  atrophic 
tongue.  We  were  surprised  by  the 
number  of  subjects  in  our  study  who 
had  evidence  of  possible  iron  defi- 
ciency. 

The  finding  of  an  elevated  iron 
binding  capacity  in  nursing  home 
subjects  is  considered  unusual  be- 
cause levels  of  transferrin  decline  in 
the  presence  of  malnutrition.  Pro- 
tein calorie  malnutrition  with  a low 
albumin  level  is  common  in  nursing 
homes.  Subjects  #4  and  #5  had  albu- 
min values  of  only  3.6  and  3.4  g/  dL. 

A high  prevalence  of  iron  defi- 
ciency has  previously  been  docu- 
mented in  certain  nursing  home 
populations.  Chen  found  a 40% 
prevalence  of  iron  deficiency  ane- 
mia in  51  institutionalized  subjects.’® 
A second  study,  by  Kalchthaler, 
found  33  iron  deficient  individuals 
among  161  subjects  (20%).”  Justice 
found  9%  of  44  nursing  home  pa- 
tients to  have  iron  deficiency.’^ 

Because  of  the  possibility  of  high 
background  rates  of  iron  deficiency 
in  nursing  homes,  future  studies  on 
the  relationship  of  iron  status  to 
glossitis  must  include  control  sub- 


fig 3.  Bald  tongue  surface  that  is  covered  by  extremely  flat  or  absent  papillae. 


jects  with  normal  tongues.  We  are 
enthusiastic  about  correlating  the 
classic  signs  and  symptoms  of  mal- 
nutrition with  specific  biochemical 
measurements.  We  encourage  oth- 
ers to  pursue  this  type  of  work.  We 
believe  that  the  process  of  filiform 
papillary  development  including 
papillary  growth  and  surface  ker- 
atinization  are  complex  metabolic 
processes  that  may  be  compromised 
by  many  different  nutritional,  toxic. 


or  infectious  lesions.  Our  findings 
suggest  that  clinicians  should  con- 
sider iron  deficiency  in  nursing  home 
patients  with  bald  tongues. 
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Fort  Crawford  MediceJ  Museum.  In  order  to  preserve  the 
mission  of  the  CESF  and  build  am  endowment  for  the 
future  — we  need  your  support. 

What  is  the  Pooled  Income  Fund? 

With  your  generosity,  you  can  support  your  medical 
profession  plus  receive  a lifetime  income.  How? 

Through  a pl2inned  giving  opportunity  known  as  a Pooled 
Income  Fund. 

There  are  a veiriety  of  life  income  plans,  but  the  CES 
Foundation  of  the  State  Medical  Society  can  offer  tax 
benefits  to  donors  who  m2ike  a ch2iritadble  gift  to  our 
Pooled  Income  Fund.  The  Fund  combines  gifts  from 
donors  like  an  investment  in  a mutud  fund. 


How  the  Fund  operates. 

With  a minimum  gift  of  $ 1 0.000  of  cash  or  appreciated 
property  (peuticulau-ly  stock  that  heis  been  held  for  many 
years),  you  will  receive  a lifetime  cash  income  with  am  im- 
mediate tax  deduction  paid  out  on  a single  or  two-life 
basis. 

You  C2ui  receive  payments  for  the  remaunder  of  your  life 
or  for  the  life  of  a loved  one  if  you  wish.  Only  when  the 
laist  income  payment  is  made  to  the  laist  beneficiauy  is  the 
remaining  principail  avaiilaible  to  be  used  by  the  CES 
Foundation. 

How  the  Fund  is  bencficiad  to  you. 

• Immediate  savings  through  an  income  tax  deduction  in 
the  year  of  the  gift. 

• Elimination  of  a capitad  gaiins  tax. 

• Possibly  increasing  your  current  income. 

• Possible  estate  tax  savings. 

• The  security  of  professional  fund  management  with  no 
chairge  to  you. 


Clip  and  Mail 

Maiil  to:  CES  Foundation  of  the  State  Medical  Society  of  Wisconsin 

Attn:  Julie  A.  Hein.  Mauiaging  Director 
330  E^t  Lakeside  Street.  Madison.  Wl  53715 

□ Yes.  pleaise  send  me  information  regau'ding  a gift  to  the  CES  Foundation’s  Pooled  Income  Fund. 

Name 

Birthdate 

Add  ress 

City State Zip 

Telephone 


For  a personad  prospectus,  contact  Julie  Hein  in  the  Foundation  office  at  1-800-362-9080. 


Socioeconomic 


Milwaukee's  medical  students  rise 
to  meet  Milwaukee's  need 


Shari  Hamilton,  assistant  editor 

"You  have  to  commit  yourself/'  the 
resident  physician  stressed,  pressing  the 
fourth-year  medical  student  in  his  dtarge 
to  render  a diagnosis  on  the  patient  they 
had  examined  together.  "You  can't  just 
say,  'it's  either  this  or  it's  that'  because 
then  when  we  go  back  into  the  examin- 
ing room  and  1 say  ( the  diagnosis)  is  one 
of  those  things,  you  will  think  you  were 
right.  And  you  might  not  have  been." 

—A  discussion  at  the  Isaac  Coggs 
Clinic  for  the  Uninsured 

For  first-  and  SEcoND-year  medi- 
cal students,  medicine  exists 
mostly  within  the  pages  of  textbooks; 
opportunities  to  see  and  touch  ac- 
tual patients  are  rare.  But  each  Sat- 
urday, learning  comes  to  life  for 
Medical  College  of  Wisconsin 
(MCW)  students  volunteering  at  an 
inner-city  Milwaukee  clinic.  The 
aging  hardwood  halls  of  the  Isaac 
Coggs  Clinic  echo  with  the  voices  of 
patients— young  and  old— and  the 
idealism  of  young  men  and  women 
striving  to  achieve  their  dream  of 
becoming  physicians. 

The  hustle  of  the  Saturday  clinic 
resembles  any  thriving  health  care 
center.  Patients  overflow  the  wait- 
ing room  and  stretch  down  the 
lengthy  hallway,  taking  their  places 
on  folding  chairs  that  line  the  wall. 
White  coats  blur  past,  as  health  pro- 
fessionals scramble  to  meet  the  needs 


of  patients  and  juggle  yawning 
reams  of  paperwork. 

But  for  all  appearances  of  nor- 
malcy, this  inner-city  clinic  is  unique. 
Most  of  the  health  care  providers 
are  not  physicians  or  nurses;  they 


are  medical  students  working  un- 
der physician  supervision.  The 
young  volunteers  are  eager  for  ex- 
perience and  hungry  for  the  human 
element.  What  is  mundane  to  the 
Continued  on  next  page 


Wait  time  is  play  time  for  Ravien  T rimble,  2,  who  accompanied  her  mother  to  an  employment- 
related  physical  at  the  Isaac  Coggs  clinic.  Patients  are  seen  on  a first-come,  first-sen’ed  basis 
at  the  central  city  clinic  so  the  wait  can  sometimes  be  pretty  long  for  little  ones.  Ravien  amused 
herself  by  spinning  on  the  floor,  playing  peek-a-boo,  and  chatting  with  mom.  The  clinic 
provides  immunizations,  blood  pressure  monitoring  and  routine  physical  as  well  as  ambula- 
tory care  for  the  uninsured.  (Photo  by  Bob  Rashid) 
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Fourth-year  student  Guglielmo  Sala  discusses  a case  with  second-year  student  Theresa  King. 
Sala  first  became  involved  with  the  clinic  for  the  uninsured  as  a second-year  medical  student 
and  now  returns  as  part  of  his  clinical  experience.  (Photo  by  Bob  Rashid) 


Continued  from  preceding  page 
more  experienced,  to  them  is  still 
exciting.  Here— seemingly  at  last— 
they  can  extract  actual  patient  histo- 
ries, take  blood  pressures,  and  per- 
form preliminary  physical  exami- 
nations. They  can  put  their  scientific 
know-how  to  work  to  pinpoint 
health  problems,  chart  a course  for 
healing,  and  maybe,  as  a result,  look 
into  another  human's  eyes  for  the 
reward  of  knowing  they  are  making 
a positive  difference. 

For  many  of  the  patients,  the  care 
they  receive  at  Isaac  Coggs  is  un- 
precedented. Patients  at  this  Mil- 
waukee clinic  share  a common  det- 
riment; they  all— for  one  reason  or 
another— lack  health  insurance.  The 
liability  of  being  labeled  "uninsured" 
might  be  enough  to  deny  them  care 
at  some  facilities,  but  at  Isaac  Coggs, 
on  Saturdays,  it's  no  hinderance.  The 
clinic  exists  exclusively  to  serve  the 
uninsured. 

Janine  Edwards,  PHD,  associate 
dean  for  student  affairs  at  MCW, 
explained  on  a recent  Saturday  that 
the  original  imp>etus  for  the  Milwau- 
kee clinic  came  from  Laurie  Tho- 
mas, MD,  who  now  serves  as  associ- 
ate dean  for  minority  affairs  at  MCW. 
"She  had  worked  in  the  (Isaac  Coggs 
Health  Connection)  clinic  as  a phy- 
sician in  practice  before  she  came  to 
the  medical  school,"  Edwards  says 
of  Thomas,  "and  she  knew  of  the 
need  of  people  here.  (Dr  Thomas) 
saw  the  opportunity  for  students  to 
give  service  to  the  community  and 
also  to  gain  some  clinical  experience 
as  they  went  through  the  first  two 
years  of  medical  school." 

Two  MCW  students,  George 
Rhodes  (now  a senior)  and  Maria 
Terry  (now  a physician)  initiated 
the  student-run  clinic.  Just  2 years 
old,  the  Isaac  Coggs  Saturday  Clinic 
has  served  more  than  1,000  patients, 
many  of  whom  are  living  below  the 
poverty  level  in  blocks  neighboring 
the  Isaac  Coggs  clinic.  The  MCW 
Department  of  Family  and  Commu- 
nity Medicine's  Section  on  Commu- 
nity Medicine,  chaired  by  Charles 


Gessert,  MD,  is  responsible  for  the 
supervision  and  week-to-week  ad- 
ministration of  the  free  clinic.  Each 
Saturday,  either  a faculty  physician 
or  a senior  resident  supervises  care 
provided  to  Isaac  Coggs  patients. 
As  many  as  40  indigent  men,  women 
or  children  receive  care  at  the  clinic 
each  week. 

Despite  the  hard  work,  there's  no 
shortage  of  inspired  student  volun- 
teers, according  to  John  Klein,  a 
second-year  medical  student  who 
coordinates  the  clinic  with  MCW 
classmates  Jim  Kleczka,  Kim  Seeger 
and  Eric  Christopher.  On  a typical 
Saturday,  medical  students  arrive 
at  the  clinic  before  8 AM  to  find  a 
long  line  of  patients  waiting  at  the 
front  door.  Assignments  are  quickly 
decided,  and  the  young  men  and 
women  don  white  coats  and  hasten 
to  begin  work.  As  they  carry  out 
their  duties,  their  faces  emit  concen- 
tration, concern,  joy  of  discovery, 
and  enthusiasm,  and  it  seems  ap- 
parent that  this  is  where  each  wants 
to  be. 

Says  Diana  Kerwin,  a second-year 
MCW  student  from  Lake  Geneva: 
"This  is  what  I feel  to  be  one  of  the 
most  worthwhile  volunteer  services 


at  our  school,  just  because  with  the 
state  of  our  health  care  system,  it's 
the  most  needed.  These  people  do 
not  have  any  health  care  besides  our 
emergency  rooms  and  our  clinic  here 
and  that's  it.  We  do  have  the  know- 
how to  be  able  to  see  the  patients 
and  it's  great  to  see  them.  We  give 
them  the  best  care  we  can  here.  It's  a 
very  good  thing  to  do;  it  feels  good 
to  do  it." 

"I  really  care  about  people  and  I 
like  the  idea  of  being  able  to  help 
them,"  says  Theresa  King,  a second- 
year  student  who  grew  up  in  Wau- 
sau and  is  considering  a career  in 
family  medicine.  "I  like  the  excite- 
ment of  medicine.  You  see  some- 
thing different  each  day.  It's  a career 
where  you'll  always  be  learning." 

Students  earn  no  academic  credit 
for  their  work  at  the  free  clinic.  "The 
only  advantage  they  gain  from  it  is 
for  their  own  training,  their  own 
learning,"  Edwards  notes,  adding 
that  the  one  exception  is  the  medical 
school  will  register  a student's  Isaac 
Coggs  involvement  in  the  letter  of 
recommendation  included  with 
applications  for  residency  programs. 
"But  we  also  mention  all  of  their 
other  extracurricular  activities  like 
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Patient  John  Caldwell  describes  symptoms  during  a visit  to  the  Isaac  Coggs  Saturday  Clinic. 
Denise  Davis,  left,  is  one  of  the  top  academic  students  in  her  class  at  MCW.  On  a typical 
Saturday,  four  fourth  year  students  and  eight  or  nine  first  and  second  year  medical  students 
volunteer  at  the  clinic  for  the  uninsured.  (Photo  by  Bob  Rashid) 


volleyball,"  she  says. 

"Student  leaders  are  the  second- 
year  students,"  Edwards  explains, 
"because  medical  students  in  their 
third  and  fourth  years  have  on-call 
duties  and  clinical  rotations  and 
other  responsibilities  so  in  their  third 
and  fourth  years,  they  cannot  take 
on  the  responsibility  of  operating 
this  clinic.  It  has  to  be  a second-year 
student  whose  time  is  his  or  her  own 
on  weekends." 

The  free  clinic  operates  in  facili- 
ties used  weekdays  by  the  Isaac 
Coggs  Health  Care  Connection,  a 
clinic  that  provides  services  on  a 
sliding  fee  scale. 

The  total  value  of  services  per- 
formed by  the  free  clinic  in  July  1993 
was  $16,566  with  an  average  of  $91 
per  visit,  according  to  clinic  records. 
The  Isaac  Coggs  Health  Care  Con- 
nection will  donate  $200,000  to  the 
free  Isaac  Coggs  clinic  this  year. 

Indigent  patients  are  seen  in  ex- 
amining rooms  on  two  sides  of  the 
free  clinic,  with  one  wing  reserved 
for  new  patients  while  returning 
patients  are  seen  in  an  area  super- 
vised by  an  Isaac  Coggs  Health  Care 
Connection  physician,  whose  re- 
sponsibility is  to  ensure  continuity 
of  care.  Simple  tests  are  done  on  site 
at  the  free  clinic,  but  patients  who 
need  x-rays,  etc,  are  scheduled  to 
return  to  the  regular  Isaac  Coggs 
clinic  on  a weekday. 

"If  we  don't  have  (the  medica- 
tions) on  site,  we  give  them  a pre- 
scription to  go  to  a pharmacy.  If  they 
go  today  (same  Saturday),  it'll  be 
free  for  them,"  Klein  explains.  "Isaac 
Coggs  Health  Connection  Inc.,  sub- 
sidizes the  cost.  If  our  patients  need 
x-rays  done— and  the  x-rays  are  done 
Monday  through  Friday  at  the  regu- 
lar clinic-Isaac  Coggs  will  not  charge 
them." 

Klein  is  proud  of  the  services 
MCW  students  offer.  "We  are  the 
only  clinic  of  the  type  that  provides 
free  on-site  physician  care  to  the 
greater  Milwaukee  area,"  he  says. 

Much  of  the  care  is  fairly  routine. 
"We  see  a lot  of  young  women  for 


pregnancy-related  issues,"  says 
King.  "We  see  young  women  who 
think  they  might  be  pregnant  or  who 
want  to  be  examined  because  they 
don't  know  if  they  have  an  STD  or 
not.  We  do  a lot  of  physicals  for 
people  who  need  them  for  school  or 
jobs.  We  see  a lot  of  older  people 
who  are  coming  in  to  have  their 
blood  pressure  checked.  Most  of  the 
people  we  see  haven' t had  any  regu- 
lar medical  care." 

First-year  medical  students  are 
charged  with  obtaining  basic  infor- 
mation for  charts  while  second  year 
students  take  vital  signs,  histories 
and  perform  physical  examinations, 
Klein  notes.  About  12  medical  stu- 
dents work  in  the  clinic  on  any  given 
Saturday,  rotating  so  they  have  clinic 
duty  once  every  4 to  5 weeks. 

Looking  back,  Gugliemo  Sala,  a 
fourth-year  MCW  student,  said  he 
was  nervous  as  a second-year  stu- 
dent assigned  to  examine  patients  at 
Isaac  Coggs.  "There  weren't  as  many 
patients  then.  But  for  me,  it  was  my 
first  actual  contact  with  patients.  It 
was  nice  in  some  ways  but  in  others 
I was  anxious.  I had  never  actually 
seen  a patient  before  and  I didn't 


know  what  to  do  with  one. 

"But,  for  me,  it  was  a great  expe- 
rience because  it  gave  me  exposure. 
I knew  what  to  expect  when  I started 
rotations  in  the  third  year." 

Sala,  says  he  is  interested  pursu- 
ing a career  in  internal  medicine, 
but  may  decide  to  subspecialize.  "I'll 
see  what  Clinton  does." 

A native  of  Italy,  the  medical 
student  has  a keen  interest  in  health 
care  reform,  having  been  a consumer 
in  a socialized  health  care  system 
where  he  viewed  first  hand  " incom- 
petency" and  "long  waiting  lines." 
Sala  says  he  thinks  everyone  is  en- 
titled to  access  to  health  care,  but  he 
quickly  adds  he  does  not  have  the 
answers  for  how  such  a system 
should  be  structured  in  the  United 
States. 

For  some  students,  the  Isaac 
Coggs  experience  may  be  the  force 
that  propels  them  into  primary  care. 
Student  leader  Jim  Kleczka  said  he 
was  planning  to  focus  on  heart  sur- 
gery before  he  began  working  at  the 
inner-city  clinic,  but  now  he's  look- 
ing at  family  practice.  "You  get 
exposed  to  it  and  get  really  inter- 
Continued  on  next  page 
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James  Kleczka  (I)  watches  as  Bob  Sander,  MD,  (c)  an  MCW faculty  member,  completes  some 
papenvork.  Kleczka  is  one  of  four  second  year  medical  students  charged  with  the  supervision 
and  administration  of  the  central  city  Milwaukee  Clinic.  (Photo  by  Bob  Rashid) 


ested/'  he  relates  with  a quick  grin. 

Second-year  student  Troy 
Sennholz  agrees,  even  though  he 
laughingly  describes  much  of  the 
paperwork  processing  he  does  at 
the  clinic  as  "grunt  work." 

"The  first  and  second  year  (of 
medical  school)  all  you  see  is  books, 
books,  books.  The  opportunity  to 
get  out  and  see  people  is  really  en- 
joyable," says  Sennholz.  He  vows 
that,  as  a physician,  he  will  have  lots 
of  sympathy  for  office  staff. 

Students  participating  in  the  clinic 
for  the  uninsured  will  be  better 
doctors  because  of  their  experiences, 
according  to  Sheik  A.  Bacchus,  ex- 
ecutive director  of  the  Isaac  Coggs 
Health  Care  Connection  Clinic. 
"They  will  be  better  providers;  they 
will  be  better  trained  and  probably 
more  compassionate.  I'm  seeing  a 
new  breed  working  now.  Lots  of 
dedication." 

"It's  great,"  reports  Bob  Sander, 
MD,  a family  physician  and  MCW 
faculty  member  practicing  at  Wau- 
kesha Memorial  Hospital.  "It  gives 
the  students  a lot  of  good  experience 
and  provides  a nice  service  to  the 
community.  The  program  gives 


students  a chance  to  see  a little  bit  of 
what  family  practice  is  like." 

Like  Dr  Sander,  physician  volun- 
teers from  five  different  MCW  resi- 
dency programs  come  down  to  the 
clinic  to  provide  supervision  during 
their  off-duty  hours  and  vacations. 
"I  enjoy  it.  It's  fun,"  he  said. 

Klein,  Kleckza  and  other  student 
leaders  have  greatly  increased  the 
number  of  patients  served  by  the 
clinic  in  the  past  year  and  hope  to 
continue  to  expand  services. 

"Currently,  we  have  one  volun- 
teer physician  and  one  follow-up 
physician,"  Klein  explains,  "but  our 
goal  is  to  have  two  follow-up  physi- 
cians so  we  can  meet  the  increased 
demand  of  the  patients  who  are  seen 
here.  We  can  have  40  people  on  a 
Saturday  morning  now  and  still  turn 
away  10  to  15  people." 

Beginning  in  November,  the 
medical  students  also  plan  to  launch 
a research  study  on  Wisconsin's  un- 
insured. "Our  mission  is  to  serve  the 
uninsured  and  the  underinsured," 
Klein  says,  "and  we  wanted  to  initi- 
ate a research  project  to  find  out 
why  health  insurance  is  unavailable 
to  these  people.  Why  do  they  have 


to  come  here?  Are  they  unemployed? 
Have  they  ever  had  health  insur- 
ance before  and  if  so,  why  did  they 
lose  it?  We've  never  asked  these 
types  of  questions  so  we  want  to 
find  out." 

"Being  here  in  the  central  city, 
brings  home  the  point  that  minori- 
ties really  have  it  tough,"  Klein 
stresses.  "There's  unemployment. 
They  don't  have  health  insurance.  A 
lot  of  the  things  go  hand-in-hand. 
With  poor  nutrition  and  living  con- 
ditions, their  health  is  even  more 
affected." 

Geographical  access  to  health  care 
can  also  be  a problem  for  inner-city 
residents,  Klein  notes.  "If  they  want 
to  go  to  the  county  hospital  for  the 
indigent,  they  have  to  travel  several 
miles  away  to  Wauwatosa.  That's  a 
good  15  to  20  miles  away  by  free- 
way, and  not  everyone  has  cars  or 
can  afford  bus  fare.  So  we're  here  in 
the  central  city  where  they  can  get  to 
us  by  foot  if  need  be.  We're  not  way 
away  in  Never-Never-Land,  we're 
right  here  addressing  the  problems." 

To  medical  students  like  Klein, 
it's  clear  that  more  must  be  done  to 
alleviate  problems  for  the  state's 
more  than  350,000  underinsured  and 
the  uninsured  residents.  "We  see  a 
tremendous  need  out  there  for  clin- 
ics of  this  type,"  he  says.  "We  cannot 
see  all  the  uninsured  patients  in  the 
Milwaukee  area  on  one  Saturday  or 
one  day  of  the  week.  That  brings 
home  the  point  that  there  needs  to 
more  of  these  types  of  clinics." <> 


We  need  yen. 


0 


American  Heart 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Cm  y tcj c.'  ^ i w. si,cj< t*  t y s{ 


Jerome  E.  Kronsnoble,  William  E.  Herte,  Marie  A.  Kuemmel 
Suite  20,  850  Elm  Grove  Road,  Elm  Grove,  WI 53122,  (414)  784-3780,  (800)  437-4326 


Public  health 

Mammography  use  in  Wisconsin:  1987-1992 

Paula  M.  Lantz,  PhD;  Andrew  Weier,  MA;  Patrick  L.  Remington,  MD,  MPH,  Madison 


The  use  of  mammography 
screening  for  the  early  detec- 
tion of  breast  cancer  has  greatly 
increased  in  the  United  States  and  in 
Wisconsin  during  the  past  decadel' 
^ The  purpose  of  this  article  is  to 
document  recent  trends  in  mam- 
mography use  for  Wisconsin  women 
and  to  report  differences  in  mam- 
mography use  by  several  sociode- 
mographic factors. 

The  data  presented  here  are  from 
the  1987  to  1992  Wisconsin  Behav- 
ioral Risk  Factor  Surveys  (BRFS). 
The  BRFS  is  an  annual  random  digit- 
dial  telephone  survey  of  the  health 
practices  of  adults,  sponsored  by 
the  Centers  for  Disease  Control.^ 
Beginning  in  1987,  women  in  each 
annual  sample  were  asked  a series 
of  questions  regarding  their  knowl- 
edge of  and  prior  experience  with 
mammography.  Trends  and  so- 
ciodemographic differences  in  use 
were  investigated  through  two  out- 
come variables:  1)  whether  the  re- 
spondent had  ever  had  a mammo- 
gram; and  2)  whether  the  respon- 
dent had  a mammogram  in  the  past 
2 years.  The  core  questions  regard- 
ing mammography  and  the  ques- 
tions pertaining  to  sociodemogra- 


The public  health  column  is  not  reviewed 
by  the  WMJ  editorial  board.  Dr  Lantz 
and  Weier  are  researchers  with  the 
Marshfield  Medical  Research  and  Edu- 
cation Foundation,  a division  of 
Marshfield  Clinic,  in  Marshfield.  Dr 
Remington  is  chief  medical  officer  with 
the  Wisconsin  Division  of  Health  in 
Madison.  Reprint  requests  to:  Patrick 
Remington,  MD,  Wisconsin  Division  of 
Health,  1400  E Washington  Ave,  Madi- 
son, W1  53704.  Copyright  1993  by  the 
State  Medical  Society  of  Wisconsin. 


phic  variables  were  worded  the  same 
for  all  years  under  study. 

Analyses  were  restricted  to 
women  40  years  of  age  and  older. 
The  data  were  weighted  in  the  analy- 
sis to  adjust  the  age  distribution  of 
the  sample  to  allow  for  generalizing 
to  the  Wisconsin  population.  The 
results  from  individual  years  of  the 
survey  were  used  to  analyze  trends 
in  screening.  The  results  from  the 
two  most  recent  surveys  (1991-1992) 
were  combined  to  investigate  cur- 
rent sociodemographic  differences 
in  screening.  Chi-square  tests  were 
used  to  assess  the  statistical  signifi- 
cance of  associations  observed 


among  crosstabulated  variables. 
Counties  were  defined  as  metropoli- 
tan or  nonmetropolitan  using  crite- 
ria established  by  the  US  Office  of 
Management  and  Budget. 

Results 

Mammography  use  among  Wiscon- 
sin women  increased  significantly 
between  1987  and  1992.  As  shown  in 
the  figure,  the  percent  of  Wisconsin 
women  40  and  older  who  have  ever 
had  a mammogram  increased  from 
52%  in  1987  to  77%  in  1992  (p<.001). 
Similarly,  the  percent  of  women  who 
had  a mammogram  in  the  past  2 
years  increased  from  40%  in  1987  to 


Sociodemographic  differentials  in  mammography 
1992. 

use  in  Wisconsin:  1991- 

Ever  had 

Mammogram  in 

a mammogram 

past  two  years 

1991-1992  sample 
(N-834) 

76% 

62% 

Age 

40-49 

81% 

67% 

50-64 

78% 

67% 

65+ 

69% 

54% 

(p<.001) 

(p<.001) 

Education 

less  than  high  school 

57% 

44% 

high  school  graduate 

77% 

63% 

more  than  high  school 

83% 

70% 

(p<.001) 

(p<.001) 

Annual  household  income 

less  than  $15,000 

65% 

52% 

$15,000  to  $35,000 

81% 

65% 

more  than  $35,000 

86% 

76% 

(p<.001) 

(p<.001) 

County  of  residence 

nonimetropolitan 

69% 

56% 

metropolitan 

80% 

66% 

(p<.001) 

(p<.001) 
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62%  in  1992  (p<.001).  The  percent  of 
women  reporting  that  the  purpose 
of  their  last  mammogram  was  for 
routine  screening  increased  from 
81%  in  1987  to  91%  in  1992  (p<.05). 

Despite  the  significant  gains  made 
in  mammography  over  the  past  6 
years,  women  in  all  social  strata  did 
not  have  similar  rates  of  screening. 
Sociodemographic  differentials  in 
mammography  use  for  the  years 
1991  and  1992  are  presented  in  the 
table.  For  both  outcome  variables 
under  study,  older  women  had  sig- 
nificantly lower  rates  of  use.  Among 
women  ages  65  older,  69%  reported 
ever  having  a mammogram  com- 
pared with  81  % for  women  ages  40 
to  49  and  78%  for  women  ages  50  to 
64.  Mammography  use  was  also  re- 
lated to  education  and  nominal  in- 
come levels,  with  women  with  less 
than  a high  school  education  and 
with  annual  household  incomes  of 
less  than  $15,000  having  significantly 
lower  rates  of  ever  having  a mam- 
mogram and  having  a recent  mam- 
mogram.  In  addition,  mammogra- 
phy use  varied  by  county  of  resi- 
dence. Women  who  resided  in  non- 
metropolitan counties  had  signifi- 
cantly lower  mammography  rates 
than  those  who  resided  in  metro- 
politan counties. 

When  combining  some  of  the 
sociodemographic  factors  consid- 
ered in  this  analysis,  additional  dis- 
parities in  mammography  use  can 
be  described.  For  example,  among 
women  in  the  sample  who  were 
between  the  ages  of  40  and  64,  had 
more  than  a high  school  education, 
and  were  living  in  a metropolitan 
county  (N=304),  81%  reported  at 
least  one  prior  mammogram  and 
67%  reported  having  a mammogram 
within  the  past  2 ye^s.  In  contrast, 
however,  among  women  who  were 
age  65  or  older,  had  less  than  a high 
school  education,  and  were  living  in 
a non-metropolitan  county  (N*155), 
53%  reported  at  least  one  mammo- 
gram and  36%  reported  having  a 
mammogram  the  past  2 years. 


Comment 

Results  from  the  annual  BRFS  sur- 
veys show  a significant  increase  in 
mammography  screening  in  Wis- 
consin between  1987  and  1992.  Cur- 
rent levels  of  mammography  use 
indicate  that  among  Wisconsin 
women  40  older,  approximately  3 
out  of  4 have  ever  had  a mammo- 
gram and  that  approximately  2 out 


of  3 have  had  a mammogram  within 
the  past  2 years. 

Compared  with  other  states, 
mammography  rates  in  Wisconsin 
are  below  the  national  median.  Ac- 
cording to  1992  BRFS  data  for  49 
states,  Wisconsin  ranked  38th  in 
terms  of  the  percent  of  women  30 
and  older  who  reported  a mammo- 
Continued  on  next  page 
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Fig.  Trends  in  maynography  utilization  among  women  ages  40  and  older,  Wisconsin,  1987- 


gram  in  the  past  year  (41%  in  Wis- 
consin versus  45%  in  the  US).^ 

Data  from  several  sources  (includ- 
ing mammography  providers  in 
Wisconsin)  suggest  that  the  trend  of 
increasing  mammography  use  be- 
gan in  the  early  1980s.^  Information 
from  the  Wisconsin  Cancer  Report- 
ing System  further  suggests  that 
there  has  been  an  increase  in  the 
proportion  of  breast  cancer  cases 
detected  at  an  early  stage  during 
this  same  time.  Of  the  repiorted  breast 
cancer  cases  with  known  extent  of 
disease,  49%  were  classified  as  in 
situ  or  localized  disease  in  1980 
compared  with  68%  in  1991  (the  most 
recent  year  for  which  data  are  avail- 
able).^-^ 

Although  the  majority  of  Wis- 
consin women  have  had  at  least  one 
mammogram  and  have  had  a recent 
mammogram  (ie,  are  currently 
compliant  with  screening  frequency 
guidelines),  mammography  rates  for 
women  who  are  over  65,  who  reside 
in  non-metropolitan  counties,  and 
who  are  socioeconomically  disad- 
vantaged are  significantly  lower.  Ap- 
proximately half  of  Wisconsin 
women  diagnosed  with  breast  can- 
cer each  year  are  65  and  older,  and  it 
is  generally  agreed  that  all  post- 
menopausal women  should  be 
screened  at  least  once.^-*  Current 
mammography  rates,  however,  are 
the  lowest  among  women  age  65 
and  older,  with  nearly  one-third  of 
Wisconsin  women  in  this  age  group 
reporting  that  they  have  never  had  a 
mammogram. 

In  contrast,  rates  of  ever  having  a 
mammogram  are  highest  among 
women  ages  40  to  49  years,  even 
though  breast  cancer  incidence  rates 
among  pre-menopausal  women  are 
significantly  lower  than  those  for 
post-menopausal  women  and  de- 
spite the  current  controversy  regard- 
ing mammography  efficacy  and 
screening  guidelines  for  women 
under  50. 

A consistent  finding  among  stud- 
ies of  barriers  to  mammography  is 
the  strong  relationship  between  phy- 


1992. 


sician  recommendation  or  referral 
for  mammography  and  a history  of 
screening.’-^'^  W omen  who  have  had 
a physician  recommend  mammog- 
raphy have  significantly  higher  rates 
of  screening  than  those  who  have 
not.  Similarly,  a substantial  number 
of  women  without  prior  mammo- 
grams report  that  the  main  reason 
they  have  never  had  one  is  because 
their  physician  has  not  discussed  or 
recommended  the  test.  By  recom- 
mending screening  to  all  age-appro- 
priate patients,  including  women  65 
and  older  and  women  who  are  so- 
cioeconomically disadvantaged, 
physicians  will  continue  to  play  a 
key  role  in  the  increase  in  mammog- 
raphy use  in  Wisconsin. 

Acknowledgements 
The  authors  would  like  to  thank 
Eleanor  Cautley,  MS,  at  the  Wiscon- 
sin Division  of  Health,  Center  for 
Health  Statistics,  for  providing  the 
Behavioral  Risk  Factor  Survey  data 
and  for  technical  assistance. 

References 

1.  National  Cancer  Institute  breast  can- 
cer screening  consortium.  Screening 
mammography;  A missed  clinical  op- 
portunity? /AMA.990;264(l):54-58. 


2.  Remington  P,  Lantz  P.  Mammogra- 
phy guidelines  and  practices  in 
Wisconsin.  Wids  Med  /.1989;88(9):38- 
42. 

3.  Lantz  P,  Remington  P,  Soref  M.  Self- 
reported  barriers  to  mammography; 
Implications  for  physicians.  Wis  Med 
/.1990;89(10);602-606. 

4.  Remington  P,  Smith  M,AndaR,etal. 
Design,  characteristics  and  usefulness 
of  state-based  risk  factor  surveillance 
1981-1986.  Public  Health  Report.1988; 
103;366-375. 

5.  CDC.  Mammography  and  clinical 
breast  examinations  among  women 
aged  50  years  and  older  - Behavioral 
risk  factor  surveillance  system,  1992. 
Morbid  Mortal  Weekly  Rep  1993;42;737- 
41. 

6.  Remington  P.  Progress  in  the  early 
detection  of  breast  cancer  in  Wiscon- 
sin, 1980-1987.  Wids  Med  /.1989; 
88(5);32-34. 

7.  Wisconsin  Cancer  Reporting  System. 
Cancer  in  Wisconsin,  1991.  Madison; 
Wisconsin  Department  of  Health  and 
Social  Services,  January,  1993. 

8.  US  Preventive  Services  Task  Force. 
Guide  to  clinical  preventive  services. 
Baltimore;  Williams  and  Wilkins, 
1989. 

9.  Rutledge  D,  Hartmann  W,KinmanP, 
et  al.  Exploration  of  factors  affecting 
mammography  behavior.  Prei'entive 
Medicine. \988-,\7A\l-422.'^ 


582 


Wisconsin  Medical  Journal  • October  1993 


WIPRO  closes 
Milwaukee  office 

As  PART  OF  THE  CHANGES  initiated  in  April,  WIPRO 
closed  its  Milwaukee  office  Oct  1.  The  review 
operations  performed  at  that  office  will  be  trans- 
ferred to  WIPRO's  Madison  office,  although  physi- 
cian reviewers  will  be  continued  to  be  located  through- 
out the  state.  If  you  need  specific  case  information 
concerning  denials  or  quality  issues,  contact  WIPRO 
at  the  Madison  Review  Center  at  (608)  274-1940  or 
(800)  362-2320.^ 


Medical  facilities  to 
report  information  about 
induced  abortions 
to  state 

The  Wisconsin  Center  for  Health  Statistics,  which 
operates  the  reporting  system  on  induced  abor- 
tions in  the  state,  is  updating  its  list  of  providers  and 
facilities  that  should  report  information  on  induced 
abortions.  The  annual  reporting  deadline  is  Jan  15. 
Providers  who  need  reporting  forms  and  instruc- 
tions may  contact  Jan  Silbaugh,  Center  for  Health 
Statistics,  Division  of  Health,  PO  Box  309,  Madison, 
WI  53701-0309  or  call  (608)  266-8855. 

Wisconsin's  Induced  Abortion  Reporting  System 
(lARS),  created  under  Wisconsin  Statute  69.186,  has 
required  since  1987  all  Wisconsin  medical  facilities 
(hospitals,  clinics  and  others)  to  report  demographic 
and  other  information  on  each  individual  who  ob- 
tains an  induced  abortion  in  the  facility.  A reportable 
induced  abortion  is  defined  in  statute  as  "the  termi- 
nation of  a uterine  pregnancy  by  a physician  of  a 
woman  known  by  the  physician  to  be  pregnant,  for 
a purpose  other  than  to  produce  a live  birth  or  to 
remove  a dead  fetus."  According  to  statute,  all  infor- 
mation that  could  identify  facilities  or  patients  is 
confidential.  ❖ 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  Is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 
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tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  • is  indicated  as  a sympathicolytic  and  mydnatnc.  It  may 
have  activity  as  an  aphrodisiac 
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can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
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complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
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times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
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Resource 

Service. 


Smart  practice  questions 

call  for  smart  managed  care  answers, 

what  you'll  get  from 

Doctors 


With  your  busy  schedule,  we  know  it  is  difficult  to  keep  up 
with  the  changes  in  managed  care,  fee-for-service  and  health 
system  reform. 

That’s  where  Doctors  Resource  Service  (DRS)  comes  in. 

How  do  you  find  out  what  makes  the  most  sense  for  you  and 
your  financial  future?  And  what  are  your  peers  and  national 
experts  thinking  will  best  make  physicians  successful? 

Doctors  Resource  Service  gives  you  a dynamic  new  tool  for 
meeting  the  challenges  of  managed  care,  fee-for-service  and 
health  system  reform.  Each  issue  includes  practical  hand- 
books and  audiovisual  aids — everything  you  need  to  know 
about  managed  care. 

DRS  will  cover  topics  like: 

• Dealing  with  federally  proposed  health  system  reform 

•Options  for  fee-for-service  practice 

•Evaluating  the  legal  and  financial  implications  of  a 
managed  care  contract... 

The  list  goes  on.  In  designing  this  physician  specific  pro- 
gram the  American  Medical  Association  (AMA)  has  devoted 
many  months  of  research  and  staff  time  to  keep  you  on  the 
cutting  edge  of  practice  management. 

Mailed  every  six  weeks,  DRS  is  portable,  concise  and  up  to 
date — a traveling  companion  you  can  access  by  a turn  of  the 
page  or  the  press  of  a button. 

A glance  at  the  first  issue  indicates  the  types  of  materials 
you  can  expect  from  future  issues  in  the  managed  care  series. 
Publications 

• The  Physician  and  Managed  Care 

• Assessing  Your  Practice  in  an  Age  of  Reform 

• Group  Practice  Options:  From  Medical  Corporations 
to  Clinics  Without  Walls 


Audiocassette 

• Alice  Gosfield,  JD  on  Physicians’  Rights  in  Managed  Care 

Videocassette 

• Managed  Care:  An  Overview 

Starting  with  Issue  2,  you  will  also  receive  Inside  the  Issues, 
a newsletter  that  covers  the  day-to-day  concerns  of  managed 
care  and  the  impact  of  legislative  changes  on  you  and  your 
personal  finances. 

As  a new  subscriber,  you  will  receive  your  first  issue  free 
when  you  subscribe  and  purchase  Issue  2.  After  previewing 
the  materials  for  10  days,  you  can  keep  them  and  pay  $39.95 
for  members  ($66.95  for  nonmembers)  or  return  them  and 
mark  cancel  on  your  invoice. 

To  subscribe,  simply  call  our  24-hour  order  number — 800 
AMA- 1066,  Dept.  CEAD25.  Your  first  shipment  will  be  on  its 
way — along  with  a special  bonus  publication  Managed 
Competition:  Challenges  and  Opportunities  for  Physicians. 
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Dr  Jackson  urges  physician  involvement 
in  health  system  reform 


Sms  President  Pauline  M. 

Jackson,  MD,  is  urging  Wis- 
consin physicians  to  take  greater 
initiative  in  discussion  of  health 


The  sms  has  announced  the  can- 
didacy of  Timothy  T.  Flaherty, 
MD,  of  Neenah,  for  the  AMA  Board 
of  Trustees.  A past  president, 
Flaherty  continues  to  be  a highly 
visible  member  of  the  SMS.  He  cur- 
rently chairs  the  WISPAC  Board  of 
Directors  and  represents  the  Section 
on  Radiology  to  the  Commission  on 
Governmental  Affairs. 

On  a national  level,  Flaherty  has 
served  on  the  board  of  the  AMA 
Political  Action  Committee  (AM- 
PAC)  since  1987  and  represents 
Wisconsin  in  the  AMA  House  of 
Delegates. 

"We  are  pleased  to  announce  the 
candidacy  of  Dr  Flaherty  for  the 
AMA  Board,"  said  his  AMA  Cam- 
paign Coordinator  Cyril  M.  "Kim" 
Hetsko,  MD.  "Dr  Flaherty  has  dem- 
onstrated strong  leadership  skills,  a 
commitment  to  high  standards,  and 
a passionate  dedication  to  quality 
during  his  work  with  the  SMS.  His 
skills  would  serve  to  strengthen  the 
AMA  Board  of  Trustees." 

A board-certified  radiologist. 


system  reform  because  various  pro- 
posals set  to  be  considered  during 
the  October  floor  session  and  in  1 994 
do  not  go  far  enough  to  correct  health 


Timothi/  Flaherty,  MD 


Flaherty  earned  his  medical  degree 
from  the  Medical  College  of  Wis- 
consin. He  interned  at  St  Mary's 
Hospital  in  Madison  and  completed 
a residency  and  a radiology  fellow- 
ship with  the  University  of  Wiscon- 
sin. 

Watch  for  a feature  article  on  Dr 
Flaherty  in  an  upcoming  edition  of 
the  WMJ.  ❖ 


system  inequities  and  concerns. 

The  SMS  Board  of  Directors  has 
established  that  the  following  points 
are  essential  in  crafting  health  care 
system  reform  for  the  state.  To  be 
successful,  a plan  must  provide: 
universal  access;  the  right  to  choose 
one's  own  physician;  a statewide 
standard  benefits  package;  commu- 
nity rating;  insurance  industry  re- 
forms including  the  elimination  of 
denials  based  on  pre-existing  condi- 
tions; portability  of  insurance  from 
job  to  job;  tort  reform;  and  real  nego- 
tiation on  fees.  Public  education 
packets  on  Wisconsin  Care  are  avail- 
able from  the  SMS. 

"It  is  more  important  to  get  health 
system  reform  right,  than  it  is  to  get 
it  done  quickly,"  said  Dr  Jackson. 
"As  physicians  and  health  care  con- 
sumers, we  must  add  our  voices  to 
the  din  in  Madison  and  Washing- 
ton. Let  your  senators  and  represen- 
tatives at  both  levels  of  government 
know  what  you  like  and  do  not  Uke." 

Physicians  can  make  sure  their 
patients  are  informed  about  the  is- 
sues being  considered  in  the  health 
system  reform  debate  by  writing 
letters  to  the  editor,  talking  to  com- 
munity organizations  and  contact- 
ing lawmakers.  To  provide  physi- 
cians with  a starting  point,  SMS  staff 
has  prepared  an  informational 
packet.  To  obtain  a copy,  call 
SMS  Physician  Outreach  at  1-800- 
362-9080  or  (608)  257-6781  and  re- 
quest the  Physician's  Guide  to  Ensur- 
ing  Quality  Health  System  Reform  in 
Wisconsin.  ❖ 


Dr  Flaherty  to  run  for 
AMA  Board  of  Trustees 
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SMS  adds  voice  to  plea  to  limit  youth  access  to  tobacco 


Sms  President  Pauline  M. 

Jackson,  MD,  joined  represen- 
tatives of  the  Wisconsin  chapters  of 
the  American  Lung  Association, 
American  Heart  Association  and  the 
American  Cancer  Society  at  a press 
conference  Sept  29  urging  support 
for  a plan  to  increase  the  state's  ciga- 
rette tax  by  $1  as  a means  of  reduc- 
ing youth  access. 

State  Rep  Peter  Bock  (D-Milwau- 
kee)  said  the  proposed  increase— 
from  38  cents  a pack  to  $1 .38— would 
raise  a "significant  amount  of 
money"  for  health  care.  Bock  said 
dollars  generated  by  the  tax  hike 
could  be  used  to  expand  the  Healthy 
Start  program  for  pregnant  women 
and  indigent  children.  Two  press 


conferences  were  held  Sept  29  on 
the  plan,  with  Dr  Jackson  represent- 
ing the  SMS  in  Madison  and  SMS 
Board  Director  Marcia  J.S.  Richards, 
MD,  speaking  in  favor  of  the  to- 
bacco hike  in  Milwaukee.  Richards 
is  president  elect  of  the  Wisconsin 
cancer  society. 

Sen  Fred  Risser  (D-Madison)  told 
media  representatives  that  a major- 
ity of  the  public  supports  the  ciga- 
rette tax  hike  and  he  believes  a sub- 
stantial increase  could  pass  the 
Legislature.  Risser  stressed,  how- 
ever, that  leadership  from  the  state's 
highest  executive  is  still  needed. 

"We  protect  our  children  against 
disease  by  immunizing  them," 
Jackson  told  the  media.  "We  protect 


our  children  from  death  and  injury 
in  motor  vehicle  accidents  by  secur- 
ing them  with  car  seats  and  seat 
belts.  Now  we  have  a way  to  protect 
our  children  from  death  caused  by 
cigarette  smoking.  We  must  increase 
the  cost  of  cigarettes  to  a point  where 
kids  can  no  longer  afford  to  become 
addicted."  Jackson  and  other  health 
experts  pointed  to  the  Canadian 
experience  as  proof  youth  smoking 
can  be  curtailed  by  an  increase  in  the 
excise  tax.  "When  Canadian  law- 
makers increased  the  price  of  ciga- 
rettes to  more  than  $3  a pack,  teen- 
age cigarette  smoking  was  reduced 
by  two  thirds.  We  know  this  plan 
win  work,"  the  SMS  president  said.<> 


SMS  joins  in  AM  A electronic  data  interchange  forum 


ON  Sept  24,  the  AMA  hosted  a 
one-day  forum  on  electronic 
data  interchange  (EDI)  and  the  ef- 
fect of  EDI  on  practice  management 
of  federation  members.  Twelve  of 
the  most  technologically  advanced 
federation  societies  were  repre- 
sented at  the  forum,  including  the 
SMS.  The  objective  for  the  forum 
was  to  gain  a commitment  that  the 
federation  will  obtain  EDI  compe- 
tence to  help  the  membership  as- 
similate and  exploit  this  new  tech- 
nology. 

All  proposed  health  system  re- 
form plans  will  have  a substantial 
effect  on  many  facets  of  the  current 
methods  of  practice  management 
for  Wisconsin  doctors.  One  particu- 
lar facet  which  has  received  little 
attention  is  the  effect  of  mandated 
EDI  on  information  technology  in 


the  physician  office.  The  subject  of 
EDI  can  include  the  electronic  sub- 
mission of  insurance  claims,  the  ex- 
change of  information  with  the 
National  Practitioners  Data  Bank, 
and  also  the  health  system  cards 
proposed  by  the  Clinton  admini- 
stration. Although  simple  in  con- 
cept, these  proposed  health  system 
cards  alone  will  have  a significant 
repercussion. 

Implementing  this  technology 
will  require  every  provider  to  ac- 
quire: a magnetic  strip  reader  for 
when  the  patient  enters  the  office; 
computer  software  to  interpret  the 
information  on  the  card;  work  sta- 
tions for  the  physician  or  staff  to 
enter  diagnosis  and  prescriptions 
that  result  from  this  visit;  and  a 
magnetic  strip  writing  device  to 
update  the  card  prior  to  the  patient 


leaving  the  office.  Depending  on  the 
current  level  of  technology  in  the 
physician's  office,  this  single  pro- 
posed idea  could  result  in  several 
thousands  of  dollars  in  new  equip- 
ment and  training  for  a single  pro- 
vider office. 

During  the  forum,  the  participants 
made  a commitment  to  continue  to 
work  together  for  a minimum  of  1 
year  to  gain  a competence  in  EDI 
and  understand  the  effect  of  EDI  on 
practice  management.  With  the  as- 
sistance of  this  workgroup,  the  SMS 
staff  will  be  providing  education  to 
the  membership  through  the  devel- 
opment of  seminars  and  educational 
articles  in  the  Wisconsin  Medical  Jour- 
nal. This  information  will  allow  the 
SMS  membership  to  be  in  a position 
to  benefit  from  any  proposed 
changes  in  office  technology. ❖ 
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County  society  news 


Ashland-Bayfield-Iron.  The  Ash- 
land-Bayfield-Iron  County  Medical 
Society  approved  membership  for 
George  A.  Fall,  MD. 

Brown.  The  Brown  County  Medical 
Society  met  in  Green  Bay  on  Sept  9, 
1993.  Dr  Robertshaw  spoke  on  the 
Society  for  the  Humor  Impaired. 
New  members  accepted  into  the 
society  include:  James  Baker,  MD; 
Anthony  Cousineau,  MD;  Mark 
Edwards,  MD;  Peter  Falk,  MD; 
David  Kaufman,  MD;  David  Keim, 
MD;  Michael  Ross,  MD;  Richard 
Timmons,  MD;  Rose  Turba,  MD;  and 
Jo  Watson,  MD. 

La  Crosse.  The  following  physicians 
were  elected  to  membership  in  the 
La  Crosse  County  Medical  Society 
at  the  September  Executive  Com- 
mittee meeting:  Andrew  Meade, 
MD;  Alexis  Norelle,  MD;  Rey  Ro- 
driguez, MD;  Virginia  Updegraff, 
MD;  and  Margaret  Webster,  MD. 

Lincoln.  The  Lincoln  County  Medi- 
cal Society  approved  membership 
for  the  following  physicians:  Joseph 
W.  Babiarz,  MD;  Robert  C.  Becker, 
MD;  and  Hillary  Scully,  MD. 


Marathon.  The  Marathon  County 
Medical  Society  approved  the 
membership  application  for  James 
S.  Collison,  MD,  and  Richard  J. 
Mayrer,  MD. 

Milwaukee.  The  following  physi- 
cians were  elected  to  membership 
in  the  Medical  Society  of  Milwau- 
kee County:  Carl  G.  Becker,  MD; 
Louis  Coulis,  MD;  Christopher  M. 
Dixon,  MD;  Patricia  J.  Dolhun,  MD; 
Tobias  Enright,  MD;  Kim  Allen 
Hansen,  MD;  Kathleen  M.  Hargar- 
ten,  MD;  Gary  S.  Hauke,  MD;  Amar 

S.  Jaglan,  MD;  Joseph  S.  Kostrzewski, 
DO;  Sara  S.  Nussbaum,MD;  Michael 

T.  Rissell,  MD;  Patrick  J.  Sankovitz, 
MD;  Meenaxi  D.  Shah,  MD;  Joseph 
W.  Shea,  MD;  Gilbert  D.  Steffanides, 
MD;  Margery  Ann  Strack,  MD; 
Glenn  Van  Wyhe,  MD;  Gur  Akansel, 
MD;  Jerry  R.  Blair,  MD;  Michael  A. 
Flores,  MD;  Milton  T.  Fong,  MD; 
Reginald  J.  Gobel,  MD;  Lorraine 
Jackson,  MD;  Thomas  G.  Korkos, 
MD;  Todd  A.  Loehrl,  MD;  Brad  W. 
Mays,  MD;  David  Munoz,  MD; 
Vadoun  I.  Omari,  MD;  Melvin  P. 
Palalay,  MD;  Florence  M.  Sandmann, 
MD;  Charles  B.  Schubert,  MD;  Ra- 
jendra  Singh,  MD;  Jeffrey  E.  Spoo, 


MD;  Johnny  Lee  Triplette,  MD. 

Pierce-St.  Croix.  Richard  M.  Levey, 
MD,  has  been  accepted  into  the 
Pierce-St.  Croix  County  Medical  So- 
ciety. 

Vernon.  The  Vernon  County  Medi- 
cal Society  met  Sept  15,  1993.  Dr 
Robert  Green  and  Dr  Sundraman, 
cardiologists  from  Gundersen  Clinic, 
presented  topics  on  the  current 
management  of  acute  myocardial 
infarction.  Health  and  legislative 
issues  were  discussed  with  Julie 
Daggett,  SMS  field  staff. 

Waukesha.  New  members  elected 
to  the  Waukesha  County  Medical 
Society  include:  George  D.  Geanon, 
MD;  Michael  S.  Goldstone,  MD; 
Susan  M.  Larson,  MD;  Salem  N. 
Maaliki,  MD;  Kenneth  J.  Renner,  MD; 
and  Douglas  S.  Smith,  MD. 

Winnebago.  The  Winnebago 
County  Medical  Society  elected  Jef- 
frey Andreini,  MD;  Paul  Boeder,  MD; 
and  J.  Hartz,  MD,  into  membership. 

Wood.  New  members  elected  to  the 
Continued  on  next  page 


State  Medical  Society  of  Wisconsin 

Presents  Three  Exciting  Tours  From  Chicago 

Puerto  Plata,  Dominican  Republic 

January  28-February  4,  1994  • From  $699.00  per  person,  double  ocatpancy 

ss  Amerikanis  - Caribbean  Cruise 

February  14-21,  1994  • From  $899.00  per  person,  double  occupancy 


China  Highlights  and  Hong  Kong 

March  23-ApriI  3,  1994 
$2,299.00  per  person,  double  occupancy,  fully  indusiie 

Available  to  Members,  Family,  and  Friends. 

For  additional  information  call  or  write:  imam 

8200  Normandalo  Boulevard,  Suite  504  • Minneapolis,  MN  55437-1098  • U.S.A.  Toll  Free  1-800-328-6264 
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Wood  County  Medical  Society  in- 
clude: Samuel  L.  Abbate,  MD;  Gre- 
gory A.  Anderson,  MD;  Michele  Lee 
Bachhuber,  MD;  Lon  A.  Blaser,  DO; 
Bradley  S.  Boettcher,  MD;  Charles 
R.  Bohon,  MD;  Bradley  A. 
Bourkland,  MD;  James  Conterato, 
MD;  Edward  C.  Denny,  MD;  Edna 
O.  DeVries,  MD;  Brian  Ewert,  MD; 


Kathleen  M.  Einta,  MD;  Steven  R. 
Gilbert,  MD;  Barry  L.  Irons,  MD; 
Roderick  D.  Koehler,  MD;  Bruce 
Krawisz,  MD;  Yeenan  G.  Lin,  MD; 
Nanette  M.  McCarthy,  MD;  Susan  E. 
Mickel,  MD;  Cary  Mielke,  MD;  Cath- 
erine E.  Reuter,  MD;  John  M.  Teske, 
Jr.,  MD;  and  Purushotham  Veluvolu, 
MD.<- 


The  SMS  plan? 
The  Thompson  plan? 
The  Clinton  plan? 
Call  the  SMS  at 
1-800-362-9080 


Dr.  Gluckman,  noted  psychotherapist,  arrives  at  work  to  find  that  the  streets  hai’e  gone  crazy. 


588 


Wisconsin  Medical  Journal  • October  1993 
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Calvy,  Donald  W.,  MD,  died  Aug 
16, 1993.  Dr  Calvy  graduated  from 
Marquette  University  School  of 
Medicine  in  1936.  He  served  his 
residency  and  internship  at  Milwau- 
kee County  General  Hospital.  He 
specialized  in  urology  and  was  on 
the  faculty  of  Marquette  Medical 
School / Medical  College  of  Wiscon- 
sin since  1953.  He  was  a professor 
emeritus  since  1985.  Dr  Calvy  was 
chief  of  staff  at  St.  Luke's  Hospital 
from  1970  to  1971 . He  was  president 
of  the  Milwaukee  Urological  Soci- 
ety in  1957,  president  of  the  Wiscon- 
sin Urological  Society  in  1961,  and 
was  a member  of  the  North  Central 
Faction  of  the  American  Urological 
Association,  American  College  of 
Surgeons,  and  Milwaukee  Academy 
of  Medicine.  He  was  a member  of 
the  50-year  Club  of  the  State  Medi- 
cal Society,  and  a member  of  the 
Milwaukee  County  Medical  Soci- 
ety. He  is  survived  by  his  wife,  Mary; 
a brother.  Dr  Thomas  Calvy;  and 
nieces  and  nephews. 

Clausen,  Norman  Martin,  MD,  died 
on  June  20,  1993.  He  was  born  on 
May  20, 1914,  in  Sparta,  Wisconsin. 
He  attended  the  University  of  Wis- 
consin, Madison  and  received  a BS 
degree  in  1938,  a PhD  in  pharmacol- 
ogy in  1942,  and  his  medical  degree 
in  1943.  He  served  in  the  US  Navy 
Medical  Corps  from  September  1944 
to  June  1946.  He  was  employed 
briefly  at  the  US  Food  and  Drug 
Administration,  then  opened  a 
medical  practice  in  Oregon,  Wis.  He 
became  affiliated  with  the  Quisling 
Clinic  in  Madison  in  1948  and  prac- 
ticed there  until  his  retirement  in 
1976.  During  his  years  of  practice  in 
Madison  he  served  as  physician  for 
the  Wisconsin  Power  and  Light 
company  and  the  Madison  Area 
Technical  College,  where  he  organ- 
ized the  student  health  department. 
He  was  one  of  the  founders  of  the 


Honorary  Senior  Physicians  Staff  at 
Meriter  Park  Hospital  in  Madison, 
and  of  the  Wisconsin  Association  of 
Senior  Physicians.  He  was  a mem- 
ber of  the  AM  A,  SMS,  and  Wiscon- 
sin Society  of  Internal  Medicine.  He 
was  honored  by  the  SMS  in  April  as 
a 50-Year  Club  member.  Survivors 
include  his  wife,  Jean;  a daughter, 
Karen  Schilke  of  Missoula,  Mont;  a 
son  Curt  of  Seattle;  a daughter, 
Kristin  of  Madison;  a daughter,  Juli- 
ana of  Mazomanie;  and  seven  grand- 
children. 

Dessel,  Bertram  H.,  MD,  died  July 
31, 1993,  at  the  age  of  79.  He  received 
his  medical  degree  in  1942  from 
Marquette  University.  He  served  his 
internship  at  Milwaukee  Hospital 
and  his  residency  at  the  Veteran's 
Hospital  in  Wood.  He  specialized  in 
internal  medicine.  Dr  Dessel  is  sur- 
vived by  his  wife,  Mary;  a son  Hal; 
and  a daughter,  Fran. 

Larme,  Francis  P.,  MD,  died  July  22, 
1993.  He  was  born  on  Feb  15, 1916, 
in  Sun  Prairie.  He  graduated  from 
the  University  of  Wisconsin  Medi- 
cal School  in  1941.  Dr  Larme  served 
in  the  US  Navy  from  1942  to  1944,  in 
the  Pacific  Theater,  receiving  the 
Victory  Medal  and  battle  stars  for 
the  Gilbert  Islands,  Marshall  Islands, 
and  Asiatic  Pacific  raids  of  1944. 
After  serving  2 more  years  at  the 
naval  hospital  at  Treasure  Island, 
Calif,  he  was  discharged  in  1946  as  a 
lieutenant  commander.  In  1946  he 
opened  a general  medical  practice 
in  New  Holstein.  He  served  as 
medical  director  of  Calumet  Home- 
stead for  more  than  20  years  and 
many  terms  as  health  officer  for  the 
city  of  New  Holstein.  Honored  as  a 
fellow  of  the  American  Academy  of 
Family  Physicians  in  1973,  he  re- 
ceived the  Distinguished  Service 
Award  from  the  University  of  Wis- 
consin Alumni  Association  in  1985. 


He  retired  in  1984.  Dr  Larme  was  a 
member  of  the  Calumet  County 
Medical  Society,  a 50-Year  Club 
member  of  the  SMS,  and  a member 
of  both  the  AMA  and  the  American 
Academy  of  Family  Physicians.  He 
was  a member  and  president  of  the 
Calumet  Memorial  Hospital  medi- 
cal staff.  Dr  Larme  is  survived  by 
his  wife,  Lucille;  four  daughters, 
Kathryn  Kidder,  Gainesville,  Fla, 
Mary  Johnson,  Schaumburg,  111, 
Yvonne  Larme,  Shorewood,  and 
Anne  Larme  of  Lexington,  Ky;  three 
sons,  Peter  of  Warren,  Penn,  J ohn,  of 
Australia,  and  William,  of  Arling- 
ton, Va;  one  sister;  15  grandchildren; 
and  six  great-grandchildren. 

Manz,  Walton  R.,  MD,  died  July  23, 
1993.  He  was  born  on  July  15, 1904, 
in  Waumandee.  He  graduated  from 
the  University  of  Wisconsin  Medi- 
cal School  in  1928  and  served  his 
internship  at  Augustana  Hospital  in 
Chicago.  He  began  his  medical  prac- 
tice in  Eau  Claire  in  1930.  He  was  an 
active  member  of  the  medical  staffs 
of  Luther  and  Sacred  Heart  Hospi- 
tals and  served  as  chief  of  staff  and 
chief  of  surgery  at  Sacred  Heart 
Hospital.  Dr  Manz  is  past  president 
of  the  Tri-County  Medical  Society 
and  served  on  the  board  of  directors 
and  as  president  of  the  Wisconsin 
Academy  of  General  Practice.  He 
also  served  as  chair  of  the  Eau  Claire 
County  Advisory  Committee  to  the 
Wisconsin  Physicians'  Service  and 
Blue  Shield.  He  served  on  the  SMS 
Committee  of  School  Health  and  the 
Eau  Claire  City-County  Board  of 
Health  and  Area  Health  Service 
Agency.  Survivors  include  his  chil- 
dren, John  H.  Manz,  of  Sussex,  Carl 
W.  Manz,  of  Eau  Claire,  Martha 
McMahon,  of  Eau  Claire,  and  Erank 
R.  Manz,  of  Maplewood,  Minn. 

Picotte,  L.  W.,  MD,  died  Aug  9, 
Continued  on  next  page 
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1993,  in  Chippewa  Falls.  He  was 
bom  March  1,  1911,  in  Eau  Claire. 
He  graduated  from  Marquette 
Medical  College  in  1936  and  served 
with  the  US  Army  in  the  Medical 
Corps  during  World  War  II.  Dr  Pi- 
cotte  practiced  medicine  in  Chip- 
pewa Falls  from  1939  until  he  re- 
tired in  1987.  He  was  the  medical 
director  at  the  Chippewa  County 
Health  Care  Center  from  1939  to 
1985,  and  health  officer  for  Chip- 
pewa Falls  from  June,  1957,  until  his 
retirement.  Dr  Picotte  was  a mem- 
ber of  the  Chippewa  County  Medi- 
cal Society,  the  SMS  50- Year  Club, 
the  AMA,  the  American  Academy 
of  Family  Practice,  and  the  Ameri- 
can Academy  of  Emergency  Physi- 
cians. He  is  survived  by  his  wife, 
Jeanne,  a daughter,  Patricia  Phip- 
pakis  of  Tempe,  Ariz;  a son,  Paul  of 
Grand  Rapids,  Mich;  a step-daugh- 
ter, Maureen  Friedeck;  six  grand- 
children and  two  step-grandchil- 
dren. 


Rozar,  G.  Edward,  Jr,  MD,  died  July 
17, 1993.  He  was  bom  June  10, 1949, 
in  Athens,  Ga.  He  was  a cardiovas- 
cular surgeon  at  the  Marshfield 
Clinic.  Dr  Rozar  graduated  from  the 
Medical  College  of  Georgia  School 
of  Medicina  in  1973.  He  served  his 
residency  at  Norfolk  General  Hos- 
pital Medical  Center  and  Allegheny 
General  Hospital  in  Pittsburgh.  He 
served  a fellowship  at  Baylor  Uni- 
versity Medical  Center  in  Dallas.  Dr 
Rozar  is  survived  by  his  wife,  Donna; 
three  sons,  Jonathan  Edward,  Jon- 
athan Wayne  and  David  Michael; 
and  two  daughters,  Victoria  Kay  and 
Christina  Michelle;  his  mother  of 
Atlanta;  one  brother  and  two  sisters. 

Sebesta,  Alois  J.,  MD,  died  Aug  23, 
1993.  He  was  born  Nov  10, 1909,  in 
Chippewa  County.  He  was  a gradu- 
ate of  Ripon  College  and  the  Uni- 
versity of  Wisconsin  Medical  School. 
He  served  the  Shawano  area  as  a 
medical  doctor  for  more  than  50 


years.  Dr  Sebesta  was  a member  of 
the  AMA,  the  Shawano  County 
Medical  Society,  and  the  SMS  50- 
Year  Club.  He  is  survived  by  three 
sons  and  one  daughter-in-law,  Don 
and  Pat  Sebesta,  of  Kansas  City,  Mo; 
Paul  Sebesta,  of  Madison;  and  Jim 
Sebesta,  of  Reston,  Va;  and  two 
grandsons. 

Straughn,  Robert  A.,  MD,  died  Aug 
20, 1993,  in  San  Antonio,  Texas.  He 
was  born  July  1, 1915,  in  Elmira,  NY. 
He  graduated  from  Temple  Univer- 
sity School  of  Medicine  in  Phi- 
ladephia  in  1940  and  served  his  in- 
ternship and  residency  at  Jewish 
Hospital  in  Philadephia.  He  prac- 
ticed internal  medicine  at  the  Jackson 
Clinic  from  1948  until  1974.  He  was 
named  president  elect  of  the  Dane 
County  Medical  Society  in  1963.  In 
addition,  he  was  a member  of  the 
SMS  50- Year  Club.  Dr  Straughn  is 
survived  by  his  wife,  two  sons,  a 
daughter,  and  a brother.<> 


Medical  credentials 
renewal  deadline 
draws  near 

About  23,000  health  care  provid- 
ers—from  physicians  and  sur- 
geons to  physical  therapists— must 
renew  their  state-required  creden- 
tials by  Nov  1 or  cease  to  practice 
on  that  date  in  accordance  with 
Wisconsin  law.  Questions?  Con- 
tact the  Office  of  Renewals  and 
Document  Processing  at  (608)  266- 
0557..> 
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BERESFORD,  SOUTH  DAKOTA  - PA/ 
NP  needed  for  family  practice  satellite 
clinic  which  is  part  of  a 100-physician 
multi-specialty  group.  Out  patient  care 
in  well-equipped  clinic  in  small  town  30 
miles  from  metro  area  of  130,000  people. 
Enjoy  the  quiet  rural  setting  of  a small 
town  with  the  advantages  of  the  metro 
life  readily  available.  Salary  range  - 
$40,000-$50,000  plus  bonus/ incentive 
plan,  comprehensive  insurance  package, 
educational  benefits,  profit-sharing, 
vacation,  and  sick  leave.  Send  CV  to 
Lawrence  Finney,  M.D.,  CENTRAL 
PLAINS  CLINIC,  1100  E.  21st  Street, 
Sioux  Falls,  SD  57105.  10/93 

BC  PULMONARY  & IM  seeks  position. 
Prefer  Milwaukee  area  or  Madison. 
Contact  Carl  Lawyer,  M.D.,  10320  Foun- 
tainebleau,  Mequon,  WI 53092,  (414)242- 
4312.  10/93 

PRIMARY  CARE  PRACTICE  OPPOR- 
TUNITY on  Lake  SuperioF s Northshore. 
Join  two  BC  FP's  in  outpatient  practice 
focusing  on  prevention,  wellness  and 
wholeness,  (both  Physician  and  Patient!) 
Flexible  hours  and  call  schedule.  We 
enjoy  abundant  outdoor  activities.  Call 
Jon  Ward,  Bay  Area  Health  Center,  (218) 
226-4431,  50  Outer  Drive,  Silver  Bay, 
MN  55614.  10/93 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


FACULTY  NEEDED  IMMEDIATELY 
- SOUTHERN  WISCONSIN  FAMILY 
PRACTICE  RESIDENCY  PROGRAM 
The  Southern  Wisconsin  Family  Prac- 
tice Residency  Program  (SWFPRP)  is 
currently  seeking  one  full-time  board 
certified  family  physician  to  join  our 
community-based  6-6-6  residency  pro- 
gram. Developing  the  obstetrics  and 
procedural  training  curriculum  will  be 
important.  Responsibilities  include 
teaching  residents,  patient  care  includ- 
ing obstetrics,  and  scholarly  activities. 
An  attractive  call  schedule  is  offered. 
Compensation  is  negotiable,  and  gener- 
ous fringe  benefits  are  offered.  Janesville 
is  a family-oriented  community  of  53,000 
located  in  southern  Wisconsin  offering 
the  security  of  small-town  living  with 
proximity  to  major  metropolitan  areas. 
All  qualified  applicants  considered.  Po- 
sition will  remain  open  until  filled.  Need 
is  immediate  and  starting  date  is  flex- 
ible. Address  CV  and  letter  of  applica- 
tion to  Gregory  L.  Darrow,  M.D.,  Direc- 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
OB/GYN 


Single  and  multi-specialty,  and  solo 
opportunities  available. 

Wisconsin  New  York 

Ohio 

Nebraska  Illinois 

For  additional  information  please  call 
1 .BOO-243-4353  or  414-241-9500 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 


LOCUM  TENENS 

Do  you  need  a physician 
for  a tenaporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

9-10/93 


— Classified  ads 

tor.  Southern  Wisconsin  Family  Practice 
Residency  Program,  849  Kellogg  Ave- 
nue, Janesville,  Wisconsin,  53546. 

9/93;TFN 

SOUTHERN  WISCONSIN  - Well-es- 
tablished clinic  is  expanding  Family  Prac- 
tice Division.  Practice  options  include: 
full  range  clinical  services;  or  satellite 
office;  or  Urgent  Care.  Busy  practice, 
salary  guarantee.  Contact  Laura  Hays, 
800-765-3055,  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105,  Fax  314-726-3009. 

9-10/93 

WISCONSIN:  Family  practitioner 

needed  by  a growing  practice  of  a four 
physician  group  in  a friendly  rural 
community  in  Northeast  Wisconsin  near 
Green  Bay.  This  is  an  excellent  opportu- 
nity to  join  an  established  organization. 
Highly  competitive  salary  with  benefits. 


ORTHOPEDIC  SURGEON 

CHIRON,  LTD.,  the  largest  pro- 
vider of  Independent  Medical 
Evaluations  (IMF's)  in  Wiscon- 
sin, seeks  a board  certified  ortho- 
pedic surgeon  to  join  our  staff 
full-time  in  providing  IME's  of 
injured  individuals  at  various 
clinic  sites  in  Wisconsin.  Under 
the  direction  of  James  M.  Huffer, 
MD,  Orthopedic  Surgeon,  Chi- 
ron offers  an  excellent  opportu- 
nity to  remain  active  without 
the  responsibilities  of  a surgical 
practice.  Chiron  offers  an  excel- 
lent financial  package. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD. 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
or  call  608-231-3030 


CHIRON 


The  Rehabilitation  Experts 

8/93-1/94 
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Continued 

Please  contact:  Artwich  Clinic,  Oconto 
Falls,  Wisconsin  54154.  9/93-4/94 

FAMILY  PRACTICE  PHYSICIAN 
needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with 
service  area  of  40,000,  located  on  the 
doorstep  of  Wisconsin's  fabulous  lake 
country.  Practice  medicine  in  a small 
family-oriented  community  within  two 
hours  of  Minneapolis/ St.  Paul.  Com- 
petitive salary  and  excellent  fringe  pack- 
age. Send  CV  to  James  A.  Volk,  M.D., 
Medical  Director,  PO  Box  3217,  Eau 
Claire,  WI 54702-3217;  ph  715-836-8552. 

9-11/93 

BEAUTIFUL  NORTHWESTERN  ILLI- 
NOIS: Seeking  primary  care  physicians 
- family  practice  or  internal  medicine  - to 
staff  quiet,  low-volume  emergency  de- 


DISSATISFIED  WITH 
YOUR  PRACTICE? 
OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 


WISCONSIN 

Milwaukee 

Sheboygan 

Beloit 

Madison 

Kenosha 


NATIONAL 

Indianapolis 

Chicago 

Pittsburgh 

Cincinnati 

Jacksonville 


Confidential  * References 
(No  cost  to  you  - our  clients  pay  all 
costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


partment  in  50-bed  hospital  in  growing 
community.  Near  to  Chicago  amenities. 
Excellent  pay  and  benefits.  Supportive 
medical  staff  and  administration  and 
well-trained,  pleasant  nursing  staff. 
Contact  Michael  Parker,  MD,  (815)395- 
5261,  Saint  Anthony  Medical  Center,  5666 
East  State  St.,  Rockford,  IL  61108-2472. 

9-10/93 

BIG  CITY  STYLE  AND  SMALL  TOWN 
HOSPITALITY  sums  up  our  commu- 
nity very  well.  If  you  are  a family  prac- 
tice physician  interested  in  rural  family 
medicine,  working  in  a modem  clinic 
attached  to  a small  acute  care  hospital, 
hunting,  ranching,  rodeos,  the  outdoors, 
paleontology,  and  a better  place  in  which 
to  work  and  raise  a family,  we  would 
like  to  get  together  to  discuss  what  we 
can  offer  each  other.  Please  write  or  call 
for  more  information:  Administrator, 
§t.  Luke's  Tri-State  Hospital  and  South- 
west Medical  Clinic,  Drawer  C,  Bow- 
man, ND  58623,  Tele:  (701)523-5265. 
Thank  you.  9-10/93 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
workweek.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

10/93 


OSHKOSH,  WISCONSIN  - Medical 
groups  are  recruiting  in  Family  Practice, 
Pediatrics,  Orthopedic  Surgery,  Emer- 
gency Medicine,  OB/GYN,  Child  Neu- 
rology, and  Otolaryngology.  Mercy 
Medical  Center  has  an  active  medical 
staff  of  130  physicians  in  all  medical 
specialties.  Oshkosh  is  an  attractive 
community  of  55,000  people,  located  on 
the  shores  of  Lake  Winnebago  and  in  the 
heart  of  Wisconsin's  beautiful  Fox  River 
Valley  (metro  area  of  350,000  people). 
University  of  1 2,000  students.  Competi- 
tive financial  packages.  Contact  Chris- 
topher Kashnig,  Mercy  Medical  Center, 
631  Hazel  Street,  Oshkosh,  WI  54902. 
Call  414-236-2430.  Fax  414-236-5677. 

10/93 

SOUTHWESTERN  WISCONSIN  50 
physician  multi-specialty  group  prac- 
tice seeks  BC/BE  physicians  in  the  fol- 
lowing disciplines:  Internal  Medicine, 
Cardiology,  Family  Practice,  OB/GYN, 
Otorhinolaryngology  and  General  Sur- 
gery. No  buy-in  costs.  Call  schedules 
you  can  live  with.  Guaranteed  income 
plus  productivity.  Generous  benefit 
package  including  5 week  vacation/ 
CME,  $3,500  CME  allowance.  New  fa- 
cility scheduled  for  completion  in  1993. 


PPS  for  I'SP-* 
Practices  Seeking  Phy.sicians 
>1  Physicians  Seeking  Practice’s 
L()cum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791*  Brookfield,  WI  5.<008-0791 

1-800-747-0606  (414)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-specialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  wirming  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8580,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703.  2-12/93 
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Call  or  send  C.V.  to:  Physician  Staffing 
Specialist  at:  THE  MONROE  CLINIC, 
1515  Tenth  St.,  Monroe,  WI  53566.  1- 
800-373-2564.  2,4,6,8,9,10/93 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 
cine, Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 
recreational.  Northern  Michigan,  fam- 
ily-oriented conununity.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  John  Schon,  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49801.  800-236-3240.  10/93 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opportunities  in  family  practice,  inter- 
nal medicine  and  ob/gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportu- 
nities with  North/ University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 


Family  Practice  physician  to  join 
8-physician  family  practice  clinic 
in  Cloquet,  Minnesota,  a commu- 
nity of  14,000  located  20  miles  from 
Duluth/Superior.  Modern,  well- 
equipped  hospital  1 block  away, 
stable  forest  products-based  econ- 
omy, excellent  schools,  4-season 
outdoor  recreation.  First  year  sal- 
ary guarantee,  paid  malpractice, 
health  and  disability  insurance, 
vacation  and  CME. 

Send  CV  in  strictest  confidence  to: 
John  J.  Turonie,  Administrator 
The  Raiter  Clinic,  Ltd. 

417  Skyline  Boulevard 
Cloquet,  Minnesota  55720 
Telephone:  218/879-1271 

The  Raiter  Clinic,  Ltd.  is  an  equal 
opportunity  employer.  8-10/93 


cess  to  Minneapolis/ St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  If  you're  BC/BE,  send  your  CV 
or  call  in  confidence:  North  Physician 
Placement  Office,  North  Memorial  Medi- 
cal Center,  3300  Oakdale  Ave.  North, 
Robbinsdale,  MN  55422.  Nationwide 
and  Canada  1 -800-275-4790.  In  the  Twin 
Cities,  call  612-520-1336.  9-12/93 

PEDIATRICIAN,  B.C.,  OR  PEDI ATRI- 
CIAN-INTENSrVIST  to  join  general  Pe- 
diatrician and  Neonatologist-Pediatri- 
cian  in  N.W.  Indiana.  Superior  schools 
and  community,  many  recreational  op- 
portunities, 50  miles  from  Chicago.  Six 


Wisconsin  - Ohio  - Michigan 


Neurosurgery  Oncology 

Orthopedics — Hand  Orthopedics 

Gastroenterology  Urology 

OccuPAUONAL  Medicine 

Single  and  multi-specialty  opportunities. 
Lakeshore  communities  available. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1-800-243-4353  or  414-241-9500. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  W1  53092 


PHYSICIAN 
MEDICAL  DIRECTOR 
PRIMARY  CARE  CLINIC 
IMMEDIATE 
OPPORTUNITY 

7:30-4:00  Mon.— Fri. 

JSA  Healthcare  Corp.  is  looking 
for  a Primary  Care  Physician  to 
direct  and  service  the  Troop 
Medical  Clinic  at  Ft.  McCoy, 
Sparta,  WI.  Position  requires  a 
MD  or  DO,  with  ambulatory  care 
experience,  current  license  in  one 
of  the  fifty  states  and  ACLS/BCLS. 
Competitive  financial  considera- 
tion is  offered  with  paid  malprac- 
tice/ CME. 

NO  NIGHTS  - NO  CALL  - NO 
WEEKENDS  - NO  HOLIDAYS!!! 
CONTACT: 

SUSAN  BRAY  1-800-966-2811 
10-11/93 


weeks  per  year  PGE  & vacation.  Early 
full  partnership.  Send  CV  and  cover 
letter  to  Doctors  Covey  and  Marquez, 
South  Ridge  Pediatric  Center,  P.C.,  Suite 
3,  2101  Comeford  Rd.,  Valparaiso,  Indi- 
ana, 46383.  3-10/93 

FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICIAN  to  join  progressive  13-phy- 
sician  group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022  (715) 
425-6701.  c9tfn/91 


Southern  Wisconsin:  Family 

practice  and  internal  medicine 
opportunities  available  in  metro- 
politan, suburban  and  rural  areas. 
Opportunities  include  multispe- 
cialty group,  community  hospital 
network,  teaching  and  managed 
care  setting.  Each  provides  six 
figure  salary  guarantee,  full  bene- 
fit package,  excellent  call  sched- 
ule. Must  be  BE/ BC  and  commit- 
ted to  providing  quality  care. 
Contact  John  Goff  at  1-800-236- 
7688  to  have  information  on  any 
of  these  practices  sent  to  you. 

5-10/93 


HealthSpan,  a regional  health  care 
system  with  sites  in  Minneapolis, 
Saint  Paul  and  leading  communi- 
ties within  a 150  mile  radius  of  the 
Twin  Cities,  offers  practice  oppor- 
tunities in: 

• Emergency  Medicine 

• Family  Practice 

• Hematology/ Oncology 

• Internal  Medicine 

• Obstetrics/Gynecology 

• Pediatrics 

• Physiatry 

• Psychiatry 

• Urgent  Care 

Contact: 

HealthSpan 
Medical  Affairs 
2810  57th  Avenue  North 
Minneapolis,  MN  55430 
800-248-4921  or  612-574-7756. 

10-12/93 
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Physicians  Exchange 
MILWAUKEE  SUBURB.  Established 
and  growing  multi-specialty  full-service 
clinic.  Attractive  benefits,  salary,  and 
early  partnership  opportunity.  Positions 
available  in  internal  medicine,  and  family 
practice.  Please  send  CV  to 
Administrator,  Park  Crest  Medical  Clinic, 
SC,  2665  South  Moorland  Rd,  New  Berlin, 
WI 53151.  3tfn/91 

MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 


INDEPENDENT  MEDICAL 
EVALUATIONS 
ALL  MEDICAL 
SPECIALTIES 

Enjoy  professional  independ- 
ence and  a profitable  practice. 
CHIRON,  LTD,  is  the  largest 
provider  of  Independent  Medi- 
cal Examinations  (IME's)  in 
Wisconsin.  Thanks  to  contin- 
ued strong  growth,  we  are  seek- 
ing experienced  board  certified 
physicians  in  all  medical  spe- 
cialties. As  an  independent 
contractor,  you  enjoy  the  free- 
dom to  work  full  or  part-time  in 
our  office  or  receive  referrals 
directly  to  your  office. 

Receive  substantial  compensa- 
tion; set  your  own  schedule;  sup- 
plement your  current  practice; 
receive  professional  and  admin- 
istrative support  services  and 
training  under  the  direction  of 
James  M.  Huffer,  MD,  Medical 
Director. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
Telephone:  608-231-3030 


CHIRON 


The  Rehabilitation  Experts 
8/93-1/94 


clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 
internal  medicine,  urology,  oncology, 
pediatrics  and  OB/Gyn.  Competitive 
salary,  excellent  fringe  benefits.  Ad- 
dress inquiries  and  CV  to:  Medical 

Associates  Administrator,  PO  Box  427, 
Menomonee  Falls,  WI  53052-0427. 

9-12/93 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Mirmeapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217, 
Eau  Claire,  WI  54702-3217;  ph  715-836- 
8552.  10-12/93 


INTERNAL  MEDICINE 
MINNESOTA 

Progressive  primary  care  based 
multispecialty  group  seeking  BE/ 
BC  internist  to  expand  existing  3 
person  department.  We  are  look- 
ing for  someone  interested  in  in- 
patient as  well  as  out-patient  medi- 
cine. Subspeciality  interest  would 
be  an  advantage. 

Located  just  20  minutes  north  of 
downtown  Minneapolis,  the  area 
offers  suburban  living  with  easy 
access  to  an  unlimited  array  of 
family,  cultural,  education  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including:  paid  vacation 
and  CME;  all  insurances  paid  and 
partnership  potential  after  one 
year.  Please  respond  with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

10/93 


THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties: 
Internal  Medicine,  Dermatology,  Eam- 
ily  Medicine,  Gastroenterology,  Obstet- 
rics/ Gynecology,  Pediatrics,  Occupa- 
tional Medicine  and  Urology.  Large 
multi-specialty  group  located  in  central 
Wisconsin.  Competitive  salary  (incen- 
tive after  first  year).  Comprehensive 
benefit  package  including  malpractice 
insurance,  flexible  benefit  plan  and  profit 
sharing.  Modem  facility  located  directly 
across  the  street  from  250-bed  acute  care 
facility.  The  area  is  ideal  for  outdoor 
enthusiasts  (including  large  downhill  ski 
area)  with  outstanding  cultural  activi- 
ties year  round.  Write  or  call  collect 
David  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727 
Plaza  Drive,  Wausau,  Wisconsin  54401, 
telephone  (715)  847-3235.  2/93;TFN 


Medical  Meetings-Continuing 
Medical  Education 


"Applications  of  Advancing  Technol- 
ogy in  Contemporary  Hepatology"  will 
be  the  topic  of  the  Eourth  Annual  Rush 
Symposium  on  Transplantation.  The 
symposium  will  be  held  at  Rush-Presby- 
terian-St.  Luke's  Medical  Center  in  Chi- 
cago on  Wednesday,  November  3, 1993. 
Special  attention  will  be  given  to  inno- 
vative techniques  offering  the  success- 
ful treatment  of  various  liver  diseases 
and  biliary  complications  after  liver  trans- 
plantation. To  register  for  the  sympo- 
sium or  for  more  information,  please  call 
the  Transplant  Program  Physician  Rela- 
tions Coordinator  at  (312)  942-6242.  The 
registration  fee  is  $100  and  a special  rate 
of  $75  for  fellows  and  post-doctoral  stu- 
dents. 8-10/93 

AMA 

December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 
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Miscellaneous 


Advertisers 


ATTENTION;  CARTOON  FANS  AND 
COLLECTORS!  Andrew  Toos,  one  of 
the  country's  leading  cartoonists,  is  of- 
fering originals  and  prints  of  his  hilari- 
ous work  on  the  medical  profession  that 
have  appeared  in  such  magazines  as 
THE  SATURDAY  EVENR4G  POST,  SPY, 
OMNI,  PENTHOUSE,  TV  GUIDE  and 
COSMOPOLITAN.  Cartoons  can  be 
personalized  to  your  order  and  are  suit- 
able for  framing.  GREAT  FOR  GIFTS! 
To  receive  a catalogue  and  price  list, 
contact:  ANDREW  TOOS,  8 Laurel  Drive 
South,  Sherman,  CT  06784,  (203)  350- 
3718  Phone/Fax.  10-12/93 

THE  BANANA  PEEL.  A tax  manage- 
ment newsletter  containing  inside  infor- 
mation drawn  from  physicians'  experi- 
ences. Call  1 -800-SLIPUPS,  or  write  The 
Banana  Peel,  2177  Barry  Drive,  Fort 
Myers,  Florida  33907  for  your  compli- 
mentary copy.  (ISSN  1069-9449).  The 
Banana  Peel  respects  your  privacy  and 
does  not  sell,  rent,  or  exchange  your 
name/address.  10-12/93 


For  Sale 


BUILDING  FOR  SALE: 
Wauwatosa,  corner  50'  X 124'  lot. 
Zoned  Medical.  Currently  dental 
office  - 864  sq.  ft.  plus  2nd  floor 
apt.  Approved  for  550  sq.  ft.  addi- 
tion and  9 stall  parking  lot.  Dr. 
Scheels  eves.  414-784-7742.  tfn 


Alternative  medicine,  family  prac- 
tice for  sale.  14  years  in  Madison. 
We're  the  ones  the  1990  Harvard 
Study  on  Unconventional  Medi- 
cine {NEJM  Jan  26,  '93)  was  talk- 
ing about.  Will  train.  (608)  251- 
0050.  9-10/93 


Charitable  Educational  & 

Scientific  Foundation 574 

Comphealth  573 

Lexus  of  Madison  581 

Medical  Claims  Plus 564 

Medical  Protective  Company  579 

Palisades  Pharmaceuticals,  Inc 583 
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St.  Mary  Medical  Center  573 

Sobering  Laboratories,  Inc 563-564 

SMS  Insurance  Services,  Inc IFC 

TransGlobal  Tours,  Inc 587 

U.S.  Air  Force 560 

Upper  Peninsula  Association  of 
Rural  Health  565 


Support 

research. 


American  Heart 
Association 


State  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS  - 1994-1995 

The  1994  meeting  will  be  in  Milwaukee 
at  the  Milwaukee  Exposition  and 
Convention  Center  and  Arena 
(MECCA)  and  the  Hyatt  Regency  as 
the  headquarters  hotel. 

1994  - April  13-16:  Milwaukee 

1995  - April  5-8:  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  WI  53701.  Local 
Telephone:  257-6781;  toll-free:  1-800- 
362-9080. 


Your  call  could 
make  history. 

Right  now,  if  you  call 
us,  you’ll  be  helping  us  find 
parts  of  our  history  we’re 
missing.  It’s  all  part  of  our 
75th  Anniversary 
celebration. 

Give  us  a ring. 

It  could  be  a 
historic  moment 
for  all  of  us. 

The  Easter  Seal  Story  Search 

1 -800-STORIES  (Voice  or  TDD) 


THIS  LISTING  is  compiled  by  the  State 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling 
programs  in  conflict  with  others.  Hos- 
pitals, clinics,  specialty  societies,  and 
medical  schools  are  particularly  invited 
to  utilize  this  listing  service.  There  is  a 
nominal  charge  for  listing  of  Continu- 
ing Medical  Education  courses  at  the 
following  rates:  55  cents  per  word,  with 
a minimum  charge  of  $25.00  per  listing. 
AH  listings  must  be  prepaid. 

BOXED  LISTINGS:  $30.00  per  column 
inch.  Listings  of  other  scientific  meet- 
ings will  be  included  at  the  discretion 
of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  commu- 
nications to:  Wisconsin  Medical  Jour- 
nal, Box  1109,  Madison,  WI  53701;  or 
phone  608-257-6781;  or  toll-free  1-800- 
362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  Ameri- 
can Medical  Association. 
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What  would  make 
this  60  year  old  woman 
reveal  her  breasts  to 
someone  she  doesn’t  know? 


It  would  have  to  be 
for  a very  good  reason. 
Like  getting  her  yearly 
mammogram. 

Doctors  agree  the  risk 
of  breast  cancer  is  higher 
as  you  get  older.  But  with 
early  detection,  you 
increase  the  chance  of  ^ 
successful  treatment,  /i 
Especially  if  you’re  J 
over  50,  call  the  / 

American  Cancer  / 
Society.  It  may  just  / 
save  your  life.  / 


A MAMMOGRAM.  EARLY  DETECTION  IS  THE  BEST  PROTECTION. 


A Public  Service  of 
This  Publication 


CALL  1-800-ACS-2345 


AA/IERICAN 

CANCER 

SOaETY* 
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Claims  Don’t  Scare  PIC 

\po(r)-'for-nion(t)s\  : aavniplisliim’iil;  efficiency;  the  fiilfillnienl  of  a promise  or  recjiiesl.  (Webster's  dictionar>') 


when  we  say  we're  committed  to  protecting  your  reputation  like  our  own, 
we  mean  it.  Our  bare-knuckle  stance  against  claims,  particularly  those  with- 
out merit,  speaks  for  itself. 

We  resolve  nearly  85%  of  claims  without  making  an  indemnity  payment.  In 
court,  we  retain  only  superior  defense  attorneys  who  specialize  in  medical 
professional  liability. 

By  pursuing  tough  defense  strategies  directed  by  our  experienced  claims 
staff,  our  attorneys  have  concluded  more  than  90%  of  our  trials  without  a 
negligence  verdict  against  our  insureds. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


PIC  will  not  settle  frivolous  claims  merely  to  avoid  the  cost  of  litigation.  As  a mat- 
ter of  fact,  we  spent  more  defending  claims  last  year  than  we  paid  in  indemnity. 

We  become  involved  in  your  claim  the  day  it  is  filed,  and  pledge  to  update 
you  personally  of  your  case's  status. 

We  understand  the  anxiety  caused  by  a liability  claim,  even  a frivolous  one. 
Rest  assured  that  we  strive  to  protect  your  professional  reputation  and  secure 
your  financial  future. 

It  all  amounts  to  performance.  At  PIC-Wisconsin,  we  define  it  with  a capital  "P." 

8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 
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be  a. 


Did  you  get  money  bock  on 

your  workers'  compensation 
insurance  premium 
costs  this  year? 


SMS  member  physicians  insured  by  Dodson  did!  They 


received  o 15%  dividend  worth  $21,037.00  in  1993! 


Endorsed  by  the  State  Medical  Society  of 
Wisconsin  since  1985,  the  Dodson  Plan  offers 
physicians  the  opportunity  to  receive  dividends 
on  their  workers'  compensation  insurance. 

Because  these  dividends  depend  on  claim 
costs  and  related  expenses,  they  can't  be 
guaranteed.  However,  when  insured  members 
keep  work-related  accident  and  injury  claims 
low,  they  improve  their  dividend  chances. 

In  fact,  Dodson  has  paid  dividends  totaling 
more  than  $53,000.00  to  insured  members 
since  1985! 


For  more  information  call  or  FAX  SMS  Insurance 
Services  today! 


m DODSON  GROUP 
9201  State  Line  Road 
Kansas  City,  MO  64114 

Policies  issued  by  Casualty  Reciprocal 
Exchange,  member  Dodson  Group 
since  1912. 


CALL:  1-800-545-0631 
FAX:  608-283-5402 


INSURANCE  SERVICES,  INC. 
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Opinions 


President's  page 

Focus  on  tobacco 


This  issue  of  the  Wisconsin  Medi- 
cal Journal  presents  medical 
and  socioeconomic  information 
about  the  why  nots  for  tobacco  use. 
I encourage  all  of  us  to  read  it  and 
use  it.  Here  are  some  additional  facts 
for  thought. 

According  to  a recent  issue  of  Roll 
Call , only  19  members  of  Congress 
smoke  cigarettes.  Roll  Call  surveyed 
all  535  congressional  offices.  All  but 
18  responded,  and  we  can  make  an 
educated  guess  what  those  18  re- 
plies would  have  been.  Of  the  re- 
sponders, only  18  representatives 
and  one  senator  smoke  cigarettes. 
The  only  senator,  not  surprisingly, 
is  from  Kentucky,  as  is  one  of  the 
representatives,  along  with  two  from 
Virginia.  Wisconsin  reports  one  rep- 
resentative who  is  a smoker.  My 
condolences  go  to  him.  Perhaps  his 
personal  physician  will  read  this  and 


be  able  to  offer  some  help. 

Meanwhile,  the  tobacco  compa- 
nies continue  their  questionable 
promotions.  Philip  Morris  is  mar- 
keting Virginia  Slims  in  10  packs  in 
some  areas  of  the  United  States, 
advertising  them  as  fitting  easily  into 
purse  or  pocket,  and  thereby,  im- 
plying how  much  easier  it  is  for 
teenage  girls  to  hide  cigarettes  from 
parents  and  find  a "pack"  more  af- 
fordable. Virginia  Slims,  like  all  ciga- 
rettes, decrease  appetite  somewhat, 
keeping  our  daughters  thinner  until 
they  die  prematurely. 

Have  you  noticed  patients  in  your 
office  with  RJR  Camel  T-shirts  or 
Winston  sweatshirts?  How  about 
Philip  Morris  Marlboro  watches?  I 
have.  It  is  a great  opportunity  for  us 
to  point  out  how  the  tobacco  compa- 
nies get  free  advertising. 

Here  in  Wisconsin,  we  have  leg- 
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islative  proposals  for  increasing  the 
tobacco  sales  tax  and,  thereby,  de- 
creasing teenagers'  ability  to  pur- 
chase cigarettes.  The  per  pack  tax  in 
Wisconsin  now  is  38  cents,  compared 
with  the  maximum  of  65  cents  in  the 
District  of  Columbia  and  minimum 
of  3 cents  in  Kentucky  and  2.5  cents 
in  Virginia.  Every  dollar  we  add  per 
pack  will  significantly  decrease  teen- 
agers' ability  to  purchase  cigarettes. 
Remember  that  the  majority  of  to- 
bacco addicts  are  hooked  by  age  18. 

Please  read  this  WMJ  issue  and 
do  what  you  can  to  decrease  poten- 
tially preventable  illnesses,  miser- 
ies and  early  deaths  from  tobacco 
use.*:* 
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EVP  report:  The  view  from  here 

If  we're  going  to  do  it,  let's  do  it  right 


An  old  Broadway  hit  used  to 
proclaim  that  "on  a clear  day, 
you  can  see  forever."  What  a wistful 
notion  that  now  seems.  The  ship  of 
health  care  reform,  which  left  port 
in  September,  has  run  into  a thick 
fog.  Never  mind  seeing  "forever," 
it's  tough  enough  to  see  from  stern 
to  bow. 

In  which  direction  the  bow  is 
pointed  is  impossible  to  determine. 
Not  only  does  the  compass  point 
keep  shifting,  the  identity  of  the 
person  at  the  helm  keeps  changing. 
This  frustrating  uncertainty  is  seen 
both  at  the  federal  level— where  the 
president's  comprehensive  plan  is 
b^^ing  subjected  to  the  partisan  games 
of  Congress— and  at  the  state  level— 
where  the  governor's  limited  cost- 
control  plan  has  become  the  prover- 
bial hot  potato  that  no  one  wants  to 
be  left  holding. 

As  unsettling  as  our  current  un- 
charted course  may  be,  it  is  possible 
that  we  might  be  closer  than  we 
realize  to  our  port  of  destination. 

Similar  to  Columbus  when  he 
bumped  into  the  Americas  on  his 
way  to  the  Far  East,  we  as  a nation 
may  have  already  stumbled  into 
health  care  reform  on  our  way  to 
health  care's  future.  Like  Colum- 
bus, we  may  have  arrived  without 
knowing  it. 

President  Clinton's  apparent  sin- 
cerity in  making  good  on  his  prom- 


Quit  smoking. 


American  Heart 
Association 


ise  to  reform  the  nation's  health  care 
delivery  system  has  caused  large 
segments  of  that  system  to  begin 
implementing  reforms  before  they 
are  compelled  to  by  law. 

Local  health  care  purchasing  alli- 
ances, for  instance,  are  being  formed 
across  the  state.  The  merger  of  Phy- 
sicians Plus  Medical  Group  and  the 
HMO  of  Wisconsin,  for  another  in- 
stance, will  likely  give  the  physi- 
cians involved  a much  stronger 
negotiating  position.  In  theory,  such 
changes  should  bring  healthy  com- 
petition to  markets  in  which  compe- 
tition has  been  weak. 

Last  month,  the  Wall  Street  Jour- 
nal contacted  two  dozen  large  com- 
panies and  found  employee  health 
expenses  climbing  at  a rate  of  only 
6%  to  9%  (they  rose  an  average  of  8% 
to  12%  last  year).  Some  of  the  sav- 
ings are  born  of  a much  slower  na- 
tional rate  of  iirflation  in  health  care 
costs.  In  October,  the  Labor  Depart- 
ment reported  that  medical  prices 
climbed  at  a 4.2%  annual  rate  in  the 
third  quarter— down  from  7%  in  the 
second  quarter.  There  are  compa- 
nies that  are  enjoying  even  lower 
medical  inflation  rates:  companies 
such  as  the  Walmart  Stores,  which 
has  seen  an  increase  of  only  3.2%  on 
a per-person  basis.  Some  of  the  sav- 
ings enjoyed  by  these  companies, 
however,  can  be  attributed  to 
changes  that  the  companies  are 
making. 

For  instance,  AT&T  told  the  Jour- 
nal that  at  least  of  80,000  of  its  260,000 
US  employees  are  working  on 
"wellness"  goals,  such  as  smoking 
cessation,  improved  fitness  and 
healthier  diets.  AT&T  estimates  that 
for  every  $1  it  spends  on  these  pro- 
grams, it  avoids  $1.60  in  medical 
costs. 

Most  of  the  savings,  however,  are 
coming  from  the  use  of  managed 
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care  programs.  The  Journal  cited 
Mobil,  Ford  and  Citicorp  as  ex- 
amples of  companies  encouraging 
their  employees  to  deal  with  a pre- 
determined group  of  doctors  and 
hospitals  that  agree  to  provide  care 
at  lower  costs.  The  McDonnell 
Douglas  Corp  says  it  is  starting  to 
get  volume-related  discounts  of  37% 
to  41  % from  certain  hospitals  used 
by  its  employees,  family  members 
and  retirees. 

While  these  sorts  of  changes  are 
encouraging,  we  cannot  relax,  con- 
tent in  the  notion  that  the  health  care 
delivery  system  has  fixed  itself.  It 
hasn't.  Most  of  what  is  happening 
falls  into  the  category  of  cost-con- 
tainment, and  much  of  it  has  the 
potential  to  undermine  the  physi- 
cian-patient relationship.  Cost  con- 
tainment is  only  one  piece  of  the 
reform  puzzle,  and  we  must  insist 
that  the  puzzle  be  complete. 

At  its  October  meeting,  the  SMS 
Board  of  Directors  voted  to  reaffirm 
its  commitment  to  the  eight  prin- 
Continued  on  page  602 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Jerome  E.  Kronsnoble,  William  E.  Herte,  Marie  A.  Kuemmel 
Suite  20,  850  Elm  Grove  Road,  Elm  Grove,  WI 53122,  (414)  784-3780,  (800)  437-4326 


Continued  from  page  600 
ciples  of  health  system  reform  con- 
tained in  the  SMS  Wisconsm  Care 
plan.  The  SMS-supported  founda- 
tions for  health  care  reform  include: 
universal  access;  the  right  to  choose 
one's  own  physician;  a statewide 
standard  benefits  package;  commu- 
nity rating;  insurance  industry  re- 
forms including  the  elimination  of 


denials  based  on  pre-existing  condi- 
tions; portability  of  insurance  from 
job  to  job;  tort  reform;  and  real  nego- 
tiation on  fees. 

Without  these  basic  changes,  the 
reform  mission  remains  unfulfilled. 
The  Thompson  administration's 
plan  has  no  provisions  for  enhanc- 
ing access  for  the  uninsured.  The 
SMS  remains  committed  to  gaining 


access  to  health  care  for  Wisconsin's 
450,000  uninsured  residents,  even  if 
it  must  come  incrementally  with 
women  and  children  first.  The 
commitment  of  our  elected  leaders 
in  Madison,  however,  is  as  fluid  as 
their  definitions  of  "health  care  re- 
form" are  variable. 

And  the  fog  thickens  as  we 
speak. ❖ 


Letter 

The  shift  toward  healthier  dining:  a war  in  the  trenches 


To  THE  editor:  While  numerous 
scientific  papers  keep  physi- 
cians abreast  of  the  risks  of  tobacco 
use,  too  few  present  the  successes  of 
another  war  against  the  tobacco 
industry— a war  being  waged  in  the 
trenches  by  advocates  and  activists 
around  the  world.  By  simultane- 
ously working  on  literally  thousands 
of  local,  state  and  federal  regula- 
tions, they've  kept  tobacco  execu- 
tives frantically  jumping  from  fire 
to  fire,  wondering  which  to  put  out 
first. 

While  most  of  the  anti-tobacco 
progress  has  been  made  in  Califor- 
nia, other  states  are  now  making 
headway  as  well.  Vermont,  for  ex- 
ample, passed  the  first  state  law  that 
prohibits  smoking  in  all  public  places 
(including  restaurants,  bars  and 
bowling  alleys),  and  workplaces  in 
general. 

In  Wisconsin,  however,  there 
seems  little  chance  of  that  happen- 
ing. In  spite  of  the  fact  that  tobacco 
costs  the  Wisconsin  economy  $1 
billion  per  year  in  increased  health 
care  costs,  lost  productivity,  fires, 
and  premature  death  and  disability, 
health  advocates  have  not  been  able 
to  overcome  the  political  manufac- 


turer and  the  state's  largest  em- 
ployer. Philip  Morris  has  more  than 
8,000  employees  in  subsidiaries  like 
Oscar  Mayer,  Kraft  Foods,  Tomb- 
stone Pizza,  and  Miller  Brewery. 

Ironically,  when  comparing  the 
8,700  Wisconsinites  who  die  each 
year  due  to  tobacco-related  diseases, 
that's  almost  one  Wisconsin  job  for 
every  Wisconsin  death  each  year- 
all  attributable  to  just  one  legal  con- 
sumer product. 

But  the  political  clout  is  real.  In 
late  1992,  a Madison  restaurant 
smoking  ban  was  passed,  but  the 
tobacco  giant  was  instrumental  in 
swaying  Madison's  mayor  to  send  it 
back  to  the  common  council,  the 
result  being  a watered  down  ordi- 
nance with  its  full  effect  delayed 
until  1995.  This  will  not  only  rob  res- 
taurant  employees  of  a safe 
workplace  for  that  period,  but  it  will 
also  rob  pro-health  activists  of  a 
showplace  on  which  other  Wiscon- 
sin ordinances  could  have  been 
modeled.  This  was  a bittersweet 
victory  at  best. 

Interestingly,  the  Madison  ordi- 
nance drew  some  unlikely  opposi- 
tion. Those  opposing  the  ordinance 
included  the  Dane  County  Tavern 


League,  whose  tavern  members 
would  not  have  been  affected  by  the 
smoking  ban.  The  speculation  is  that 
they  feared  the  ban  not  because  they 
would  have  lost  smokers  (because 
its  members  could  continue  allow- 
ing smoking  in  taverns),  but  because 
they  feared  a loss  of  some  of  their 
non-smoking  customers  to  the  new 
smoke-free  restaurants  covered 
under  the  ordinance. 

Some  of  the  restaurants  that  were 
already  smoke-free  also  opposed  the 
ban.  Once  a city  ordinance  leveled 
the  playing  field,  these  restaurants 
would  lose  the  competitive  advan- 
tage of  being  smoke-free  and  they 
could  lose  at  least  some  of  their  newly 
acquired  non-smoking  customers, 
who  would  perhaps  return  to  their 
old  haunts  now  smoke-free  under 
the  ordinance. 

Despite  the  Madison  delay,  a 
major  Wisconsin  effort  is  under  way 
in  the  smoky  restaurant  workplace, 
where  the  risks  for  full  time  workers 
is  substantial.  A September  1992 
report  shows  that  waitresses  (in 
restaurants  that  allow  smoking)  have 
four  times  the  risk  of  developing 
lung  cancer  and  2.5  times  the  risk  of 
Continued  on  page  604 
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ACROSS 

1.  Rice 

6.  derol;  a trifle 

9.  Most  perfect 

14.  Boxing  or  circus 

15.  Relative  of  stout 

16.  Beat 

17.  cyst,  result  of 

blocked  duct 

19.  Tear  inducer 

20.  DDSs’  org. 

21.  Litter  of  pigs 

23.  Olive 

24.  Moves  the  camera 

25.  Finial 
27.  Squints 

29.  editor,  or  coping 

34.  The  Wreck  of  the  Mary 

35.  Layer 

36.  A retroperitoneal  cyst 

37.  Precedes  lateral 

38.  Partook 

39.  An  avatar  of  Vishnu 

40.  Glasses 

42.  Soak  flax 

43.  in;  enticed 

44.  Liver  cysts 

46.  Assumes  a sullen  expression 

47.  Unit  of  electricity 

48.  Narcs,  usually 

49.  Jejune 

52.  Enzyme 
55.  MDs’  org. 

58.  Oils  and  watercolors,  e.g. 

60.  Hair-containing  cyst 

62.  Mr.  Ts  outfit 

63.  Switch  positions 

64.  Dog 

65.  Preceded  the  Giants  in  San 
Francisco 

66.  Tee or haw 

67.  Snead,  to  his  buddies 


DOWN 

1.  I:  not  a virgin 

2.  Hot 

3.  smile  be  your  umbrella 

4.  But  follower 

5.  Publicity 

6.  State , annual  summer 

events 

7.  Swan  genus 


8.  Jay,  the  comic 

9.  Japanese  statesman 

10.  Jaw  cyst 

11.  Arab  chieftain 

12.  E , The  Gold  Bug  author 

13.  Single 

18.  Thrashes 

22.  Sebaceous  cyst 

24.  cyst,  in  the 

mediastinum 

26.  Duffer’s  goal 

27.  Vigorous 

28.  Alleviated 

29.  Allots 

30.  Dill 

31.  Awkward 

32.  Titles 

33.  Elated 

34.  Attractive  woman,  slang 

35.  Greater  than  45  proof 

41.  Sault Marie 

43.  Mice 

45.  Linder  the  weather 


46.  Currency  below  the  Rio 
Grande 

48.  Cyst  lacking  an  epithelial  lin- 
ing 

49.  Latin  I word 

50.  Network 

51.  Concept 

53.  Malay  arrow  poison 

54.  State  tree  of  Maine 

55.  First  man 

56.  Injure 

57.  Accomplice 
59.  Mornings 

61.  Tax-deferred  account 
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Continued  from  page  602 
heart  disease  than  do  women  in  other 
occupations.  Restaurant  owners  are 
becoming  more  concerned  as  this 
information  is  being  disseminated. 

In  Wisconsin,  a small  group  of 
volunteers  has  found  a new  way  to 
battle  the  tobacco  industry  in  an 
arena  that  they  just  can't  control:  the 
hearts  and  good  business  sense  of 
the  individual  restaurant  owners. 
Rather  than  attempt  to  pass  similar 
ordinances  in  other  cities,  volunteers 
of  the  Wisconsin  Initiative  on  Smok- 
ing and  Health  (WISH),  have  set  out 
to  show  restaurant  owners  how,  by 
going  smoke-free  on  a voluntary 
basis,  they  can  not  only  provide  their 
employees  with  a safer  workplace 
but  they  can  do  so  without  the  fear 
of  lost  sales. 

Restaurant  owners  often  fear  that 
since  25%  of  the  adult  population 
smokes,  they  could  lose  25%  of  their 
customer  base  if  they  banned  smok- 
ing in  their  eatery.  Few  businesses 
can  afford  that  big  a drop  in  reve- 
nue, and  thus  have  refused  to  con- 
sider banning  tobacco.  These  fears 
are  not  justified— 25%  decreases 
haven't  occurred.  Anywhere.  In  fact, 
the  opposite  effect  has  been  seen 
with  smoke-free  restaurants  typi- 
cally increasing  their  business. 

How  could  that  happen?  Surveys 
by  restaurant  patrons  show  that 
twice  as  many  customers  will  eat  at 
their  favorite  restaurant,  were  it  to 
be  smoke-free,  than  will  eat  there 
less  often.  No  matter  how  you  cut  it, 
that  translates  to  a net  gain  in  busi- 
ness. As  such,  many  restaurants 
have  seen  5%  to  10%  increases  in 
business  after  going  smoke-free,  and 
a couple  have  experienced  30%  to 
60%  increases  in  revenues.  None 
have  reported  long-term  losses. 

When  a restaurant  increases  its 
revenues  as  a result  of  going  smoke- 
free,  it's  usually  because  they  are 
getting  extra  business  from  three 
sources.  First,  they  get  some  of  their 
old  customers  back— customers  who 
were  previously  chased  away  by 
tobacco  smoke  are  returning  to  their 


once-favorite  restaurants.  Second, 
they  attract  new  non-smoking  cus- 
tomers from  their  competitors  who 
still  allow  smoking.  Third,  they  at- 
tract from  their  homes  non-smokers 
who  have  in  the  past  avoided  eating 
out  because  of  the  tobacco  smoke 
problems. 

In  reality,  few  restaurant  owners 
"want"  smoking  in  their  business, 
but  they  tolerate  it  because  they  feel 
that  if  they  don't,  sales  would  be 
lost.  If  they  knew  that  going  smoke- 
free  has  a positive  rather  than  nega- 
tive effect  on  revenues,  easily  70%  to 
80%  would  totally  eliminate  smok- 
ing. Getting  the  word  to  these  own- 
ers is  a top  priority  for  the  WISH 
volunteers. 

Smokers  light  up  in  restaurants 
not  because  they  have  to,  but  be- 
cause they  are  allowed  to.  If  they 
couldn't,  most  would  be  OK  with  it. 
Smokers  generally  do  not  quit  eat- 
ing in  their  favorite  restaurant  when 
it  goes  smoke  free— they  just  quit 
smoking  in  it.  This  makes  the  prog- 
nosis of  the  smoke-free  restaurant 
movement  very  good. 

When  we  hear  owners  of  smoky 
restaurants  complain  that  business 
is  down,  and  owners  of  smoke-free 
restaurants  boast  that  business  is 
up,  it  is  easy  to  see  which  way  the 
customers  are  flowing. 

Physicians  can  make  their  contri- 
butions to  the  smoke-free  movement 
in  several  ways.  By  providing  their 
patients  a list  of  smoke-free  restau- 
rants in  their  city  they  will  help 
propel  the  market  shift  towards 
healthier  dining.  Write  to  WISH  for 
a free  copy. 

Secondly,  physicians  should  help 
mobilize  their  community  leaders 
to  work  toward  smoke-free 
workplaces. 

Finally,  they  must  communicate 
to  their  patients  the  validity  of  the 
Environmental  Protection  Agency 
report  on  smoking  and  secondhand 
smoke.  Many  smokers  still  believe 
the  tobacco  industry  rhetoric  that 
there  is  still  some  doubt  about  the 
risks  of  tobacco— why  else  would 


our  government  continue  to  allow 
its  sale? 

—Jack  E.  Lohman,  director 
Wisconsin  Initiative  on  Smoking  and 
Health 

Editor's  note:  For  further  informa- 
tion, write  to  WISH,  PO  Box  27674, 
Milwaukee,  WI  53227.  ♦ 
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Prevalence  of  daily  and  experimental  smoking  among 
University  of  Wisconsin-Madison  undergraduates, 


1989-1993 


Michael  C.  Fiore,  MD,  MPH;  Douglas  E.  Jorenby,  PhD;  David  W.  Wetter,  MS;  Susan  L.  Kenford,  BS; 
Stevens  S.  Smith,  PhD;  and  Timothy  B.  Baker,  PhD,  Madison 


Limited  information  is  available  on  smoking  among  college  students.  This 
study  surveyed  smoking  prevalence  and  frequency  among  University  of 
Wisconsin-Madison  undergraduates  aged  17  to  22  (n  = 6,069)  during  the 
years  1989  through  1993.  Sampling  was  conducted  before  and  after  the 
implementation  of  a smoke-free  campus  policy.  Daily  smoking  remained 
constant  across  the  5 years  at  just  under  10%  of  the  sample;  males  showed  a 
trend  toward  increased  daily  smoking  (7.8%  to  11.7%),  while  females 
showed  a declining  trend  (10.2%  to  8.4%).  Additionally,  27%  engaged  in  ex- 
perimental smoking  (smoking  every  few  days,  weeks,  or  months),  resulting 
in  a disturbing  overall  rate  of  tobacco  use:  about  37%  of  all  students.  These 
data  indicate  a need  for  more  directed  efforts  to  help  university  students 
overcome  the  threat  of  tobacco  addiction.  Wis  Med  }.1993;92(11) .605-608. 


CIGARETTE  SMOKING  remains  the 
leading  preventable  cause  of 
morbidity  and  mortality  in  the 
United  States,  claiming  approxi- 
mately 420,000  lives  each  year.^ 
Nearly  three  decades  of  concerted 
public  health  efforts  to  reduce  smok- 
ing, however,  have  had  some  posi- 
tive effects  on  the  prevalence  of 
smoking.  No  where  is  this  more 


From  the  Center  for  Tobacco  Research 
and  Intervention,  UW  Medical  School. 
Reprint  requests  to:  Michael  C.  Fiore, 
MD,  MPH,  Director,  Center  for  Tobacco 
Research  and  Intervention,  UW  Medical 
School,  7278  MSC,  1300  University  Ave, 
Madison,  WI  53706.  Copyright  1993  by 
the  State  Medical  Society  of  Wisconsin. 


evident  than  in  an  analysis  of  smok- 
ing prevalence  by  educational  status. 
In  1966, 42.5%  of  persons  with  some 
college  education  and  33.7%  of  col- 
lege graduates  smoked.^  By  1991, 
those  rates  had  dropped  to  23.4% 
and  13.6%,  respectively.^  It  has  been 
projected  that  by  the  turn  of  the 
century,  fewer  than  1 in  10  college 
graduates  will  smoke  cigarettes.^ 
Few  studies,  however,  have  spe- 
cifically addressed  smoking  among 
college  students.  It  is  estimated  that 
approximately  2 million  college 
students  smoke  currently .■*  More- 
over, there  is  evidence  that  the 
number  of  collegiate  smokers  has 
increased  in  the  last  decade,  espe- 
cially among  young  women  who 


begin  to  smoke  during  their  college 
years,  often  as  a weight  control  strat- 
egy.^ Since  public  health  campaigns 
about  the  hazards  of  smoking  have 
been  most  effective  with  highly 
educated  individuals,  college  stu- 
dents represent  a group  that  will 
provide  critical  information  about 
overall  tobacco  cessation  and  pre- 
vention interventions. 

This  study  reports  the  results  of  a 
smoking  prevalence  survey  among 
University  of  Wisconsin  (UW)- 
Madison  students,  sampled  between 
1989  and  1993.  This  sample  is  unique 
in  that  it  included  prevalence  infor- 
mation collected  before  and  after 
the  implementation  of  a smokefree 
policy  for  all  buildings  on  the  UW- 
Madison  campus. 

Methods 

Subjects.  Subjects  (n  = 6297)  were 
students  enrolled  in  introductory 
psychology  courses  at  the  UW- 
Madison  in  the  fall  1989,  fall  1990, 
spring  1992,  or  spring  1993  semes- 
ters. The  introductory  psychology 
course  is  a large,  multiple-section 
survey  course.  Students  registering 
for  the  course  are  typically  fresh- 
men or  sophomores,  but  the  course 
is  open  to  any  undergraduate  or 
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University  of  Wisconsin  — Madison  Students 
Doily  Smoking  (Ages  1 7 to  22  Years) 


Fig  1.— Daily  smoking  among  UW-Madison  students  (ages  17  to  22  years)  as  a function  of 
gender. 


University  of  Wise  onsin  — Madison  Students 
Experimental  Smoking  (Ages  1 7 to  22  Years) 


Fig  2.— Experimental  smoking  among  UW-Madison  students  (ages  17  to  22  years)  as  a 
function  of  gender. 


graduate  student.  Approximately 
30%  of  all  undergraduates  at  UW- 
Madison  take  a course  in  introduc- 
tory psychology. 

The  subjects  were  assigned  a 
numerical  code  that  was  stamped 
on  their  questionnaires;  no  names  or 
identifying  information  were  in- 
cluded on  the  questionnaires  to 
ensure  confidentiality  of  responses. 

Analyses  were  restricted  to  sub- 
jects between  the  ages  of  17  and  22 
(the  undergraduate  target  popula- 
tion); excluding  cases  with  missing 
data,  this  left  6,069  of  6,265  cases 
(96.9%)  available  for  analysis. 

Study  design.  As  part  of  a voluntary 
mass  testing  assessment,  subjects  an- 
swered a 15-item  questionnaire.  The 
questionnaire  elicited  information 
regarding  the  age,  sex,  and  smoking 
status  of  the  respondent.  Subjects 
were  classified  as  "daily  smokers," 
"non-smokers"  (those  who  had 
never  tried  a cigarette,  or  had  tried 
but  reported  no  current  smoking), 
or  "experimenting  smokers"  (those 
who  had  tried  cigarettes  and  re- 
ported smoking  every  few  days, 
weeks,  or  months). 

Results 

Across  the  four  assessment  inter- 
vals, the  composition  of  the  sample 
remained  remarkably  constant. 
Females  accounted  for  55.4%  of  the 
sample;  the  mean  age  was  18.5  years 
for  all  subjects. 

The  table  presents  the  data  from 
the  four  assessment  intervals 
grouped  by  gender  and  pattern  of 
smoking.  CK'erall,  just  under  10%  of 
the  sample  reported  daily  smoking 
but  an  interesting  pattern  emerges 
when  gender  is  considered.  Males 
displayed  a steady  increase  in  the 
prevalence  of  daily  smoking  from 
1989  to  1993  (7.8%'to  11.7%;  Fig  1); 
females  displayed  a decline  in  daily 
smoking  during  the  same  period 
(10.2%  to  8.4%),  although  this  trend 
was  less  pronounced. 

Regarding  experimental  smok- 
ing, a more  disturbing  pattern 


emerges.  Experimental  smoking 
varied  from  25%  in  1989  to  26.9%  in 
1993.  Overall,  26.9%  engaged  in 
experimental  smoking.  No  consis- 
tent trends  were  noted  when  these 
data  were  analyzed  by  gender  (Fig 
2).  When  daily  and  experimental 
smoking  are  combined,  a total  of 
36.6%  of  UW  students  smoke  ciga- 
rettes. 


Discussion 

The  results  of  this  study  provide 
interesting  new  information  on  the 
prevalence  of  smoking  among  uni- 
versity students.  During  the  5-years 
in  which  surveys  were  conducted, 
about  37%  reported  at  least  some 
smoking.  This  included  just  under 
10%  of  students  who  reported  they 
were  daily  smokers,  a figure  in  ac- 
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cord  with  national  trend  projections.^ 

More  disturbing  is  the  prevalence 
of  experimental  smoking  among  this 
university  population.  Some  27%  of 
students  between  the  ages  of  17  and 
22  years  reported  smoking  during 
periods  that  ranged  from  every  few 
months  to  every  few  days.  Given 
the  powerfully  addictive  nature  of 
nicotine,  this  experimentation  car- 
ries significant  risk  for  future  addic- 
tion.^ 

Between  the  fall  1990  and  spring 
1992  assessment  intervals,  the  UW- 
Madison  campus  became  the  first 
Big  Ten  campus  to  go  smoke-free. 
Our  data  demonstrate  little  effect  on 
smoking  prevalence  following  the 
ban  on  smoking  in  campus  build- 
ings. 

This  should  be  considered  in 
context.  Studies  of  hospitals^  and 
worksites*  that  have  gone  smoke- 
free  have  demonstrated  only  mod- 
est declines  in  the  prevalence  of  dedly 


smoking  outside  of  the  worksite. 

Another  reason  for  the  lack  of 
effect  of  the  smoke-free  policy  on 
daily  smoking  relates  to  the  extent 
of  the  UW  smoke-free  policy.  Spe- 
cifically, the  policy  covered  all  uni- 
versity buildings,  but  excluded  the 
private  living  quarters  of  students 
on  campus  (dormitory  rooms  and 
other  student  housing).  Since  stu- 
dents are  typically  in  smoke-free 
academic  buildings  for  little  more 
than  an  hour  at  a time,  this  univer- 
sity ban  may  have  had  less  immedi- 
ate effect  on  their  behavior  than  a 
corresponding  worksite  ban.  The 
expansion  of  the  smoke-free  policy 
to  include  private  living  quarters  on 
campus,  including  dormitory  rooms, 
may  be  more  likely  to  influence  daily 
smokers,  since  students  typically 
spend  more  time  in  their  living 
quarters  than  in  other  campus  build- 
ings. 

It  should  be  stressed,  however. 


that  the  major  intent  of  a smoke-free 
policy  is  to  ensure  clean  indoor  air 
for  everyone;  decreases  in  smoking 
prevalence  are  secondary  benefits 
of  such  a positive  public  health  meas- 
ure. 

The  results  of  these  ongoing  sur- 
veys also  raise  some  important  con- 
cerns. As  noted  above,  the  rate  of 
experimental  smoking  among  this 
college  sample  is  very  high,  particu- 
larly given  the  amount  of  informa- 
tion students  are  exposed  to  regard- 
ing the  hazards  of  smoking.  Second, 
the  trend  toward  increasing  num- 
bers of  male  undergraduate  smok- 
ers, if  sustained,  would  represent  a 
reverse  in  a positive  historical  trend. 

These  trends  suggest  a flat  rate  of 
daily  smoking  among  this  sample  of 
college  students  from  1989  to  1993, 
in  sharp  contrast  to  the  rapid  de- 
clines in  smoking  prevalence  ob- 
served among  college-educated 
adults  prior  to  1989.  From  1965  to 


Prevalence  of  daily,  experimental,  and 

non-smoking  among  UW-Madison 

undergraduates  (ages  17-22)  during,  1989- 

1993. 

Males 

Females 

All 

(n=2643) 

(n=3293) 

(n=5963) 

Fall  '89 

Fall  '90 

Spr.  '92 

Spr.  '93 

Fall  '89 

Fall  '90 

Spr.  '92 

Spr.  '93 

'89-'93 

(n=714) 

(n=869) 

(n=634) 

(n=426) 

(n=905) 

(n=1023) 

(n=877) 

(n=488) 

Daily  Smokers 

7.8 

8.9 

11.2 

11.7 

10.2 

10.2 

9.6 

8.4 

9.7 

6.0  - 10.0 

7.1  - 10.9 

8.9-13.8 

8.9-15.0 

8.3-12.2 

8.4-12.1 

7.8-11.6 

6.2-11.1 

8.9-10.4 

Non-Smokers 

69.5 

61.6 

60.9 

59.9 

63.0 

64.1 

62.3 

66.0 

63.4 

65.9  - 72.7 

58.2  - 64.7 

57.0  - 64.5 

55.0  - 64.3 

59.7  - 66.0 

61.1-67.0 

58.9  - 65.4 

61.6-69.9 

62.2  - 64.6 

Experimental 

Smokers 

22.7 

29.6 

27.9 

28.4 

26.9 

25.7 

28.2 

25.6 

26.9 

19.7  - 25.8 

26.6  - 32.6 

24.5-31.5 

24.2  - 32.7 

24.0  - 29.8 

23.1  - 28.4 

25.2  - 31.2 

21.8  - 29.6 

25.8  - 28.1 

Frequency  Groupings  For 

Experimental  Smokers 

Every 

Few  Days 

4.9 

7.8 

9.0 

5.9 

9.2 

6.8 

8.8 

7.8 

7.7 

3.5  - 6.7 

6.2 -9.7 

6.9-11.4 

3.9  - 8.4 

7.4-11.2 

5.4 -8.5 

7.0  - 10.8 

5.6  - 10.4 

7.0  - 8.4 

Every 

Few  Weeks 

8.8 

7.4 

8.7 

9.2 

7.6 

7.6 

9.0 

7.6 

8.2 

6.9-11.1 

5.8 -9.2 

6.7-11.0 

6.7-12.1 

6.0  - 9.5 

6.1  -9.4 

7.2-11.0 

5.5  - 10.2 

7.5  - 8.9 

Every  Few 

Months 

9.0 

14.4 

10.3 

13.4 

10.1 

11.2 

10.4 

10.2 

11.1 

7.0-11.2 

12.2-16.8 

8.1-12.8 

10.4  - 16.8 

8.2-12.1 

9.4-13.3 

8.5  - 12.5 

7.8  - 13.1 

10.3-11.9 

Note:  Ranged  figures  in  each  cell  represent  95%  confidence  intervals. 
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1985,  smoking  prevalence  among 
adults  with  some  college  education 
declined  at  a rate  of  0.70  percentage 
points  per  year.^  During  the  same 
time  period,  smoking  prevalence 
among  college  graduates  declined 
at  a rate  of  0.76  percentage  points 
per  year.^  The  UW-Madison  data 
may  herald  a new  phase  in  smoking 
prevalence  rates  with  the  identifica- 
tion of  a hard-core  10%  of  college 
students  who  will  become  daily 
smokers.  Clearly,  much  more  re- 
mains to  be  done  in  the  educational, 
policy,  and  treatment  realms  to  help 
university  students  overcome  the 
powerful  threat  of  tobacco  addic- 
tion. 
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Smoking  cessation  among  pregnant  women 
in  an  urban  setting 


James  C.  Byrd,  MD,  MPH,  and  Cathy  D.  Meade,  RN,  PhD,  Milwaukee 

This  paper  examines  a study  of  a brief  contact  smoking  cessation  program 
among  57  pregnant  women  at  two  urban  clinics.  All  subjects  were  ad- 
ministered either  a specially  created  videotape  or  a booklet  on  the  topic  of 
smoking.  Subjects  were  then  randomly  assigned  to  receive  either  a nurse 
counseling  message  or  to  receive  their  usual  care  at  the  clinic. 

There  was  no  statistically  significant  difference  in  smoking  status 
among  those  who  received  either  type  of  media  or  nurse  counseling 
intervention.  However,  smoking  cessation  at  one  month  after  entry  in  the 
study  was  reported  by  12%  (N=7)  of  subjects,  by  18%  (N=10)  of  subjects 
in  the  ninth  month  of  pregnancy,  and  by  9%  (N=5)  of  subjects  at  one 
month  post-partum.  Over  half  of  the  patients  attempted  to  quit  smoking 
in  the  first  month  and  68%  (39/57)  made  at  least  one  quit  attempt  during 
the  entire  study  period.  Our  results  suggest  that  future  smoking  cessation 
programs  and  methods  need  to  consider  more  intensive  nursing  interven- 
tions and  supportive  measures  to  produce  lasting  changes  in  smoking 
prevalence.  Wis  Med  J.1993;92(ll):609-612. 


The  deleterious  consequences 
of  smoking  on  maternal,  fetal, 
and  neonatal  health  are  well  docu- 
mented. Smoking  has  been  found  to 
be  significantly  related  to  retarded 
birth  weight,  spontaneous  abortion, 
premature  delivery  and  perinatal 
death,’"*  and  greatly  places  women 
at  risk  for  developing  lung  cancer, 
coronary  heart  disease,  or  pulmo- 
nary disease.^  Although  smoking 
rates  have  dropped  among  women 
over  the  past  20  years,  it  is  estimated 
that  smoking  prevalence  during 
pregnancy  is  as  high  as  25%*  with 
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the  prevalence  being  higher  among 
black  Americans.^  Evidence  suggests 
that  women  who  stop  smoking 
during  pregnancy  are  better 
educated  and  are  more  economi- 
cally advantaged.^-’*'”  Although  a 
plethora  of  smoking  cessation  re- 
search exists,  few  studies  exist  which 
primarily  target  the  black  pregnant 
smoker.  To  achieve  the  year  2000 
national  objective  of  a smoking 
prevalence  rate  of  less  than  10%,  ag- 
gressive efforts  to  identify  the  black 
pregnant  smoker  and  to  implement 
tailored  smoking  cessation  interven- 
tions are  needed.® 

Results  in  smoking  cessation  stud- 
ies have  suggested  that  multi-di- 
mensional programs  incorporating 
education  strategies  are  a more 
appropriate  intervention  than  single- 
dimension treatment. One  study 
suggested  that  several  interventions 
(self-help  guide,  pamphlet  and 
counseling)  tailored  to  the  needs  of 
pregnant  woman  was  more  effec- 
tive in  changing  smoking  behaviors 
than  other  more  standardized  inter- 
ventions'®. This  paper  describes  the 
characteristics  of  57  pregnant  smok- 


ers, primarily  black  women,  who 
sought  prenatal  care  at  two  commu- 
nity clinics  in  an  urban  setting.  An 
evaluation  of  a brief  contact  smok- 
ing cessation  program  is  also  pre- 
sented. 

Methods 

The  project  used  a randomized 
controlled  experimental  design.  TTie 
subjects  included  in  the  smoking 
cessation  phase  of  the  study  were 
part  of  a larger  study  evaluating  the 
effects  of  videotaped  versus  printed 
smoking  information  on  patient 
comprehension.  Overall,  there  were 
175  subjects  recruited  and  57  were 
available  for  the  smoking  cessation 
portion  of  the  study. 

Subjects  (N=57)  were  selected 
from  two  community  based  obstet- 
ric/ gynecology  clinics  in  Milwau- 
kee. Selection  criteria  included  being 
pregnant,  a current  smoker,  English 
speaking,  English  reading,  visually 
able  to  read  12  point  typeset,  being 
able  to  give  free  consent,  and  ex- 
pecting to  reside  in  the  Milwaukee 
following  delivery.  Eollowing  in- 
formed consent,  subjects  were 
administered  a questionnaire  by  a 
nurse  research  assistant  to  gather 
demographic  information,  educa- 
tional background,  smoking  history, 
health  habits,  and  obstetric  back- 
ground. The  Wide-Range  Achieve- 
ment Test  (WR  AT)  Level  11,’^  a word 
recognition  test  that  estimates  read- 
ing grade  level,  was  administered. 
Subjects  were  randomized  to  receive 
a smoking  cessation  booklet  or  vide- 
otape, and  they  were  also  random- 
ized to  receive  or  not  receive  nurse 
counseling.  The  physicians  in  the 
clinics  provided  their  usual  care 
including  smoking  cessation  advice. 

The  booklet  and  videotape  were 
produced  by  the  investigators  based 
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on  the  literature,  a panel  of  experts 
and  pilot  assessment  data  from 
members  of  the  target  audience.  The 
educational  instruments  discussed 
the  health  effects  of  smoking  on  the 
mother,  fetus  and  child,  the  benefits 
of  quitting,  and  strategies  to  modify 
smoking  behavior.  The  booklet  was 
written  at  the  fifth-sixth  grade  read- 
ing level  to  ensure  educational  ap- 
propriateness.^® The  content  of  the 
videotape  mirrored  that  of  the  book- 
let and  the  concept  of  role-modeling 
was  used  (showed  positive  behav- 
iors of  a pregnant  smoker  attempt- 
ing to  quit).^’  The  length  of  the  vide- 
otape was  approximately  11  min- 
utes, a similar  time  that  it  took  to 
read  the  booklet.  The  nurse  inter- 
vention was  a systematic,  tailored 
smoking  cessation  approach  that 
was  based  on  the  Four  A (Ask, 
Advise,  Assist,  Arrange)  approach 
by  the  National  Cancer  Institute. 

Patients  were  followed  up  by  tele- 
phone survey  or  in  person  at  the 
clinic  one  month  after  enrollment, 
in  the  ninth  month  of  pregnancy, 
and  1 month  post  partum.  Subjects 


were  queried  about  their  smoking 
status,  attempts  at  quitting,  and 
reasons  for  resuming  smoking.  Pa- 
tients who  reported  quitting  were 
invited  to  the  clinic  to  have  a carbon 
monoxide  breath  analysis  to  con- 
firm non-smoking  status.  Less  than 
20%  of  the  subjects  had  the  carbon 
monoxide  analysis.  The  results  are 
self  reports  of  smoking  status. 

Results 

The  subjects  were  in  various  stages 
of  pregnancy  with  50%  being  en- 
rolled in  the  third  trimester.  The 
sample  was  comprised  primarily  of 
black  women  (79%)  who  were  in 
their  early  20s  and  had  been  preg- 
nant previously  (80%).  The  median 
educational  level  was  grade  12  and 
the  median  reading  level  according 
to  the  WRAT  11  was  grade  8.  Few  of 
the  women  were  married  (16%), 
most  were  unemployed  (77%),  and 
the  majority  lived  in  households  with 
poverty  level  incomes  (Table  1). 

Twenty-five  (44%)  subjects  had 
initiated  smoking  by  age  15  and  an- 
other 21  (36%)  subjects  started  smok- 


ing between  ages  15  and  18.  The  ma- 
jority smoked  menthol  cigarettes 
(83%)  and  cigarette  consumption 
was  generally  light  with  93%  (51/ 
57)  of  subjects  smoking  fewer  than 
10  cigarettes  per  day.  Nevertheless, 
83%  (47/57)  of  subjects  felt  that  they 
were  addicted  to  cigarettes.  Forty- 
four  (75%)  subjects  indicated  a de- 
sire to  quit  smoking. 

More  than  80%  of  subjects  identi- 
fied boredom,  need  for  relaxation, 
and  "it's  a habit"  as  reasons  for 
smoking.  The  most  liked  features  of 
smoking  included  feeling  good  and 
the  taste  of  cigarettes.  The  least  liked 
features  of  smoking  included  its 
effects  on  health,  the  cost,  and  the 
smell.  Most  smokers  (88%)  had  been 
encouraged  to  stop  smoking  by  a 
family  member.  A total  of  42  sub- 
jects (74%)  had  been  counseled  by 
physicians  to  stop  smoking  while 
only  31  (54%)  had  been  previously 
counseled  by  nurses  to  stop  smok- 
ing. 

All  of  the  subjects  knew  that 
smoking  was  a cause  of  lung  cancer 
and  the  overwhelming  majority 
knew  that  smoking  caused  heart 
problems  (98%)  and  breathing  prob- 
lems (95%).  Most  subjects  (95%)  were 
aware  that  smoking  was  related  to 
the  delivery  of  smaller  babies,  and 
prematurity  (84%).  Fewer  women 
(68%)  were  aware,  however,  that 
miscarriage  may  be  related  to  smok- 
ing. 

Of  the  57  subjects  enrolled  in  the 
study,  50  were  available  for  one  and 
9-month  follow-up,  and  48  re- 
sponded to  the  1-month  post-par- 
tum  survey.  All  nonrespondents 
were  considered  to  be  smokers  at 
follow-up  and  considered  to  have 
made  no  quit  attempts  in  the  follow- 
up interval.  In  analyzing  mean  ciga- 
rette use  only  the  39  subjects  who 
had  complete  follow-up  data  were 
included.  The  most  rigorous  defini- 
tion of  cessation  (quitting  within  the 
first  month  and  maintaining  cessa- 
tion throughout  the  study)  was 
reported  by  only  two  subjects  (3.5%). 

On  the  other  hand,  many  subjects 


Table  1. -Demographic  characteristics.  (N=  57) 


Age 

mean  23  years  (range  17-40 

years) 

Race 

black 

45 

(79%) 

white 

10 

(17%) 

hispanic 

1 

(2%) 

Nativ'e  American 

1 

(2%) 

Marital  status 

single 

40 

(70%) 

married 

9 

(16%) 

separated,  divorced 
widowed 

8 

(14%) 

Work  status 

employed 

13 

(23%) 

unemployed 

44 

(77%) 

Education 

< grade  12 

18 

(32%) 

high  school  graduate 

19 

(33%) 

>grade  12 

20 

(35%) 

Household  income 

< $10,000 

35 

(61%) 

(yearly) 

$10,000  - $20,000 

14 

(25%) 

> $20,000 

8 

(14%) 
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Table  2.— Self-reported  smoking  status. 

Quit* 

Quit 

attempts 

Cigarette 

consumption  mean' 

Entry 

8.6 

1 month  follow-up  7 (14%) 

31 

(54%) 

6.2 

Ninth  month  of  pregnancy  10  (18%) 

23 

(40%) 

5.7 

1 month  post  partum  5 (9%) 

21 

(37%) 

8.2 

* Quit  Rates  are  based  on  57  subjects.  Subjects  who  could  not  be  contacted 
were  considered  smokers. 

**  Cigarette  consumption  figures  are  based  on  the  39  subjects  who  were 
available  at  all  three  follow-up  surveys. 


reported  not  smoking  during  one  or 
more  follow-up  surveys,  and  68%, 
(36/57)  attempted  to  quit  during 
the  entire  study.  In  the  first  month  of 
follow-up,  seven  subjects  (12%)  re- 
ported not  smoking  at  follow-up  but 
31  (54%)  had  quit  during  the  follow- 
up period. 

The  cessation  rates  at  follow-up 
and  during  the  follow-up  intervals 
can  be  seen  in  Table  2.  During  the 
study,  three  subjects  (5%)  could  not 
be  contacted  at  any  follow-up  time. 
Only  two  subjects  (4%)  reported  the 
same  frequency  of  smoking  at  all 
follow-up  surveys,  and  seven  (12%) 
reported  a consistent  increase  in  ciga- 
rette consumption  after  entry.  Forty- 
five  subjects  (79%)  reported  a de- 
crease in  smoking  from  their  entry 
level  at  some  point  in  time  during 
follow-up. 

The  leading  reasons  for  resum- 
ing smoking  for  all  subjects  who 
had  attempted  to  quit  were  to  re- 
lieve tension,  to  deal  with  cravings 
for  cigarettes,  to  combat  boredom, 
and  to  socialize  with  friends  and 
family  who  smoked. 

Discussion 

We  implemented  a brief  contact 
smoking  cessation  intervention 
among  a high-risk  target  group,  that 
is,  black  pregnant  women,  primar- 
ily of  low  economic  status.  Our  re- 
sults revealed  that  nurse  counseling 
was  not  associated  with  cessation  at 
any  of  the  three  follow-up  points.  Of 
the  57  smokers  who  were  enrolled, 
seven  (12%)  stated  that  they  had 
quit  at  1 month  after  entry  into  study, 
10  (18%)  stated  that  they  had  quit  in 
month  9 of  pregnancy  and  five  (19%) 
stated  that  they  were  non-smokers 
at  post-partum. 

These  results  are  similar  to  smok- 
ing cessation  rates  reported  by  oth- 
ers although  we  were  unable  to  bio- 
chemically confirm  cessation.’^"’*  It 
was  encouraging,  however,  that 
subjects  did  make  cessation  attempts 
following  the  intervention. 

Although  the  gold  standard  in  a 
smoking  cessation  program  is  sus- 


tained abstinence,  attention  to  proc- 
ess outcomes  such  as  quit  attempts 
may  reveal  meaningful  data  about 
the  target  audience  and  provide 
impetus  for  improved  smoking  ces- 
sation interventions.^  For  example, 
at  1 month,  54%  (31/57)  of  the  sub- 
jects had  made  at  least  one  quit  at- 
tempt. This  suggests  that  the  1- 
month  period  following  brief  con- 
tact may  offer  a window  of  opportu- 
nity to  provide  additional  support, 
education,  and  resources  to  the  pa- 
tient. 

It  is  encouraging  that  subjects  who 
had  continued  to  smoke  up  to  the 
third  trimester  actually  made  quit 
attempts.  We  believe  that  more  in- 
tense and  sustained  interventions 
may  be  needed  to  assist  the  preg- 
nant smoker  in  quitting. 

Consideration  of  patients'  health 
values  and  perceptions  about  their 
health  behaviors  needs  to  be  consid- 
ered. In  a recent  study  of  80  black 
women,  it  was  suggested  that  low 
socioeconomic  status  seemed  to  be 
linked  to  survival-style  values.^  Our 
study  attempted  to  be  sensitive  to 
culture  and  values  by  including 
members  of  the  target  group  in  the 
planning  of  the  educational  inter- 
ventions and  in  the  delivery  of  the 
smoking  cessation  message.  The 
focus  of  our  interventions  were, 
however,  personal  health  and  the 
health  of  the  unborn  child.  The  sub- 


jects recognized  these  risks  and  at- 
tempted to  do  the  right  thing  by 
quitting,  but  resumed  smoking  be- 
cause of  other  social  and  psycho- 
logical issues.  Future  studies  should 
focus  attention  on  relapse  and  deal- 
ing with  everyday  stresses. 
Ahijevych  and  Wewers^'*  suggest  the 
incorporation  of  strategies  which 
enhance  coping  skills,  as  well  as 
positive  outcome  expectancies  of 
smoking  cessation. 

Comprehensive  and  creative 
counseling  methods  are  needed  to 
reduce  the  serious  consequences  of 
smoking  among  pregnant  women. 
In  addition  to  smoking  cessation 
counseIing,connections  between 
social  service  and  the  community 
are  needed.  Likely  sites  for  commu- 
nity support  might  include  churches, 
WIC  clinics,  food  pantries,  or  schools. 

An  important  factor  impeded  the 
conduct  of  our  study  and  enroll- 
ment of  subjects.  Three  of  our  origi- 
nal data  collection  sites  (commu- 
nity-based clinics)  closed  during  the 
duration  of  the  study.  Such  occur- 
rences point  to  the  unstable  health 
care  environment  facing  pregnant 
women  from  the  central  city  of  Mil- 
waukee and  other  urban  sites.  To 
achieve  the  national  objective  of  10% 
for  smoking  prevalence  during  preg- 
nancy, health  care  reform  must  en- 
sure a culturally  competent  deliv- 
ery system  that  is  available  in  the 
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community  where  pregnant  women 
reside  and  is  responsive  to  their 
needs.  Prenatal  health  promotion 
must  be  provided  for  women  at  risk 
for  poor  pregnancy  outcomes.^"^^ 
Community  partnership  and  inclu- 
sion of  target  populations  in  the 
creation  and  expansion  of  smoking 
cessation  programs  is  recom- 
mended. 

Our  brief  interv'ention  did  not  ef- 
fect a sustained  change  in  smoking 
behavior.  We  believe  that  interven- 
tions which  are  more  sustained  and 
focus  on  everyday  concerns  of 
women  might  be  beneficial. 
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The  effect  of  maternal  cigarette  smoking  on  low  birth 
weight  and  preterm  birth  in  Wisconsin,  1991 

Richard  A.  Aronson,  MD,  MPI 1;  Susan  Uttech,  MS,  CUES;  Michael  Soref,  PhD,  Madison 


Cigarette  smoking  is  one  of  the  most  preventable  causes  of  low  birth 
weight  in  the  United  States.  This  paper  presents  new  data  on  the  relation- 
ship between  low  birth  weight  and  maternal  cigarette  smoking  in  Wis- 
consin based  on  an  analysis  of  1991  birth  certificates.  In  Wisconsin  in 
1991,  22.5%  of  mothers  reported  smoking  cigarettes  during  pregnancy. 
Mothers  who  smoked  cigarettes  were  twice  as  likely  to  bear  low  birth 
weight  infants  as  were  non-smokers.  Low  birth  weight  accounted  for  49% 
of  newborn  hospital  charges  totaling  $60.7  million.  A 50%  reduction  in 
maternal  smoking  could  potentially  save  $5  million  in  newborn  hospital 
costs.  A woman  is  more  likely  to  quit  smoking  during  pregnancy.  Physi- 
cians are  in  a unique  position  to  encourage  positive  behavior  change  that 
will  reduce  the  risk  for  low  birth  weight  and  have  long  term  benefits  for 
her  and  her  family.  Wis  Med  J.1993;92(ll):613-617. 


IN  A LARGE  NUMBER  of  epidemiol- 
ogic  studies,  it  has  been  shown 
that  the  mean  birth  weight  of  infants 
of  women  who  smoke  during  preg- 
nancy is  150  g to  250  g less  than  that 
of  infants  of  nonsmokers.’  This  dif- 
ference persists  even  after  control- 
ling for  confounding  variables  such 
as  maternal  age,  marital  status,  level 
of  education,  parity,  maternal  weight 
gain,  and  alcohol  consumption. 
Maternal  cigarette  smoking  doubles 
the  woman's  risk  for  delivering  a 
low  birth  weight  baby;  defined  as  a 
weight  at  birth  of  less  than  2,500  g 
(about  5.5  lb) . Very  low  birth  weight 
includes  those  infants  weighing  less 
than  1,500  g (about  3.3  lb). 

A surgeon  general  report  on  the 
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health  consequences  of  smoking  for 
women  reviewed  numerous  stud- 
ies and  concluded  from  them  that 
the  attributable  risk  of  smoking  to 
low  birth  weight  ranges  from  21  % to 
39%}  This  suggests  that  cigarette 
smoking  is  one  of  the  most  impor- 
tant and  preventable  causes  of  low 
birth  weight  in  the  United  States, 
including  Wisconsin. 

The  low  birth  weight  rate  in 


Wisconsin  increased  from  5.4%  of 
all  births  in  1980  to  6.2%  in  1991. 
(The  low  birth  weight  rate  did  not 
increase  in  1992,  when  it  was  5.9% .) 
The  low  birth  weight  rate  among 
blacks  in  Wisconsin  was  13.1%  in 
1980,  13.2%  in  1988,  and  14.2%  in 
1991.  If  these  trends  continue,  Wis- 
consin will  not  achieve  the  low  birth 
weight  objective  of  "5.0  percent  for 
any  racial,  ethnic,  or  age  group" 
identified  in  the  state's  public  health 
plan,  Healthier  People  in  Wisconsin:  A 
Public  Health  Agenda  for  the  Year  2000? 

Trends  in  smoking  among 
women  are  not  encouraging.  Nearly 
25  million  American  women 
smoke— one  out  of  every  four 
women.  According  to  a 1989  survey 
of  all  states,  women  aged  18  to  24  in 
Wisconsin  had  one  of  the  highest 
rates  of  smoking  in  the  United  States. 
Not  surprisingly,  lung  cancer  will 
soon  overtake  breast  cancer  as  the 
leading  cause  of  cancer  death  among 
Wisconsin  women.'* 


Wisconsin  Medical  journal  • November  1993 


613 


Percentage  of  cigarette  smokers,  females  age  18-44,  and  percentage  of  resident 
births  in  which  the  mother  smoked  during  pregnancy,  Wisconsin  1991 


All  females  Mothers 


Age  of  womeiV 
respondent 

Percent* 

Number 

Percent 

Number 

18-24 

19.2 

70 

30.8 

22,235 

25-29 

26.1 

77 

19.9 

23,958 

30-34 

32.7 

97 

17.6 

16,960 

35-44 

23.5 

150 

15.1 

6,254 

Total 

25.0 

394 

22.5 

72,039** 

* Weighted 

**  Includes  births  to  mothers  with  age  missing  and  to  mothers  age  less  than  18  and  45  or 
older 

Source:  Wisconsin  Center  for  Health  Statistics,  Wisconsin  Behavioral  Risk  Factor  Survey 
and  birth  certificates,  1991. 


Birth  certificate  data  on  the  popu- 
lation of  Wisconsin  resident  births 
allow  us  to  present  relatively  cur- 
rent data  on  the  health  of  Wisconsin 
newborn  infants  and  their  mothers. 
This  paper  presents  newly  available 
data  on  the  relationship  between 
low  birth  weight  and  maternal  ciga- 
rette smoking  in  Wisconsin  based 
on  an  analysis  of  1991  birth  certifi- 
cates. 

Methods 

The  data  for  this  paper  are  extracted 
from  the  following  three  sources: 
birth  certificates,  the  Wisconsin  Be- 
havioral Risk  Factor  Survey,  and 
hospital  discharge  records. 

Birth  certificate  data.  Birth  certificate 
data  are  collected  through  Wiscon- 
sin's vital  registration  system.  Wis- 
consin collects  data  on  smoking 
during  pregnancy  in  two  birth  cer- 
tificate items:  a question  on  whether 
the  mother  smoked  cigarettes  dur- 
ing pregnancy  and  a subsequent 
question  on  the  average  number  of 
cigarettes  smoked  per  day.  The  ques- 
tions on  the  maternal  smoking  were 
among  a set  of  major  revisions  in  the 
birth  certificate  that  were  developed 
by  the  National  Center  for  Health 
Statistics  and  implemented  by  the 
states  in  1989. 

In  Wisconsin,  the  hospital  of  birth 
is  responsible  for  completing  the 
birth  certificate.  T he  source  collect- 
ing the  self-repor  ted  information  on 
maternal  cigarette  smoking  may 
range  from  information  found  in 
prenatal  care  records  to  a verbal 
question  posed  by  her  physician  or 
a nurse  during  the  postpartum  hos- 
pital stay. 

In  this  article  "mothers"  means 
"for  live  births,  the  mothers."  The 
terms  "live  births"  and  "births"  are 
used  interchangeably. 

Wisconsin  Behavioral  Risk  Factor  Sur- 
xiey.  This  is  an  annual  telephone  in- 
terview survey  of  a random  sample 
of  adults.  In  1991,  the  sample  size 
was  1,282  including  394  women  in 


ages  18-44.  It  is  designed  to  measure 
the  prevalence  of  cigarette  smoking 
and  other  behavioral  risk  factors 
associated  with  chronic  disease.  It  is 
designed  and  funded  by  the  Centers 
for  Disease  Control  and  conducted 
by  state  health  agencies.  In  Wiscon- 
sin, the  survey  is  administered  by 
the  Center  for  Health  Statistics  in 
the  Wisconsin  Division  of  Health 
and  the  Wisconsin  Survey  Research 
Laboratory  (University  of  Wiscon- 
sin Extension). 

Hospital  discharge  records.  It  is  now 
possible  to  analyze  information  from 
Wisconsin  hospital  discharge  rec- 
ords linked  to  birth  certificate  data. 
For  resident  births  that  occur  in 
Wisconsin  hospitals,  the  birth  cer- 
tificate is  matched  with  the  new- 
born's hospital  discharge  record. 
Hospital  discharge  data  are  collected 
by  the  Wisconsin  Office  of  Health 
Care  Information.  This  ability  to  link 
birth  certificate  information  with 
hospital  discharge  data  makes  it 
possible  to  show  mean  newborn 
hospital  charges  according  to  birth 
weight  and  cigarette  smoking. 

Results 

The  table  shows  the  comparison  of 


survey  data  with  birth  certificate 
data.  Of  the  women  aged  18  to  44 
years  surveyed  in  1991,  25.0%  were 
cigarette  smokers  at  the  time  of  the 
interview.  Data  from  the  1991  birth 
certificates  found  that  22.5%  of 
mothers  aged  18  to  44  reported 
smoking  cigarettes  during  preg- 
nancy. This  indicates  that  pregnant 
women  are  about  as  likely  to  report 
cigarette  use  as  the  general  popula- 
tion of  women  of  child-bearing  age. 

The  table  shows,  however,  dif- 
ference among  age  groups  in  the  re- 
porting of  cigarette  use.  Pregnant 
women  25  years  old  and  older  are 
less  likely  to  smoke  compared  to 
women  in  general.  In  contrast,  preg- 
nant women  18  to  24  are  more  likely 
to  smoke  compared  to  women  in 
general  (30.8%  v 19.2%). 

Analysis  of  birth  certificate  data 
found  that  of  mothers  who  smoked 
during  pregnancy,  only  one  quarter 
(25%)  reported  smoking  one  or  more 
packs  (20  cigarettes  or  more)  per 
day.  About  two  thirds  (65%)  re- 
ported smoking  10  or  fewer  ciga- 
rettes per  day. 

Loiv  birth  weight.  Mothers  who 
smoked  cigarettes  were  about  twice 
as  likely  to  bear  low  birth  weight 
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infants  as  were  non-smokers.  About 
one  tenth  (9.7%)  of  births  to  ciga- 
rette smokers  weighed  less  than 
2,500  g at  birth  compared  to  one 
twentieth  (5.1%)  of  births  to  non- 
smokers.  The  propxDrtion  of  very  low 
birth  weight  births  was  relatively 
higher  among  births  to  smokers.  Of 
births  to  mothers  who  smoked  ciga- 
rettes during  pregnancy,  1.6% 
weighed  less  than  1,500  g compared 
to  1.0%  of  births  to  non-smokers. 

Twenty-two  percent  of  all  moth- 
ers who  smoked  gave  birth  to  babies 
in  the  lower  range  of  normal  birth 
weight,  between  2,500  g and  2,999  g 
(61b,  lOoz).  In  comparison,  11.9%  of 
all  non-smoking  mothers  gave  birth 
to  babies  in  the  lower  normal  birth 
weight  range. 

Distributions  of  birth  weight  by 
maternal  smoking  status  are  shown 
in  Figure  1.  The  distributions  are 
both  fairly  symmetrical  and  have 
similar  dispersion  around  the  mean 
(a  = 598  for  smokers  compared  to 
c = 587  for  nonsmokers.  The  mean 
weight  at  birth  for  children  of  smok- 
ers was  258  g (about  9 oz)  less  than 
that  of  births  to  non-smokers.  The 
mean  weight  of  births  to  cigarette 
smokers  was  3,193  g and  the  mean 
weight  of  birth  to  non-smokers  was 
3,451  g. 

The  association  of  matem^Ll  smok- 
ing with  low  birth  weight  is  largely 
independent  of  maternal  age  and 
race  (Fig  2).  Based  on  1991  birth  cer- 
tificate data,  among  both  blacks  and 
whites,  the  percent  low  birth  weight  S 

among  smokers  is  higher  for  all  age 
groups.  As  age  increases,  the  differ- 
ence between  the  percent  of  low  birth 
weight  to  smokers  and  non-smok- 
ers increases.  Among  teens,  smok- 
ers are  1.3  times  more  likely  to  give 
birth  to  a low  birth  weight  baby, 
while  the  relative  risk  of  low  birth 
weight  for  the  35  and  older  group 
nearly  doubles  to  2.1. 

Preterm  birth.  Births  to  cigarette 
smokers  are  more  likely  to  be  pre- 
mature (delivered  at  less  than  37 
weeks)  than  are  births  to  non-smok- 


ers. Gestational  age  was  computed 
from  the  date  of  last  menses,  al- 
though the  clinical  estimate  of  ges- 
tational age  was  used  when  there 
was  incomplete  or  missing  data  on 
the  date  of  the  last  menstrual  pe- 
riod. Among  live  births  to  mothers 
who  smoked  cigarettes  during  preg- 
nancy, 11.9%  were  bom  prematurely 
compared  to  8.7%  for  births  to  non- 
smokers. 

There  was  little  difference  in  ges- 
tational age  at  birth  (as  measured  by 
the  clinical  estimate  of  gestational 
age)  between  births  to  smokers 
compared  to  births  to  non-smokers. 
The  mean  gestational  age  of  infants 
born  to  smokers  was  38.9  weeks 
compared  to  39.2  weeks  for  births  to 
non-smokers. 

Hospital  charges.  The  mean  newborn 
hospital  charge  for  all  in-state  births 
in  Wisconsin  hospitals  was  $1,830  in 
1991.  Among  smokers,  regardless 
of  birth  weight,  the  mean  newborn 
hospital  charge  was  $2,146.  Among 
non-smoking  mothers,  the  mean 
newborn  hospital  charge  was  $1,735, 
a difference  of  $411  in  the  average 
hospital  charge. 


Discussion 

It  is  well  documented  that  maternal 
smoking  has  a profound  effect  on 
birth  weight.  Two  primary  factors, 
intrauterine  growth  retardation  and 
preterm  birth  (gestation  less  than  37 
weeks)  result  in  low  birth  weight. 
Although  maternal  smoking  has  a 
significant  effect  on  both  factors,  the 
effect  on  fetal  growth  appears  to  be 
greater  than  the  effect  on  length  of 
gestation. 

Low  birth  weight  infants  are 
about  50  times  more  likely  to  die  in 
the  neonatal  period  (first  four  weeks 
of  life)  and  about  five  times  more 
likely  to  die  later  in  the  postneonatal 
period.  Very  low  birth  weight  ba- 
bies are  at  much  higher  risk  for  death 
during  the  neonatal  period.  They 
are  estimated  to  be  about  200  times 
more  likely  to  die  than  babies  of 
normal  birth  weight.  Thus,  very  low 
birth  weight  infants  represent  a sub- 
group among  low  birth  weight 
babies  of  great  public  health  con- 
cern. 

In  addition,  low  birth  weight 
babies  appear  to  be  at  increased  risk 
for  a wide  variety  of  health  prob- 
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Fig  2.— Percent  tow  birth  weight  births  by  maternal  age,  race,  and  smoking  status,  Wisconsin 
resident  births,  1991. 


Wisconsin  Medical  Journal  • November  1993 


615 


lems  and  other  adverse  outcomes. 
These  include  chronic  lung  disease, 
frequent  and  prolonged  hospitali- 
zations, respirator)'  illnesses,  intra- 
cranial bleeds,  vision  and  hearing 
problems,  and  neuro-developmen- 
tal  impairments  leading  to  disabili- 
ties that  often  require  special  educa- 
tion. 

Furthermore,  pregnant  women 
who  smoke  also  have  significant 
increases  in  spontaneous  abortion, 
abruptio  placentae,  vaginal  bleed- 
ing, placenta  previa,  ruptured 
membranes,  and  preterm  delivery. 
All  of  these  complications  carry  a 
high  risk  of  perinatal  loss.'’ 

The  analysis  reported  in  tHs  paper 
does  not  take  in  to  account  all  fac- 
tors which  could  affect  weight  at 
birth.  These  Wisconsin  results  on 
the  effects  of  smoking  on  birth 
weiglit  arc,  however,  consistent  with 
research  on  other  samples  and  popu- 
lations. Associations  of  maternal 
smoking  with  low  birth  weight  have 
been  found  in  research  which  con- 
trols for  other  v'ariables,  such  as 
income,  parity,  maternal  weight 
gain,  sex  of  child,  and  gestational 
age. 

Based  on  the  following  formula, 
the  population  attributable  risk  to 
smoking  for  low  birth  weight  in 
Wisconsin  in  1991  was  17%: 

Population  attributable  risk  = 
P(RR-1)/(1+P[RR-1]) 

where  P is  the  prevalence  of  the  risk 
factor,  cigarette  smoking  (.225),  and 
RR  is  the  relative  risk  of  a low  birth 
weight  birth  (.097/. 031).  Thus,  the 
potential  for  preventing  low  birth 
weight  through  smoking  reduction 
is  substantial. 

Because  maternal  cigarette  smok- 
ing is  increasingly  stigmatized,  we 
believe  that  there  may  be  some 
under-reporting  of  maternal  smok- 
ing on  the  birth  certificate  data.  The 
comparison  with  the  Wisconsin 
Behavioral  Risk  Factor  Survey  data 
suggests  that  the  validity  of  birth 
certificate  reporting  of  maternal 


smoking  is  adequate  for  this  analy- 
sis, as  well  as  for  the  formulation  of 
public  health  planning  and  policy. 
The  reason  for  the  difference  be- 
tween age  groups  is  difficult  to 
explain  and  may  warrant  further 
study.  It  is  possible  that  older  women 
who  are  pregnant  are  less  likely  to 
smoke  cigarettes,  or  that  the  smok- 
ers in  that  age  group  are  more  likely 
to  stop  smoking  when  they  become 
pregnant. 

We  suspect  that  the  number  of 
cigarettes  smoked  per  day  is  more 
likely  to  be  underreported;  there- 
fore, we  did  not  analyze  that  data. 
There  is  a clear  dose-response  rela- 
tionship between  the  number  of  ciga- 
rettes smoked  and  the  birth  weight 
deficit.'’  Based  on  research,  pregnant 
women  who  smoke  more  than  10 
cigarettes  (about  a half  a pack)  per 
day  are  at  high  risk  for  delivering  a 
low  birth  weight  baby.^  There  is, 
however,  no  recommended  safe 
level  of  smoking. 

Increased  health  care  costs  asso- 
ciated with  low  birth  weight  affect 
not  only  the  family  but  also  society. 
More  than  $2.5  billion  is  spent  annu- 
ally on  intensive  hospital  care  for 
low  birth  weight  babies.  The  Insti- 
tute of  Medicine  concluded  in  1985 
that  every  dollar  spent  on  the  provi- 
sion of  comprehensive  prenatal  care 
services  to  high-risk  low  income 
women  could  save  $3.34  for  the  ini- 
tial newborn  hospitalization.  In 
Wisconsin  in  1991,  the  average  hos- 
pital charge  for  newborns  of  normal 
birth  weight  was  $982,  while  the 
average  charge  for  newborns  weigh- 
ing 750g  to  850  g (1 .6  lb  to  1 .9  lb)  was 
$83,547.  The  average  hospital  charge 
decreased  as  birth  weight  increased. 
We  know  that  a reduction  in  smok- 
ing will  result  in  a shift  in  the  birth 
weight  distribution,  resulting  in 
tremendous  savings  for  the  state. 
Given  the  evidence  that  women  who 
quit  smoking  during  pregnancy 
(even  as  late  as  the  second  trimester) 
can  give  birth  to  normal  weight 
babies,  an  effective  prenatal  smok- 
ing cessation  program  could  be  a 


successful  strategy  for  health  care 
cost  containment. 

Although  low  birth  weight  ac- 
counted for  6.2%  of  Wisconsin  births 
in  1991,  it  accounted  for  49%  of  hos- 
pital charges  for  newborns  totaling 
$60.7  million.  A rough  estimate 
based  on  a 50%  reduction  in  mater- 
nal smoking  could  potentially  save 
$5  million  in  newborn  hospital  costs 
alone.  In  addition,  we  suspect  that 
reducing  the  proportion  of  near  low 
birth  weight  births  could  contribute 
to  improved  infant  health.  In  1991, 
about  one  fifth  (22%)  of  births  to 
mothers  who  smoked  were  born  at 
2,500  g to  2,999  g. 

When  a woman  becomes  preg- 
nant, she  is  more  likely  to  reduce  or 
quit  smoking  than  at  any  other  time 
in  her  life.  Physicians  are  in  a unique 
position  to  take  advantage  of  this 
window  of  opportunity  and  encour- 
age positive  behavior  change  that 
will  have  long  term  benefits  for  her 
and  her  family.  Recent  studies  have 
shown  that  even  a brief  message  can 
be  effective  in  changing  smoking 
behavior.’*’” 

Conclusion 

The  earlier  in  pregnancy  that  a 
woman  can  stop  smoking,  the  better 
her  chances  for  delivering  a normal 
weight  baby.  The  risk  of  low  birth 
weight  drops  dramatically  if  a 
woman  stops  smoking  before  the 
second  trimester.  Most  of  the  fetal 
growth  occurs  in  the  second  and 
third  trimesters,  but  it  is  never  too 
late  for  a women  to  reduce  or  stop 
smoking.  Research  shows  that  there 
is  only  3%  relapse  among  the  gen- 
eral population  who  stop  smoking 
from  6 to  12  months.  This  suggests 
that  pregnant  women  who  success- 
fully quit  for  9 months  may  have  a 
low  relapse  rate.”  Ultimately,  the 
physician  should  help  the  woman 
to  stop  smoking,  to  refrain  from 
smoking  during  pregnancy,  and  to 
prevent  relapse  after  delivery.’^ 

There  are  many  resources  avail- 
able to  assist  pregnant  women  who 
smoke.  Two  successful  public  health 


616 


Wisconsin  Medical  Journal  • November  1993 


programs  in  Wisconsin,  Prenatal 
Care  Coordination  and  the  Special 
Supplemental  Food  Program  for 
Women,  Infants,  and  Children  are 
examples  of  the  great  potential  for 
reducing  the  incidence  of  low  birth 
weight. 

Wisconsin  data  confirm  that  ciga- 
rette smoking  is  a major  contributor 
to  low  birth  weight,  infant  morbid- 
ity and  mortality,  and  health  care 
costs.  Physicians  are  key  figures  in 
helping  to  reduce  maternal  smok- 
ing and  low  birth  weight. 
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Solutions  to  the  puzzle  on  page  603. 


You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  creclentialed 
physicians  and  allied  health  care 
providers  Irom  more  than  40  Helds  of 
specialization  available  to  provide  locum 
tenens,  or  temporary,  statting  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
e.xperience  to  guarantee  your  satisfaction 
each  time  we  place  a member  ot  our 
medical  stafl  in  your  practice  or  faciliu  . 
Its  the  closest  thing  you  II  find  to  a risk- 
free way  to  cover  tor  absent  stall 
members,  “trv'  out”  a potential  new 
recruit,  or  take  care  otyour  patients  while 
you  search  lor  a new  full-time  associate. 

Call  us  today  to  arrange  lor  qualitv'  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHeallh 

Comprehensive  t Iealth  Care  Staffing 

1-800-453-3030 

Salt  l^ake  City  ■ .\tlanta  ■ Grand  Rapids.  .N\ich. 
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“Nah, 

I’ve  smoked 

for  / 

30  years. 
It’s  too  late” 


“I’ve  tried  a 
million  times, 
but  I just 


can  t: 


‘What  diJJa'aKe  does 
it  make?  I’m  already 
52  years  old? 


“I’ve  got, 
otha'  things 
to  worry  about” 


“It’s  one  of  the 
few  pleasures 
I have  left” 


next 

week’.’ 


“I’ll  quit 
next  year: 


“The  damage^^ 
is  done? 


They  know  why  they  can’t. 
Now  tell  them  how  they  can. 

Too  many  older  smokers  are  still  making  excuses  instead  of  making  a determination  to 
quit.  And  while  most  of  them  know  about  the  more  common  long  term  effects  of  smoking, 
far  too  few  of  them  know  the  facts  about  the  immediate  health  benefits  of  quitting. 

As  a doctor,  you  can  play  a unique  role  in  getting  your  older  patients  who  smoke  to  quit  for 
good.  Take  a little  extra  time  and  educate  your 
patients  about  the  immediate  benefits  ofcjuitting. 

Like  a decreased  risk  ol  heart  attacks  and 
strokes.  Improved  circulation.  And  most  of  all, 
the  years  they  can  add  to  their  lives. 

So  listen  to  their  reasons  for  not  quitting, 
then  go  ahead  and  give  them  the  facts. 

Let  them  know; 
it’s  never  too  late  to  quit 


l-orafree  cop\of“Clinkal  Opportunities  for  Smoking  Intervention: 
A Guide  for  the  Busy  Physician”  complete  the  form  helow. 

I Mail  to; 

The  National  Heart.  I ung,  and  Blond  Institute 
Information  Center 

4733  Bethesda  Avenue, Suite  530,  Bethesda,  MD  20814 
(301)951-3260 


Nanir. 


Specialty- 
Address 


U.S  Department  of  Healrh  & Human  Services 
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Recent  trends  in  cigarette  smoking  and 
per  capita  sales  in  Wisconsin 

Nancy  E.  Chudy,  MPH;  Richard  Yoast,  PhD;  Patrick  L.  Remington,  MD,  MPH,  Madison 


Nationally,  major  initiatives 
have  been  undertaken  to 
reduce  smoking,  including  restric- 
tions on  smoking  in  public  places 
and  work  places,  continued  media 
presentations  of  the  harmful  effects 
of  smoking,  and  increases  in  ciga- 
rette excise  taxes.  In  Wisconsin,  the 
1980s  saw  extensive,  statewide  Clean 
Indoor  Air  and  other  legislation,  an 
excise  tax  increase  to  38  cents  per 
pack,  restrictions  on  public  smok- 
ing, as  well  as  increased  efforts  to 
educate  and  inform  the  public  on 
the  harmful  effects  of  smoking.  In 
this  report,  we  assess  the  effect  of 
these  initiatives  on  recent  trends  in 
self-reported  smoking  prevalence 
and  sales  of  cigarettes  in  the  state. 


Chudy  is  an  epidemiologist  in  the  Sec- 
tion of  Chronic  Disease  Prevention  and 
Health  Promotion,  Bureau  of  Public 
Health,  Wisconsin  Division  of  Health. 
Dr  Yoast  is  the  director  of  Project  AS- 
SIST, Wisconsin  Division  of  Health.  Dr 
Remington  is  the  chief  medical  officer 
for  chronic  disease.  Bureau  of  Public 
Health,  Wisconsin  Division  of  Health. 
Reprint  requests  to:  Patrick  L.  Reming- 
ton, MD,  MPH,  Wisconsin  Division  of 
Health,  1414  E Washington  Ave,  Room 
96,  Madison,  WI 53703-3044.  Copyright 
1993  by  the  State  Medical  Society  of 
Wisconsin. 


Methods 

We  used  two  principal  sources  of 
data  for  this  report.  They  were  the 
Behavioral  Risk  Factor  Surveillance 
System  (BRFSS)  and  the  per  capita 
cigarette  sales  records. 

As  part  of  BRFSS,  random  tele- 
phone surveys  are  conducted  annu- 
ally to  determine  prevalence  rates 
of  health  risk  factors  present  in  the 
population  of  residents  18  years  and 
older.  IXiring  the  interviews,  respon- 
dents, identified  using  random  digit 
dialing  techniques,  are  asked  a se- 
ries of  questions  about  their  health 
behaviors.  Current  smokers  are 
defined  as  persons  who  smoked  at 
least  100  cigarettes  in  a lifetime  and 
who  currently  smoke.  Linear  regres- 


sion was  used  to  determine  overall 
trends  in  smoking  for  men  and 
women. 

Per  capita  cigarette  sales  repre- 
sent the  number  of  packs  of  ciga- 
rettes sold  divided  by  the  number  of 
residents  18  years  and  older  in  Wis- 
consin and  the  United  States.  The 
information,  based  on  tax  revenue 
data,  is  compiled  annually  by  the 
Washington,  D.C.-based  Tobacco  In- 
stitute.’ 

Results 

Over  the  past  9 years,  overall  smok- 
ing prevalence  rates  have  fluctuated 
from  a high  of  27%  in  1984  to  a low 
of  23%  in  1992.  (Table).  Using  linear 
Continued  on  next  page 


Percentages  current  smokers  and  per  capita  cigarette  sales  among  Wisconsin 
residents  18  years  and  older,  1984-1992. 


Year 

Male  (%) 

Female(%) 

Combined(%) 

Per  capita 
cigarette  sales 

1984 

- 

- 

27 

106 

1985 

- 

- 

25 

107 

1986 

32 

21 

26 

106 

1987 

26 

26 

26 

106 

1988 

25 

24 

24 

103 

1989 

29 

23 

26 

100 

1990 

26 

23 

25 

94 

1991 

31 

22 

26 

96 

1992 

23 

23 

23 

96 
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regression,  we  estimate  that  the 
smoking  prevalence  declined  ap- 
proximately 2%  over  6 years,  an 
average  of  0.3%  per  year  (Fig  1). 

Among  men,  we  estimate  that 
the  smoking  rate  declined  about  3% 
from  1986  through  1992,  or  an  aver- 
age of  0.5%  per  year.  Among  women, 
the  smoking  rate  declined  about  0.6% 
during  the  same  time  period,  or  an 
average  of  0.1%  per  year. 


Since  1987,  Wisconsin's  per  cap- 
ita cigarette  sales  have  steadily  de- 
clined, reflecting  national  trends  as 
indicated  in  Fig  2.  In  1981,  Wiscon- 
sin's per  capita  sales  peaked  at  120 
packs,  however,  in  1990  it  had  fallen 
to  94  packs  per  capita.  Wisconsin 
had  only  one  period  of  sustained 
(>3  years)  cigarette  sales  declines 
since  1984. 


Discussion 

These  recent  Wisconsin  smoking 
trends  are  not  encouraging.  Our 
study  found  that  the  rate  of  smok- 
ing is  declining  only  0.3%  per  year. 
In  contrast,  a 1984-1989  study 
showed  that  the  overall  smoking 
rate  declined  0.5%  per  year.^  In 
addition,  for  the  last  2 years  there 
has  been  an  increase  in  per  capita 
cigarette  sales  in  Wisconsin.  Wis- 
consin per  capita  sales  are  now  con- 
verging with  the  national  per  capita 
sales  where  once  there  was  a wide 
difference  (Fig  2).  Finally,  our  data 
indicate  a lag  in  reduction  of  smok- 
ing among  women,  reflecting  a na- 
tional trend  of  women's  rates  de- 
clining at  about  one  third  of  the  rate 
of  men.^ 

Declining  smoking  prevalence 
rates  in  the  general  population,  and 
decreased  sales  of  cigarettes  have 
set  in  motion  a shift  of  the  tobacco 
industry's  marketing  focus  from 
men  to  women  and  other  popula- 
tion groups.  Wisconsin  smoking 
prevalence  data  indicate  that  sev- 
eral population  groups— women  of 
reproductive  ages  and  people  with 
lower  education  levels— smoke  at 
higher  rates  than  the  general  popu- 
lation.'’''' 

According  to  our  study,  if  recent 
trends  in  sales  and  self-reported 
smoking  continue,  Wisconsin  is  not 
likely  to  meet  the  year  2000  objec- 
tives of  less  than  15%  smoking  preva- 
lence and  fewer  than  80  packs  per 
capita  cigarette  sales.^  It  is  clear  that 
the  lack  of  progress  (high  rates  of 
smoking  initiation  and  poor  success 
in  smoker  attempts  to  quit'')  results 
from  continued  heavy  tobacco  in- 
dustry promotion  of  smoking  to 
targeted  populations.  This  has  been 
augmented  by  reduction  in  cigarette 
pricing. 

Physicians  must  increase  their 
involvement  in  assisting  smokers  to 
quit.  It  is  important  for  all  health 
care  providers  to  assess  all  their 
patients  for  tobacco  use  and  to  ad- 
vise smokers  to  quit.  This  should 
not  be  limited  to  primary  care  pro- 
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viders,  but  must  include  physicians 
in  specialties,  such  as  obstetrics- 
gynecology,  cardiology,  and  pulmo- 
nary medicine. 

Patient  records  should  also  docu- 
ment and  clearly  indicate  smoking 
status  so  that  all  care  givers  with 
access  to  those  records  may  provide 
the  patient,  over  time,  with  consis- 
tent and  persistent  encouragement, 
advice,  and  help  to  quit.  All  health 
care  practitioners  also  should  de- 
velop effective  protocols  for  referral 
to  or  provision  of  smoking  cessation 
services  for  their  clients. 

Finally,  these  client-orientated 
interventions  also  need  to  occur  in  a 
supportive  community  environment 
(eg,  communities  with  policies  to 


restrict  sales  of  tobacco  products, 
regulations  to  protect  non-smokers, 
and  policies  to  encourage  smokers 
to  quit).  Only  with  this  community 
support  will  health  care  providers 
be  effective  in  their  efforts  to  help 
smokers  quit. 
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A new  public  health  strategy  to  control 
the  hazards  of  tobacco  use 


Richard  Yoast,  PhD,  Madison 

OCT  1,  1993,  marked  the  be- 
ginning of  a new  Wisconsin 
initiative  to  combat  the  promotion 
of  illness  by  the  tobacco  industry. 
After  a year  and  a half  of  planning, 
the  Tobacco-Free  Wisconsin  Coali- 
tion, its  state  members,  and  approxi- 
mately 30  local  coalitions,  with  the 
support  of  the  ASSIST  Project  at  the 
Division  of  Health  and  American 
Cancer  Society  (ACS),  initiated  a 
new  public  health  effort  to  reduce 
smoking  in  the  state:  a broad,  coali- 
tion-based advocacy  to  change  the 
social  environment  in  which  smok- 
ing occurs. 

Wisconsin  has  a long  history  of 
activism  against  the  harmful  effects 
of  smoking.  The  Wisconsin  divisions 
of  the  ACS,American  Heart  Asso- 
ciation (AHA),  and  American  Lung 
Association  (ALA)  have  worked 
since  the  early  1950s  to  increase 
public  and  government  attention  to 
the  hazards  of  smoking.  In  the  legis- 
lative arena,  under  ALA  leadership, 
ad  hoc  coalitions  and  individual 
activists  successfully  enacted  major 
tobacco  control  legislation:  Clean 
Indoor  Air  Act  of  1984,  Smokefree 
Schools  Act  of  1990,  Smokefree 
Hospitals  of  1992,  and  excise  tax  in- 
creases. 

At  the  local  level,  individual  ac- 
tivists and  health  professionals 
began  to  restrict  smoking  in  public 
buildings  and  facilities,  and 


Dr  Yoast  is  the  ASSIST  project  director 
for  the  Bureau  of  Public  Health  in  the 
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worksites.  In  1988  the  ALA,  ACS 
and  AHA  launched  a long  term  com- 
bined effort,  the  Smokefree  Class  of 
2000,  with  annual  media  activities, 
to  prevent  smoking  and  increase 
adult  cessation  rates.  The  result  was 
a slow  but  steady  drop  in  smoking 
rates  from  a 1981  peak  of  state  ciga- 
rette sales  of  120  packs  for  every 
adult. 

In  1983,  following  a 16-cent  com- 
bined federal  and  state  increase  in 
the  cigarette  excise  tax,  cigarette  sales 
had  dropped  by  10  packs  per  person 
from  the  1981  level. 

By  the  late  1980s,  however,  it 
became  apparent  nationally  that, 
although  smoking  rates  were  gradu- 
ally declining,  the  harmful  effects  of 
many  years  of  smoking  by  large 
populations  were  resulting  in  a high 
incidence  of  lung  cancer,  cardiovas- 
cular disease,  and  shortened  life 
span.  By  1992,  the  annual  Wisconsin 
death  rate  related  to  smoking 
reached  more  than  8,000  lives  per 
year.  Unchecked,  the  incidence  of 
death  from  lung  cancer  among 
women  would  surpass  the  number 
of  deaths  from  breast  cancer  by  1993. 
Under  an  onslaught  of  tobacco  in- 
dustry promotions,  smoking  rate 
declines  slowed  down.  Smoking 
rates  among  teens,  women,  black 
males,  and  blue  collar  workers 
remained  high  and  even  increased 
in  some  cases. 

A coalition  of  citizen  groups  in 
Milwaukee  declared  in  1991  an  in- 
ner city  "danger  zone"  of  heavy 
cigarette  advertising  targeting  blacks 
and  youth.  Working  with  the  Na- 
tional Cancer  Institute,  researchers 
throughout  the  country  began  to 
formulate  a new  public  health  di- 
rection to  speed  up  smoking  quit 
and  slow  down  smoking  initiation 


rates.  A new  approach  resulted  from 
this.  This  new  "social  environment" 
approach,  first  tested  at  the  munici- 
pal level,  became  the  current  17- 
state  ASSIST  effort. 

Social  environment  approach 
A social  environment  approach 
reduces  smoking  by  addressing  cues 
in  the  environment  (policies,  norms, 
media  messages,  services)  that  can 
make  it  easier  for  smokers  to  quit 
and  for  youth  not  to  start.  The  aim  is 
to  produce  an: 

"environment  that  provides  per- 
sistent and  inescapable  cues  to  stop 
smoking  and  to  nonsmokers  not  to 
start.  Such  an  approach  assumes 
that  the  best  way  to  change  individ- 
ual behavior  is  to  intervene  through 
the  social  structures  in  a commu- 
nity that  help  shape  an  individual's 
opinions  and  attitudes."  (National 
Cancer  Institute,  Strategies  To 
Control  Tobacco  Use  In  the  United 
States:  a blueprint  for  publichealth 
action  in  the  1990s.  USDHHS- 
NIH,  October  1991;  p. 205) 

In  the  past,  most  efforts  to  reduce 
smoking  centered  on  changing  indi- 
vidual behaviors,  especially  those 
of  smokers.  Getting  them  to  quit 
and  showing  them  how  (cessation 
services  and  self-help  materials),  per- 
suading them  of  the  harms  of  smok- 
ing (public  awareness  campaigns), 
educating  them  not  to  start  (school 
curricula),  were  the  foci  of  most 
tobacco  control  activities.  These  ef- 
forts were  effective  for  selected 
individuals,  but  failed  to  reach  large 
numbers  of  smokers  and  potential 
smokers. 

Researchers  also  found  that  these 
programs  failed  to  fully  address  our 
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social  environment's  influence  on 
our  beliefs  and  behaviors.  The  pro- 
motion, easy  availability,  and  low 
cost  of  smoking  encourage  use.  The 
social  acceptability  of  smoking  be- 
haviors is  reinforced  by  policies  that 
allow  smoking,  and  by  advertising 
that  glamorizes,  normalizes,  and 
popularizes  support  for  tobacco  use. 
From  the  early  1920s  until  the  late 
1980s  the  national  norm  was  that 
smoking  was  allowed  almost  every- 
where at  all  times.  When  smokers 
entered  a room,  they  could  decide 
whether  to  smoke,  each  time,  every 
few  minutes.  Education  efforts, 
hazards  of  smoking  signs,  com- 
plaints of  non-smokers,  had  limited 
effect. 

Previous  tobacco  control  efforts, 
however,  demonstrated  that  major, 
fast  reductions  in  smoking  levels 
resulted  from  changes  in  broader 


environmental  factors.  Clean  indoor 
air  legislation,  work  site  smoking 
restrictions,  anti-tobacco  advertis- 
ing, and  increased  tobacco  prices 
through  taxation  consistently  accel- 
erated the  declines  in  smoking  rates. 

AH  this  had  an  underlying  theme: 
Smoking  is  a public  issue,  not  sim- 
ply an  individual  behavior  option. 
As  a public  issue,  smoking  can  be 
addressed  by  political  as  well  as 
educational  and  medical  means.  For 
example,  the  Surgeon  General's 
reports  and  widespread,  almost  re- 
lentless, media  dissemination  of  their 
conclusions,  created  a major  public 
and  political  discussion  about  how 
to  prevent  the  hazards  of  smoking. 

The  non-smoker's  rights  move- 
ment created  a social  influence  and 
norm  that  smoking  is  unacceptable 
and  non-smokers  have  a right  to  be 
protected.  It  also  proved  the  viabil- 


ity of  using  coalitions  of  activists  to 
protect  against  health  hazards  via 
policy,  media,  and  support  activi- 
ties. Excise  tax  increases  led  to  sharp 
drops  in  consumption.  Smoking 
bans  and  restriction  policies  moved 
the  focus  away  from  individual  de- 
cision-making to  collective  social  and 
institutional  decisions  for  everyone's 
health.  This  created  and  enforced  a 
new  social  and  policy  standard  of 
what  is  acceptable. 

Another  conclusion  from  previ- 
ous experiences  was:  Successful 
social  interventions  must  be  sys- 
tematized, expanded,  and  persis- 
tently implemented.  This  can  be 
accomplished  through  enlisting  the 
help  and  support  of  influential  indi- 
viduals and  organizations  in  the 
community,  government,  media, 
schools,  health  care  and  worksite 
Continued  on  next  page 
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settings. 

Consequently  a major  thrust  of 
the  ASSIST  approach  is  to  institu- 
tionalize smoking  control  efforts 
through  ongoing,  broad-based  pub- 
lic-private partnerships  and  coali- 
tions, and  ongoing  public  and  pri- 
vate institutional  commitments  to 
address  tobacco  control  issues. 
Through  training,  outreach,  plan- 
ning activities,  and  the  use  of  seed 
money,  a large  cadre  of  tobacco  con- 
trol activists  is  being  developed 
statewide. 

Efforts  will  be  most  effective,  if 
they  identify,  target,  prioritize,  and 
address  the  needs  of  specific  popu- 
lations—especially  those  that  have 
higher  smoking  rates.  These  are  the 
populations  that  have  not  responded 
as  well  to  previous  smoking  reduc- 
tion activities.  They  are  also  the 
populations  to  which  the  tobacco 
industry  targets  its  promotional 
efforts:  blue  collar  workers,  women 
of  child-bearing  age,  youth  and 
young  adults,  people  with  lower 
education  levels,  and  people  of  color. 

The  new  model  uses  and  expands 
existing  education  and  individual 
counseling  strategies,  but  empha- 
sizes advocacy  for  policies  that:  re- 
strict smoking  and  the  promotion  of 
tobacco  products;  protect  non-smok- 
ers from  the  harmful  effects  of  ciga- 
rettes; support  and  encourage  smok- 
ers in  their  efforts  to  quit;  and  in- 
crease support  for  and  effective 
implementation  of  public  and  pri- 
vate policies  that  discourage  smok- 
ing and  promote  health. 

The  social  environment  approach 
also  uses  a relatively  new  tool- 
media  advocacy.  Media  advocacy  is 
activities  that  bring  media  attention 
to  how  the  tobacco  industry  con- 
tinually undermines  public  health 
and  civic  decision-making.  It  re- 
places messages  promoting  tobacco 
with  messages  promoting  health, 
prevention,  and  cessation.  It  assumes 
the  media  (print  and  electronic, 
public  and  private)  will  always  be 
an  active  player  in  shaping  percep- 


tions, influencing  behaviors,  and 
molding  policies  regarding  tobacco. 
The  media  is,  therefore,  a major  arena 
in  which  the  fight  against  tobacco 
use  and  promotion  must  be  fought. 

A major  goal  of  media  advocacy 
is  to  demonstrate  that  the  issue  is 
not  smokers  versus  non-smokers, 
but  public  and  individual  health 
versus  tobacco  industry  profits  and 
their  promotion,  by  every  means 
available,  of  their  illness-producing 
products. 

Examples  of  media  advocacy 
include:  showing  how  the  conse- 
quences of  smoking  can  be  prevented 
through  public  policy;  making  the 
public  and  media  aware  of  how  they 
promote  smoking  when  they  could 
restrict  its  promotion  to  minors;  ac- 
tivities to  replace  cigarette  with  other 
advertising;  and  helping  the  mass 
media  and  public  to  understand  the 
fallacies  of  tobacco  industry  claims 
and  how  the  industry  works  to 
oppose  policies  which  protect  non- 
smokers— 74%  of  Wisconsin's  resi- 
dents. 

Ultimately,  media  and  policy 
advocacy  can  bring  about  a new 
social  environment  that  undermines 
the  social  support  network  the  to- 
bacco industry  creates  so  as  to  keep 
people  smoking.  The  industry,  rec- 
ognizing this,  has  used  similar  tools. 
Smokers'  rights  legislation,  restau- 
rant smoker  accommodation  pro- 
grams, clothing  and  paraphernalia 
with  brand  names  and  logos,  pro- 
motion of  smoking  as  a sexy,  popu- 
lar, individual  right,  are  all  designed 
to  do  this.  They  seek  to  undermine, 
deny  and  contradict  smoking  con- 
trol efforts  and  scientific  evidence 
about  the  dangers  of  smoking. 

Conversely,  the  tobacco  control 
movement  has  made  smoking  less 
acceptable,  less  fashionable,  less 
desirable,  and  less  permissible.  A 
focus  on  the  harmful  effects  of  envi- 
ronmental tobacco  smoke  makes  it 
clear  that  smoking  is  no  longer  a 
private  issue.  In  the  words  of  a docu- 
ment prepared  for  the  Tobacco  In- 


stitute (The  Roper  Organization,  Inc., 
"A  study  of  public  attitudes  toward 
cigarette  smoking  and  the  tobacco 
industry  in  1978."  Volume  1,  May 
1978): 

"What  the  smoker  does  to  himself 
may  be  his  business,  but  what  the 
smoker  does  to  the  non-smoker  is 
quite  a different  matter.  The  anti- 
smoking forces  ...  are  well  on  the 
way  to  making  the  same  sale  about 
the  effects  of  smoking  on  the  non- 
smoker  as  they  have  already  made 
with  respect  to  the  effects  on  the 
smoker.  Nearly  six  out  of  10  believe 
that  smoking  is  hazardous  to  the 
non-smoker's  health....  More  than 
two-thirds  of  non-smokers  believe 
it,  nearly  half  of  all  smokers  believe 
it.  This  we  see  as  the  most  danger- 
ous development  to  the  viability  of 
the  tobacco  industry  that  has  yet 
occurred....  As  the  anti-smoking 
forces  succeed  in  their  efforts  to  con- 
vince non-smokers  that  their  health 
is  at  stake  too,  the  pressure  for  seg- 
regated facilities  will  change  from  a 
ripple  to  a tide....  And  if  segregated 
facilities  do  not  accomplish  the  anti- 
smoking forces'  desire  of  making 
smoking  so  untenable  that  smokers 
will  give  it  up,  the  next  step  could  be 
an  outright  ban.  If  non-smokers  are 
by  then  convinced  that  it's  their 
health  that  is  at  stake,  the  present 
sentiment  for  separate  facilities  could 
become  support  for  a total  ban." 

Conclusion 

Eor  the  remainder  of  the  1990s,  the 
broad-based  growing  alliance  of  the 
Tobacco-Eree  Wisconsin  Coalition 
and  local  tobacco  free  coalitions  will 
use  the  social  environment  approach 
to  accelerate  the  rate  of  decline  in 
smoking  and  to  decrease  the  rate  of 
smoking  initiation.  Everyone  is  wel- 
come to  join  in  this  effort.  The  medi- 
cal profession  can  especially  pro- 
vide a visible,  credible,  politically 
potent  source  of  support  for  tobacco 
control  in  public  and  private 
settings. ❖ 
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Availability  of  cigarettes  to 

under-age  youth  in  Fond  du  Lac,  Wisconsin 


Joseph  Cismoski,  MPH,  and  Marian  Sheridan,  RN,  Fond  du  Lac 

Ninety-three  percent  of  surveyed  Fond  du  Lac  School  District  students 
reported  cigarettes  as  being  "fairly  easy"  to  "easy"  to  obtain.  Easy  access 
to  cigarettes  from  retail  outlets  may  be  instrumental  in  the  inordinately 
high  local  prevalence  of  under-age  smoking.  Fourteen-year-old  youths 
were  trained  to  attempt  purchases  of  cigarettes  from  all  cigarette  outlets 
in  the  city  of  Fond  du  Lac.  Information  relating  to  the  purchase  attempts 
was  recorded  and  analyzed.  Our  60%  purchase  success  rate  stems  from 
purchases  at  77%  of  vending  machines  and  43%  of  over-the-counter 
outlets.  Sales  from  taverns  accounted  for  approximately  25%  of  the  totals. 
Our  results  are  consistent  with  other  studies  and  argue  for  retailer  educa- 
tion and  systematic  enforcement  of  policies  that  address  underage  pur- 
chase of  cigarettes  from  licensed  outlets  including  those  that  otherwise 
proscribe  minors  from  entering.  Wis  Med  }.1993;92(ll)626-630. 


Nationally,  more  than  one 
third  of  all  students  in  grades 
9 and  10  reported  cigarette  use  in 
the  30  days  preceding  a CDC  sur- 
vey.’ In  Wisconsin,  the  percentages 
of  children  between  the  ages  of  11 
and  17  who  have  smoked  in  the  past 
30  days  range  from  9%  to  34%,  and 
about  8%  reported  smoking  half  a 
pack  or  more  per  day  A 1992  Fond 
du  Lac  School  District  survey  of  stu- 
dents in  grades  8, 10  and  12  revealed 
a past  30-day  smoking  prevalence 
of  31%  and  a half  a pack  or  more 
daily  prevalence  of  13%.'' 

This  considerable  amount  of  un- 
der-age adolescent  smoking  has  been 
attributed,  in  part,  to  the  existence 
of  readily  available  cigarettes. 
Ninety-three  percent  of  students  sur- 
veyed in  the  Fond  du  Lac  School 
District  reported  cigarettes  as  "fairly 
easy"  or  "easy"  to  acquire.  Retailers 
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and  other  licensed  sellers  represent 
the  most  extensive  source  of  ciga- 
rettes and  the  ease  of  purchase  from 
these  points  has  been  demonstrated 
elsewhere.^'^ 

This  report  conveys  an  attempt 
by  the  Fond  du  Lac  County  Tobacco 
Control  Coalition  to  validate  the  ex- 
istence of  easily  available  cigarettes 
to  under-age  youth  in  Fond  du  Lac. 

Methods 

Fond  du  Lac  is  a community  of  ap- 
proximately 37,000  residents  in 
southeastern  Wisconsin,  which  at 
the  time  of  this  study  contained  129 
licensed  cigarette  outlets  and  one 
known  unlicensed  outlet.  A list  of 
the  licensed  outlets  was  obtained 
from  the  city  clerk  and  categorized 
as  (a)  gas  station,  convenience  store 
(sold  both  groceries  and  gasoline), 
grocery  store,  department  store, 
pharmacy/ store,  golf  club,  beer/ 
liquor  store,  tavern,  private  club, 
bowling  lanes,  bar/ restaurant,  res- 
taurant, motel,  or  other  (a  bookstore). 

Four  teenagers,  two  boys  and  two 
girls,  age  14  years,  were  recruited 
from  a neighboring  community 
through  acquaintances,  to  partici- 
pate. Parental  consent  was  obtained, 
as  was  a waiver  from  the  Fond  du 


Lac  County  district  attorney  exempt- 
ing the  youths  from  possible  prose- 
cution for  illegal  purchase  of  ciga- 
rettes (Wis  Stats  §48.983)  or 
unchaperoned  presence  in  a licensed 
alcohol  retail  establishment  (Wis 
Stats  §125.07). 

A short  training  session  was  held 
that  included  instructions  to  dress 
and  act  in  an  age-appropriate  man- 
ner. Same  gender  pairs  were  driven 
to  the  outlets  in  two  separate  ve- 
hicles by  one  man  and  one  woman. 
One  of  the  men  was  a Fond  du  Lac 
County  police  officer.  Outlets  were 
visited  on  three  separate  occasions 
on  weekdays  between  4:30  PM  and 
9 PM  in  early  March  1993. 

When  visiting  taverns,  each  pair 
was  preceded  into  the  establishment 
by  the  adult  who  remained  there 
until  the  purchase  attempt  was  com- 
pleted and  the  youths  left.  An  effort 
to  approach  a vending  machine  with 
intent  to  purchase  or  the  actual  in- 
sertion of  coins  into  the  machine 
was  categorized  as  a vending  ma- 
chine attempt.  Approaching  an  em- 
ployee with  the  intention  of  buying 
cigarettes  was  defined  as  an  over- 
the-counter  attempt.  Each  young 
buyer  was  paid  $5  per  hour  for  par- 
ticipating. 

Instructions  were  given  to  con- 
sistently purchase  the  same  brand 
of  cigarettes.  Vending  machines,  if 
present,  were  to  be  the  preferred 
method  of  purchase.  If  a vending 
machine  was  not  present,  or  if  the 
youths  were  intercepted  before  they 
could  reach  the  machine,  they  were 
instructed  to  attempt  an  over-the- 
counter  purchase.  After  each  pur- 
chase attempt  they  were  debriefed 
immediately  and  the  following  in- 
formation was  recorded:  type  of  sale 
(vending  machine,  over-the-counter, 
or  no  sale),  time,  price,  location  of 
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vending  machine,  presence  or  ab- 
sence of  warning  signs  or  stickers, 
age  and  gender  of  salesperson  or  at- 
tendant, and  any  comments  made 
by  employees  or  customers.  Loca- 
tion of  cigarettes  purchased  over- 
the-counter  was  determined  at  a later 
date  by  investigators  revisiting  the 
outlets.  Each  outlet  was  visited  once. 

Results 

Attempts  were  made  to  purchase 
cigarettes  at  123  outlets  or  95%  of 
the  cigarette  sellers  in  Fond  du  Lac. 
Outlets  not  visited  were  either  sea- 
sonal and  as  yet  not  open  for  busi- 
ness or  those  whose  normal  busi- 
ness hours  did  not  coincide  with  our 
visitation  times.  The  most  common 
type  of  business  from  which  ciga- 
rettes were  sold  were  taverns,  rep- 
resenting about  one  third  of  the  total 
outlets;  followed  by  bars/ restau- 
rants, gas  stations,  grocery  stores, 
and  convenience  stores. 

Vending  machine  attempts  were 
made  at  56  outlets  and  our  14-year- 
old  confederates  were  successful  in 
purchasing  from  77 % of  them.  Ciga- 
rettes bought  from  vending  ma- 
chines accounted  for  60 % of  the  total 
cigarettes  purchased.  Taverns  and 
bars/  restaurants  together  accounted 
for  65%  of  the  total  vending  ma- 
chine purchases. 

Section  134.66  of  the  Wisconsin 


Statutes  decrees  that  the  placement 
of  a vending  machine  be  "where  it  is 
ordinarily  in  the  immediate  vicin- 
ity, plain  view  and  control  of  an  em- 
ployee. " About  70%  of  outlets  with 
vending  machines  were  observed  to 
be  in  compliance  with  this  directive. 
In  addition,  Wis  Stats  §134.66  man- 
dates that  warning  signs  relating  to 
the  illegality  of  purchasing  cigarettes 
by  minors  be  affixed  to  the  front  of 
any  machine.  Such  notices  were  ob- 
served on  30%  of  vending  machines 
visited. 

The  youths  were  successful  in  43% 
of  over-the-counter  attempts.  Gas 
stations  were  the  single  largest 
source  accounting  for  34%  of  sales. 
Forty-two  percent  more  cigarettes 
were  purchased  by  self-service  (ie, 
from  open  displays  or  racks),  the 
majority  of  which  were  at  gas  sta- 
tions and  convenience  stores.  Warn- 
ing signs  stating  the  unlawfulness 
of  selling  cigarettes  to  minors  are 
also  required  in  retail  premises.  Such 
notices  were  identified  in  22%  of 
outlets  where  over-the-counter  at- 
tempts were  made. 

The  boys  had  greater  success  than 
the  girls  at  purchasing  cigarettes 
over-the-counter  though  this  differ- 
ence was  not  statistically  significant 
when  subjected  to  a chi  square  test. 
There  was,  however,  a difference  in 
the  greater  success  of  the  girls  pur- 


chasing cigarettes  from  vending  ma- 
chines compared  to  the  boys.  Fe- 
male salespersons  were  less  likely 
to  sell  cigarettes  over-the-counter 
than  were  males.  These  associations 
in  both  cases,  however,  were  weak. 

Discussion 

The  overall  purchase  success  rate  of 
60%  is  in  close  agreement  with  those 
found  in  other  similar  studies  done 
in  the  state  and  region.  Mead  in 
Green  Bay  found  a purchase  success 
rate  of  59%.*  Forster  and  her  associ- 
ates were  able  to  successfully  pur- 
chase at  about  66%  of  the  outlets  in 
suburban  Minneapolis.^  Addition- 
ally, our  purchase  success  rate  of 
77%  for  vending  machines  is  nearly 
identical  to  the  79%  found  in  the 
Minneapolis  study.  The  Green  Bay 
study  showed  a 92%  success  rate, 
but  the  sample  was  much  smaller. 

These  consistencies  in  outcomes 
must  be  taken  in  consideration  of 
differences  between  the  studies.  The 
Minneapolis  study  employed  as 
buyers  boys  of  the  same  age  and 
slightly  older  girls,  and  the  Green 
Bay  study  used  older  boys  and 
slightly  younger  girls.  Age  can  be  a 
legitimate  marker  for  both  physical 
and  emotional  maturity  and  even 
these  slight  differences  (1  to  2 years) 
may  have  accounted  for  varied  out- 
comes. 

Continued  on  next  page 


Table  1.— Vending  machine  purchase  success  by  type  of  outlet  and  location  of  machine;  presence  of  warning  signs. 


Overall 

VM  within  sight 

VM  not  i 

in  sight 

Warning  sign’ 

Attempts 

% 

Attempts 

% 

Attempts 

% 

% 

Tavern 

25 

52 

21 

52 

4 

50 

23 

Private  club 

4 

100 

4 

100 

0 

0 

25 

Bowling  lanes 

4 

100 

3 

100 

1 

100 

0 

Bar/ restaurant 

15 

93 

8 

88 

7 

100 

47 

Restaurant 

6 

100 

3 

100 

3 

100 

50 

Motel 

1 

100 

0 

0 

1 

100 

0 

Other 

1 

100 

0 

0 

1 

100 

0 

Total 

56 

77 

39 

72 

17 

88 

30 

*on  vending  machines 
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Continued  from  preceding  page 

The  number  of  purchase  attempts 
was  greater  in  the  Minneapolis  study 
and  less  in  the  Green  Bay  study. 
Also,  there  were  multiple  attempts 
made  at  the  same  location  in  subur- 
ban Minneapolis,  but  only  one  at- 
tempt was  made  for  each  outlet  in 
Green  Bay  and  Fond  du  Lac. 

Perhaps  the  greatest  difference 
between  this  and  other  studies  is  the 
disproportionate  number  of  ciga- 
rette purchase  attempts  made  at 
taverns.  Minors  have  not  identified 
taverns  as  a major  source  of  ciga- 
rettes,^ and  laws  prohibiting  the 
presence  of  unescorted  minors  in 
taverns  may  well  be  an  effective  de- 
terrent against  underage  purchases. 
Indeed,  we  were  able  to  directly 
confirni  instances  where  tavern 
owners,  bartenders,  or  (in  a few 
cases)  customers  invoked  these  laws 
in  preventing  the  successful  pur- 
chase of  cigarettes  by  our  youthful 
buyers.  Arguments  that  taverns  can 
be  discounted  as  sources  of  ciga- 
rettes because  such  laws  are  pre- 
sumed to  preclude  teen  access,  how- 
ever, should  be  reconsidered  in  light 
of  our  success  in  purchasing  from 
this  type  of  outlet  (Table  1). 

Taverns  can  potentially  consti- 
tute a significant  source  of  cigarettes 


to  those  youths  courageous  (or  per- 
haps, innocent)  enough  to  ignore 
these  laws  and  given  the  demo- 
graphic trends  in  adolescent  smok- 
ing, courage  is  an  attribute  that  may 
be  in  no  short  supply. 

Minors  do  not  need  to  risk  enter- 
ing a tavern,  however,  to  easily 
procure  cigarettes  from  vending 
machines,  as  demonstrated  by  a 
vending  machine  purchase  success 
rate  of  97%  from  other  outlets.  This 
suggests  that  the  ease  of  purchase 
from  vending  machines  may  be 
facilitated  in  outlets  where  there  is; 
an  absence  of  liquor  sales  and,  thus, 
potential  countervailing  effects  of 
associated  age  laws;  and  the  pres- 
ence of  another  type  of  business  in 
addition  to  the  sale  of  alcoholic  bev- 
erages that  allows  the  unchallenged 
presence  of  minors. 

Being  within  sight  of  an  employee 
does  not  guarantee  vending  machine 
inaccessibility  as  our  data  demon- 
strate. Though  successful  purchases 
were,  not  surprisingly,  made  at  15 
of  17  unsupervised  machines,  the 
youths  were  able  to  purchase  from 
72%  of  vending  machines  within 
clear  view  of  an  employee.  This  large 
percentage  of  successful  sales  and 
the  30%  of  unsupervised  machines 
together  represent  a consistent  non- 


compliance with  existing  tobacco 
laws. 

That  most  of  the  cigarettes  sold 
came  from  vending  machines  de- 
spite the  greater  number  of  over- 
the-counter  attempts  strengthens  the 
assertion  that  minors  have  more  dif- 
ficulty purchasing  from  employees. 
This  is  further  supported  by  the  31  % 
over-the-counter  success  in  taverns 
compared  to  a 52%  success  rate  from 
vending  machines.  Ease  of  overthe- 
counter  purchase  may  also  be  con- 
nected to  placement  of  the  cigarettes 
in  the  outlets  as  illustrated  by  the 
higher  percentage  of  sales  from  self- 
service  displays  (Table  2)  although 
from  the  data  supplied  by  this  study, 
the  role  of  other  variables  such  as 
age,  gender,  or  sales  experience  of 
the  employee,  in  this  difference 
cannot  be  determined.  Nevertheless, 
the  results  support  the  plausibility 
that  the  placement  of  cigarettes  have 
some  bearing  on  the  outcome  of  pur- 
chase attempts  by  minors.  Moreover, 
the  results  here,  especially  if  taverns 
are  excluded,  demonstrate  that  a 
markedly  higher  volume  of  ciga- 
rettes may  be  purchased  from  self- 
service  displays. 

As  mentioned  previously,  warn- 
ing signs  or  stickers  are  required  on 
vending  machines  and  on  the  prem- 


Table  2.— Over-the-counter  purchase  success  by  type  of  outlet  and  location  of  cigarettes;  presence  of  warning  signs. 


Overall 

Attempts 

% 

Non  self-serve 
Attempts  % 

Self- 

Attempts 

serve 

% 

Warning  Sign' 

% 

Gas  station 

13 

77 

6 

83 

7 

71 

8 

Convenience  store 

13 

31 

1 

0 

12 

33 

54 

Grocery  store 

13 

31 

3 

33 

10 

25 

15 

Department  store 

5 

60 

1 

0 

4 

75 

40 

Beer/Liq.  store 

3 

67 

0 

0 

3 

67 

0 

Phalmacy/ store 

3 

0 

3 

0 

0 

0 

33 

Golf  club 

1 

0 

1 

0 

0 

0 

0 

Tavern 

13 

31 

13 

31 

0 

0 

0 

Restaurant 

1 

100 

1 

100 

0 

0 

0 

Other 

2 

50 

2 

50 

0 

0 

0 

Total 

67 

43 

31 

39 

36 

47 

22 

*in  premises 
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Table  3.— Purchase  success  by  gender  of  buyer  and  gender  of  salesperson. 


Over-the-counter 

Vending  machine 

Altewpls 

% 

Attempts 

% 

Buyer 

male 

36 

53 

23 

61 

female 

31 

32  ns 

33 

88  p<.02a 

Salesperson 

male 

25 

64 

19 

84 

female 

42 

31  p<.01b 

27 

63  ns 

aPhi  ■=  .315 
bPhi  = .323 


ises  of  licensed  retail  tobacco  out- 
lets. We  were  unable  to  verify  nei- 
ther the  presence  nor  absence  of  signs 
at  10  outlets.  Wisconsin  law  is  spe- 
cific about  the  wording  of  these 
notices.  Our  instructions  to  the 
buyers  did  not  include  monitoring 
the  type  or  wording  of  signs  except 
those  known  to  be  supplied  by  the 
tobacco  industry,  rather  they  were 
instructed  to  note  only  the  existence 
of  such  signs. 

Through  the  presence  of  the  adult 
investigators  in  taverns,  and  by  way 
of  conducting  regular  business  with 
many  of  these  retail  outlets,  it  can  be 
said  with  a fair  degree  of  certainty 
that  of  those  outlets  that  did  have 
warning  notices,  few— if  any— of  the 
signs  or  stickers  conformed  with 
state  laws. 

The  lack  of  observable  warning 
signs  at  75%  of  the  outlets  is  another 
indication  of  noncompliance  with 
laws  regulating  the  sale  of  cigarettes 
to  minors.  It  may  be  that  cigarette 
license  holders  do  not  take  such  laws 
seriously  perhaps  because  of  lack  of 
knowledge  about  the  laws  or  be- 
cause of  a general  lack  of  enforce- 
ment of  these  laws.  This,  in  turn, 
may  be  a reflection  of  a relatively 
(eg,  compared  to  other  drugs)  greater 
tolerance  by  society  in  general  to 
tobacco  use  and  adult  complicity  in 
under-age  tobacco  sales. 

The  greater  ease  with  which  the 
girls  were  able  to  purchase  ciga- 
rettes was  also  found  by  Forster  et 
al.  who  posit  that  salespersons  may 
attribute  more  negative  motives  to 
teenage  boys  than  to  equivalent  age 
girls  thus  favoring  sales  to  girls. 
Mead  found  boys  to  have  a greater 
success  rate,  but  this  may  have  been 
more  a function  of  age  (16  as  op- 
posed to  13  for  the  girls).  The  overall 
success  of  the  girls  in  this  study  owes 
to  their  greater  number  of  success- 
ful purchases  from  vending  ma- 
chines (boys  actually  were  more  suc- 
cessful at  over-the-counter  at- 
tempts). It  may  be  that  tavern  em- 
ployees show  a greater  willingness 
to  allow  under-age  girls  to  enter 


taverns  than  underage  boys.  Since 
the  same  pairs  were  used  in  all  of  the 
transactions  the  question  must  be 
raised  as  to  their  representativeness 
of  boys  and  girls  of  this  age  in  gen- 
eral who  purchase  tobacco.  It  may 
be  that  a characteristic  other  than 
gender  was  responsible  for  the  dif- 
ferences. 

The  results  of  this  study  carry 
with  it  several  implications  for  fu- 
ture directions  to  limit  access  to  ciga- 
rettes by  minors.  Though  lack  of 
proper  placement  remains  problem- 
atic, the  overwhelming  majority  of 
vending  machines  in  Fond  du  Lac 
were  supervised  machines  from 
which  minors  were  able  to  purchase 
cigarettes.  Indoctrination  for  license 
holders  on  the  content  of  laws,  the 
importance  of  compliance,  and  tech- 
niques for  active  intervention,  is 
clearly  in  order.  Education  alone 
however,  will  likely  be  ineffective* 
and  our  results  also  call  for  system- 
atic enforcement  of  tobacco  laws, 
which  together  with  education  can 
significantly  reduce  sales  to  minors."’ 

Quality,  not  quantity  of  laws, 
however  is  important,  and  our  re- 
sults, including  the  high  purchase 
success  rates  replicated  here,  pro- 
vide further  compelling  evidence 
intimating  that  a re-examination  of 
laws  governing  tobacco  sales  is 
needed.  Strong  pre-emption  lan- 
guage in  current  Wisconsin  statutes 
can  effectively  prevent  the  adoption 
of  stricter,  more  expedient  commu- 


nity ordinances  (see  addendum 
below),  the  existence  of  which  may 
carry  more  motivation  for  enforce- 
ment by  local  jurisdictions. 

Finally,  there  is  a need  for  further 
investigation  to  test  the  hypothesis 
that  open  displays  or  racks  of  ciga- 
rettes facilitate  a greater  likelihood 
of  successful  cigarette  purchase  by 
children.  We  encourage  compliance 
check  studies  of  youth  access  by 
other  communities  to  include  an  ex- 
amination of  open  display  sales 
versus  those  that  are  not  self-serve. 
There  are  already  strong  arguments, 
based  on  toxicity,  addiction,  unscru- 
pulous marketing  techniques,  and 
ease  of  shoplifting,  for  merchandis- 
ing tobacco  products  strictly  in  a 
non  self-service  fashion.  A larger 
sample  size  would  allow  the  testing 
for  an  association  between  these 
methods  of  over-the-counter  pur- 
chasing by  minors  and  ease  of  sale. 
A strong  positive  association  be- 
tween self-service  merchandising 
and  ease  of  adolescent  purchasing 
would  provide  additional  motiva- 
tion for  disallowing  this  type  of  trans- 
action. 

Conclusion 

The  data  gathered  from  this  study 
demonstrate  that  in  the  city  of  Fond 
du  Lac,  persons  under  the  age  of  18 
can  easily  obtain  cigarettes  from  all 
varieties  of  licensed  tobacco  outlets. 
Vending  machines,  and  open  dis- 
plays in  particular,  are  the  most  ac- 
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cessible  sources.  These  results  show 
marked  consistency  with  those  from 
similar  studies  and  argue  for  retailer 
education  and  the  establishment  and 
enforcement  of  local  policies  that 
limit  the  access  of  minors  to  ciga- 
rettes from  licensed  outlets  includ- 
ing those  that  proscribe  minors  from 
entering. 

Addendum 

The  evidence  supplied  by  this  study 
was  instrumental  in  the  passage  of 
Fond  du  Lac  City  Ordinance  No. 
2654,  on  March  24,  1993,  adopting 
Wis  Stats  § 134.65  and  134.66  as  a 
local  ordinance.  At  the  time  of  pas- 
sage, a proposed  amendment  to  the 
ordinance  banning  cigarette  sales 
through  vending  machines  was 
withdrawn  after  consultation  with 
the  Fond  du  Lac  City  Attorney  re- 
vealed such  an  ordinance  would  be 
in  possible  violation  of  state  stat- 
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She  didn’t  ask  to  be  hungry. 

War,  drought  and  famine  engulfed  her  country,  until  the  support 
of  Americans  like  you  helped  us  save  her.  But  there 
are  still  many  more  who  desperately 
need  your  help.  Please  care.  1-800-521-CARE 
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Wisconsin's  experience  with  the 
National  Nicotine  Patch  Giveaway 

Sarah  Lickteig,  BS;  Donna  Knutson,  MSEd,  CHES;  Richard  Yoast,  PhD;  and  Patrick  L.  Remington,  MD,  Madison 


To  REDUCE  SMOKING  prevalence 
in  Wisconsin  to  less  than  15% 
by  the  year  2000,  an  estimated 
300,000  current  smokers  in  the  state 
must  quit.  The  introduction  of  the 
nicotine  transdermal  patch  in  1992 
may  provide  a means  to  help  two 
audiences:  heavy  smokers  who  have 
unsuccessfully  tried  to  quit  using 
other  methods,  and  smokers  who 
feel  their  physical  dependence  to 
nicotine  is  too  strong  to  overcome. 
The  Wisconsin  Division  of  Health 
was  recently  given  a unique  oppor- 
tunity to  implement  a statewide  nico- 
tine transdermal  patch  program. 

On  Eeb  23, 1993,  Lederle  Labora- 
tories, in  conjunction  with  the  Asso- 
ciation of  State  and  Territorial  Health 
Officers  (ASTHO),  announced  its 
donation  of  2 million  ProStep  Nico- 
tine T ransdermal  Patches  to  be  used 
as  part  of  a national  stop-smoking 
initiative.  In  March,  Lederle  in- 
creased their  donation  to  3 million 
patches  and  allocated  almost  60,000 
patches  (treatment  for  1,428  persons 
for  6 weeks)  to  Wisconsin. 

As  part  of  this  public-private 
partnership,  Lederle  agreed  to  do- 
nate and  ship  the  patches,  ASTHO 
agreed  to  coordinate  and  encourage 
nationwide  participation,  and  state 
health  agencies  agreed  to  facilitate 
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quests to:  Patrick  Remington,  MD,  MPH, 
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St,  PO  Box  309,  Madison,  WI 53701-0309. 
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programs  locally.  Shortly  after  the 
announcement  of  the  Lederle  dona- 
tion, the  program  was  given  televi- 
sion coverage  by  Milwaukee  media, 
resulting  in  nearly  500  calls  to  the 
City  of  Milwaukee  Public  Health 
Department  and  the  Division  of 
Health  Project  ASSIST  offices.  The 
initial  media  coverage  failed  to  indi- 
cate that  the  treatments  are  prescrip- 
tion drugs,  only  to  be  dispensed  by 
a health  care  professional. 

Program  description 
The  Wisconsin  nicotine  patch 
distribution  program  was  initiated 
June  1, 1993,  through  the  Bureau  of 
Public  Health's  Chronic  Disease  Pre- 
vention and  Health  Promotion  Sec- 
tion. 

The  first  step  was  to  determine 
guidelines  for  participation  and 
identify  priority  recipients.  The  fol- 
lowing requirements  were  used  as 
criteria  for  participation,  based  on 
economic  need,  effective  medical 
use,  and  effective  distribution: 

• patches  were  to  be  provided  ex- 
clusively to  persons  below  200% 
of  the  federal  poverty  line  who 
did  not  have  insurance,  or  whose 
insurance  did  not  cover  the  patch 
or  required  a high  deductible  or 
co-payment; 

• patch  treatments  had  to  be  pre- 
scribed by  a physician; 

• patch  therapy  was  to  be  used  in 
conjunction  with  a cessation  pro- 
gram; 

• for  shipping  purposes,  a mini- 
mum of  25  patch  treatments  (1,050 
individual  patches)  had  to  be  or- 
dered per  site;  and 

• participating  sites  were  asked  to 
complete  a patient  information 


form  for  each  person  receiving 

the  free  ProStep  treatment. 

We  contacted  clinics  and  provid- 
ers most  likely  to  serve  the  targeted 
population,  including  community 
health  centers,  tribal  health  clinics, 
and  local  public  health  agencies 
throughout  the  state.  After  the  first 
mailing,  we  received  responses  from 
tribal  health  agencies  and  smaller, 
northern  public  health  agencies,  but 
did  not  hear  from  community  health 
centers  and  urban  public  health 
agencies.  Reasons  given  for  lack  of 
interest  in  the  program  included  pre- 
vious commitments  to  other  proj- 
ects, or  lack  of  staffing  for  implem- 
entation and  coordination  of  such  a 
program. 

The  second  phase  included  tar- 
geted distribution  of  program  infor- 
mation to  WIC  clinics,  individual 
physicians  and  hospitals  in  the  Mil- 
waukee area,  the  area  of  the  state 
with  the  highest  smoking  prevalence 
rates.  In  addition,  we  eliminated  the 
requirement  for  data  collection  (par- 
ticipant information  form),  to  reduce 
the  paperwork  and  increase  interest 
in  the  program. 

The  results  were  discouraging. 
WIC  clinics  were  unresponsive, 
because  nearly  all  of  their  patients 
are  covered  by  Medicaid,  which  pays 
for  treatments.  The  contact  with  in- 
dividual physicians  and  hospitals 
in  the  Milwaukee  area  was  designed 
to  provide  a means  of  distributing 
patches  to  the  500  people  who  had 
called  in  response  to  the  Milwaukee 
media  coverage.  Unfortunately,  only 
one  physician  and  two  hospitals 
responsed. 

Finally,  since  we  were  unsuccess- 
Continued  on  next  page 
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Continued  from  preceding  page 
ful  in  our  efforts  to  give  patches  to 
providers  who  could  then  prescribe 
them,  we  sent  out  letters  to  the  500 
individuals  and  asked  them  to  pro- 
vide the  name  and  address  of  a phy- 
sician in  their  area  who  would  be 
willing  to  prescribe  their  patches. 
To  date,  60  individuals  have  re- 
sponded by  meeting  the  income 
guidelines  and  by  providing  the 
name  of  a physician  in  their  area. 

Comment 

Although  many  problems  were  en- 
countered throughout  the  span  of 
the  project,  several  interesting  facts 
were  learned  and  should  be  empha- 
sized. 

First,  there  is  high  interest  in  quit- 
ting among  smokers  in  the  state. 
Data  from  the  1990  Wisconsin  Be- 
havioral Risk  Factor  Survey  indi- 
cated 87%  of  current  smokers  in  Wis- 
consin would  like  to  quit.  This  was 


demonstrated  by  the  initial  response 
to  the  Milwaukee  press,  as  well  as 
by  the  response  to  individual  letters 
distributed  by  the  Division  of  Health. 
The  nicotine  patch  is  seen  as  new 
hope  for  smokers  who  have  unsuc- 
cessfully tried  to  quit  smoking. 

In  addition,  once  a site  received 
their  patches  and  word  in  their 
community  spread,  demand  grew 
rapidly.  Agencies  found  out  they 
did  not  have  enough  free  patches  to 
meet  their  community  demand, 
which  led  to  first-come,  first-serve 
distribution.  This  emphasizes  the 
number  of  people  in  W isconsin  who 
sincerely  want  to  quit  smoking. 

Second,  we  discovered  there  is 
no  clearly  defined  system  in  place  in 
Wisconsin  to  help  low-income  per- 
sons quit  smoking  through  pharma- 
cological means.  It  was  very  diffi- 
cult to  find  providers  willing  to 
accept  the  patches,  and  no  provid- 
ers we  contacted  indicated  a will- 


ingness to  prescribe  patches  to  per- 
sons not  already  established  as  one 
of  their  patients.  Community  health 
centers  were  reluctant  to  serve  indi- 
viduals, since  each  person  they  see 
must  become  a new  patient  in  an 
understaffed  clinic.  Public  health 
agencies  indicated  workloads  they 
could  barely  manage,  under-staff- 
ing, or  a lack  of  physician  availabil- 
ity for  provision  of  the  patches  in 
their  community. 

An  encouraging  finding  was  the 
tremendous  response  from  tribal 
health  clinics  and  health  depart- 
ments from  northern  Wisconsin. 
Despite  indications  of  small  staff  and 
few  resources,  health  departments 
in  smaller,  rural  areas  seemed  to 
have  greater  program  flexibility  and 
willingness  to  quickly  act  to  imple- 
ment a new  public  health  project. 

During  discussions  with  provid- 
ers throughout  the  state,  we  discov- 
ered that  many  of  them  were  un- 
aware that  Medicaid  paid  for  nico- 
tine patch  treatments.  This  may 
indicate  under-use  of  this  mecha- 
nism for  smoking  cessation.  WIC 
clinics,  with  their  high  Medicaid 
population,  have  unique  opportu- 
nities to  encourage  smoking  cessa- 
tion for  the  benefit  of  the  mother 
and  the  entire  household.  Medicaid 
patients  who  smoke  should  be  iden- 
tified and  encouraged  to  contact  their 
physicians  for  more  information 
about  cessation  services. 

In  summary,  this  program  dem- 
onstrated a tremendous  unmet  need 
among  low-income  smokers  in  this 
state  for  help  in  quitting  smoking. 
Unfortunately,  we  discovered  that 
many  of  the  agencies  and  organiza- 
tions that  serve  the  poor  do  not  have 
established  smoking  cessation  pro- 
grams that  are  linked  with  physi- 
cians and,  therefore,  could  not  bene- 
fit from  the  availability  of  free  nico- 
tine patches.  In  the  future,  commu- 
nity-based smoking  cessation  pro- 
grams need  to  work  more  closely 
with  health  care  providers,  to  pro- 
vide comprehensive  smoking  ces- 
sation programs. ♦ 


Agencies  ordering  free  nicotine  patches  to  be  used  in 
grams  among  low-income  smokers,  July  1993. 

smoking  cessation  pro- 

No.  of 

No.  of 
patients 

patches 

to  be 

Agency  Name 

ordered 

treated 

Bayfield  County  Nursing  Service 

2,100 

50 

CPC  Greenbriar  Hospital,  Greenfield,  W1 

8,400 

200 

Dane  County  Public  Health  Department 

1,050 

25 

Family  Health  Center  of  Marshfield 

1,050 

25 

Fond  du  Lac  County  Health  Department 

3,150 

75 

Health  Care  Network,  Inc  (Racine) 

1,260 

30 

Holy  Family  Memorial  Medical  Center  (Manitowoc) 

1,260 

30 

Individual  Milwaukee  Physicians 

2,520 

60 

Kenosha  County  Health  Department 

4,200 

100 

Langlade  County  Public  Health  Department 

2,100 

50 

Mendota  Mental  Health  Institute 

2,100 

50 

Menominee  I ribal  Clinic 

1,260 

30 

Milwaukee  Indian  Health  Board 

2,100 

50 

Nicolet  Medical  Center  (Lakewood) 

1,050 

25 

Oneida  County  Health  Department 

2,100 

50 

Peter  Christensen  Health  Center  (Lac  du  Flambeau) 

1,050 

25 

St.  Croix  County  Human  Services 

1,260 

30 

St.  Croix  Tribal  Health  Department 

1,470 

35 

University  of  Wisconsin-Parkside 

2,100 

50 

Vilas  County  Tribal  Health  Department 

2,100 

50 

Waupaca  County  Department  of  Human  Services 

1,050 

25 

Wauwatosa  Health  Department 

1,050 

25 

632 


Wisconsin  Medical  Journal  • November  1993 


Physicians  are  not  alone: 

Anti-smoking  materials  are  available 
from  the  Tri- Agency  Coalition  on  Smoking 

Margie  Klink,  American  Lung  Association  of  Wisconsin 


SMOKING  IS  THE  No.  1 cause  of  pre- 
ventable death  in  the  United 
States.  Each  year,  approximately 
434,000  deaths  in  the  United  States 
are  attributed  to  smoking-related  ill- 
nesses. Wisconsin's  Tri-Agency 
Coalition  on  Smoking  or  Health— 
the  American  Lung  Association 
(ALA),  the  American  Heart  Asso- 
ciation (AHA),  and  the  American 
Cancer  Society  (ACS)— is  working 
to  change  that. 

Because  studies  have  shown  that 
patients  are  more  likely  to  quit 
smoking  when  encouraged  by  their 
physicians,  the  coalition  urges  phy- 
sicians to  use  one-on-one  counsel- 
ing whenever  the  opportunity  arises. 
All  three  agencies  offer  easy-to-use 
educational  materials  to  help  physi- 
cians help  their  patients  quit  smok- 
ing for  good. 

Together,  physicians  and  the  Tri- 
Agency  Coalition  can  make  a differ- 
ence in  the  lives  of  thousands  of 
Wisconsin  smokers  and  those 
around  them. 

American  Lung  Association  of 
Wisconsin 

150  S Sunny  Slope  Rd,  Suite  105, 
Brookfield,  WI 53005-6461;  (414)  782- 
7833  or  (800)  LUNG-USA\(586- 
4872). 

One  person  in  Wisconsin  dies 
every  hour  from  lung  disease.  The 
greatest  contributing  factor  in  these 
deaths  is  smoking.  The  ALA  offers 
the  following  materials  to  help 
physicians  help  smokers  quit: 

Quit  Smoking  and  Feel  Good!  is  a 
brochure  that  helps  smokers  with 
low  literacy  skills  take  a pro-active 
approach  to  quitting.  Developed  by 
researchers  at  the  Medical  College 


of  Wisconsin  under  a grant  from  the 
ALA,  "Quit  Smoking  and  Feel 
Good!"  was  written  and  designed  at 
the  fifth  grade  level  as  a useful  tool 
for  one-on-one  counseling— espe- 
cially for  patients  who  have  been 
unable  to  comprehend  other  quit- 
smoking reading  materials. 

Health]/  Beginnings  is  an  informa- 
tional packet  for  parents  to  learn  the 
health  effects  of  smoking  on  chil- 
dren. Parents  learn  how  to  keep  their 
family  environment  smoke-free, 
where  their  children  are  exposed  to 
smoke,  and  how-to  protect  their  chil- 
dren from  smoke  and  breathe  clean 
air. 

Breathing  for  Two  is  a colorful  20- 
page  booklet  designed  to  help  preg- 
nant women  quit  smoking.  This 
easy-to-read  booklet  (fifth  grade 
level)  is  helpful  because  it: 

• clearly  outlines  the  health  haz- 
ards of  smoking  during  preg- 
nancy for  both  mother  and  child; 

• discusses  the  health  benefits  of 
quitting  smoking  and  focuses  on 
ways  to  quit; 

• demonstrates  positive  health  ac- 
tivities; 

• features  a bright,  attractiv'e  for- 
mat including  photos;  and 

• includes  a diverse  mix  of  photo 
subjects. 

Mom's  Kit,  "Because  you  love  your 
baby"  gives  mothers-to-be  the  an- 
swers to  questions  about  smoking 
and  pregnancy.  It  gives  mothers-to- 
be  the  facts  to  make  informed  deci- 
sions on  how  smoking  affects  them 
and  their  children.  The  kit  also  in- 
cludes an  order  form  for  manuals  to 
help  smokers  help  themselves. 


Samples 

A free  "doc's  sampler"  of  these  and 
other  smoking  education  materials 
(pamphlets,  buttons,  posters)  is 
available  by  calling  the  ALA.  An 
order  form  for  additional  copies  at 
nominal  prices  is  included. 

American  Heart  Association  of 
Wisconsin  795  N Van  Buren  St, 
Milwaukee,  Wl  53202-3883;  (414) 
271-9999  or  (800)  242-9236. 

Smoking  accounts  for  230,000 
deaths  each  year  from  heart  and 
blood  vessel  diseases,  including  an 
estimated  35,000  to  40,000  deaths 
from  environmental  tobacco  smoke. 
The  AHA's  materials  help  physi- 
cians teach  patients  about  the  dan- 
gers of  tobacco  use  to  their  cardio- 
vascular systems. 

Scientific  statements  are  articles 
originally  published  in  AHA  medi- 
cal journals.  Some  recent  statements 
currently  available  are: 

• Statement  on  Smoking  and  Cardio- 
vascular Disease  for  Health  Care 
Professionals.  Hozv  physicians,  den- 
tists and  other  health  professionals 
can  help  their  patients  stop  smoking. 
November  1992. 

• Environmental  Tobacco  Smoke  and 
Cardiovascular  Disease.  August 
1992. 

• Coronary  Risk  Factor  Modification 
in  Children:  Smoking.  A statement 
for  physicians.  November  1986. 

Active  Partnership  is  a self-help  pro- 
gram heart  patients  can  use  to  re- 
duce their  risk  of  further  heart  dis- 
ease by  making  lifestyle  changes. 
Six  videotapes  and  a manual  cover 
smoking  cessation,  exercise,  nutri- 
tion and  more. 

Continued  on  next  page 
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Heart  Rx  is  a flexible  program  physi- 
cians and  their  staff  can  use  to  help 
patients  reduce  their  specific  risks 
for  heart  disease  and  stroke.  This 
program  covers  smoking  cessation, 
high  blood  pressure,  etc. 

Calling  it  Quits  is  a two-pamphlet 
package  with  specific  tips  on  quit- 
ting smoking  and  reinforcing  non- 
smoking behavior. 

About  Your  Heart  and  Smoking  ex- 
plains the  effects  of  smoking  on  heart 
health.  It  helps  students  say  no  when 
offered  cigarettes. 

Children  and  Smoking:  A Message  to 
Parents  tells  parents  about  the  im- 
portance of  being  a role  model  and 
providing  a smoke-free  environ- 
ment. 

Smoking  and  Heart  Disease  describes 
the  relationship  role  of  cigarette 
smoking  in  the  development  of  ath- 
erosclerosis, heart  attack,  peripheral 
vascular  disease,  and  angina  pecto- 
ris. 

Hoiv  to  Avoid  Weight  Gain  when  Quit- 
ting Smoking  lists  weight  control 
problems  encountered  by  smokers 
and  suggests  solutions. 

Haiw  You  Smoked  in  the  Last  30  Min- 
utes? is  a poster  that  alerts  smokers 
to  the  need  to  mention  their  smok- 
ing when  having  their  blood  pres- 
sure taken.  Size:  11"  x 17",  color. 

Thanks  for  Not  Smoking  are  plastic 
plaques  with  adhesive  backs. 

Size:  1.5"  x 3.5". 

Thanks  for  Not  Smoking  magnet 
measures  1.5"  x 3.5". 

Thank  You  for  Not  Smoking  table  tent 
is  for  use  in  no-smoking  areas.  Size: 
9"  X 4". 

Fumar  j Los  Ninos:  Un  Mensaj  A Los 


Padres  explains  why  children  start 
to  smoke  and  what  parents  can  do  to 
discourage  them  from  doing  so. 

Fumar  y las  Enfemiedades  Del  Corazon 
describes  the  role  of  cigarette  smok- 
ing in  the  development  of  athero- 
sclerosis, heart  attack,  peripheral 
vascular  disease,  and  angina  pecto- 
ris. Low-tar  and  low-nicotine  ciga- 
rettes and  the  birth  control  pill  are 
discussed. 

Samples 

Single  sample  copies  of  items  cost- 
ing less  than  $1  per  piece  are  avail- 
able free  of  charge  by  calling  the 
AHA.  The  total  of  a sample  order 
cannot  exceed  $1 . Multiple  copies  of 
items  and  items  costing  $1  or  more 
per  piece  are  charged  at  cost  plus 
postage. 

American  Cancer  Society,  Wiscon- 
sin Division,  Inc.,  N19  W24350 
Riverwood  Dr,  PO  Box  902,  Pewau- 
kee,  W1  53072-0902;  (414)  523-5500. 

Cigarette  smoking  is  responsible 
for  30%  of  all  US  cancer  deaths  and 
85%  of  all  lung  cancers.  In  Wiscon- 
sin, about  25%,  or  1 million,  adults 
continue  to  smoke.  Cigarette  smok- 
ing is  responsible  for  more  than  8,000 
deaths  and  more  than  $1  billion  in 
economic  costs  each  year  in  Wiscon- 
sin. 

The  ACS  offers  a free  program, 
"How  to  Help  Your  Patients  Stop 
Smoking,"  that  provides  physicians 
with  the  most  effective  techniques 
known  to  help  their  patients  stop 
using  tobacco.  This  program  is  set 
up  in  workshop  format  and  each 
workshop  lasts  45  minutes.  Fifty 
trainers  are  available  statewide  to 
travel  to  the  physician's  clinic  or 
facility  for  the  training. 

At  the  end  of  the  training,  physi- 
cians will  be  able  to:  effectively  in- 
tervene with  patients  who  use  to- 
bacco by  providing  brief,  effective 
advice  that  can  help  patients  make 
the  decision  to  stop  smoking;  imple- 
ment simple  procedures  within  their 


office  practices  that  will  ensure  that 
smokers  are  treated  in  an  efficient 
fashion;  and  understand  and  appro- 
priately prescribe  pharmacologic 
aids  for  smoking  cessation. 

The  following  brochures  are  avail- 
able from  the  ACS: 

Quit  Smoking  Without  Weight  Gain 

Wfty  Start  Life  Under  A Cloud 

Vie  Only  Viing  You  Can  Do  To  Protect 
Yourself  Against  LungCancer  is  a stop- 
smoking informational  card  that  is 
written  at  a low  reading  level  in 
English  and  Spanish. 

Quit  Smoking— The  Lives  You  Save 
Could  Be  Vieirs 

The  Smoke  Around  You— Secondhand 
Smoke 

The  ACS  also  offers  "Thank  You 
for  Not  Smoking"  stickers,  wall  signs 
with  block  lettering,  red  plastic  signs, 
tent  signs  with  block  lettering,  and 
tent  signs  with  script  lettering. 

Doctors  Ought  to  Care 
DOC  is  an  international  organiza- 
tion of  health  professionals  and 
others  working  to  counteract  the  pro- 
motion of  lethal  lifestyles,  particu- 
larly by  tobacco  and  alcohol  compa- 
nies. Strategies  include  public  edu- 
cation (especially  of  young  people) 
and  humorous  counter-advertising 
in  the  mass  media.  DOC  has  more 
than  150  chapters  and  10,000  mem- 
bers in  28  countries.  For  more  infor- 
mation, contact  Eric  Solberg,  Execu- 
tive Director,  5510  Greenbrier,  Suite 
235,  Houston,  TX  77005;  (713)  798- 
7729. 

There  is  a local  DOC  chapter  of 
medical  students  at  University  of 
Wisconsin-Madison.  Contact  Mary 
Nelson  at  (608)  263-6546.  Another 
student  chapter  is  being  developed 
at  the  Medical  College  of  Wisconsin. 
Contact  David  Drake  at  (414)  771- 
5973.-> 
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Local  tobacco 
control  coalitions 


Ashland/Bayfield  Counties 
Barbara  Gonderzik 

Ashland  and  Bayfield  County  Nursing  Service 
301  Ellis  Ave 
Ashland,  W1  54806 
Phone:  (715)  682-7028 

Beloit  Tobacco-Free  Coalition 
Marian  Pass 
1 St  Lawrence  Ave 
Beloit,  W1  53511 
Phone:  (608)  364-7424 

Barron  County 

Kathleen  Newman,  RN 

Barron  County  Public  Health  Agency 

1443  E Division  Ave 

Barron,  W1  54812 

Phone:  (715)  537-6230 

Brown  County 
Mark  Stone,  chair 

Brown  County  Tobacco  Free  Coalition 
2304  Old  Plank  Rd 
De  Pere,  WI  54115 
Phone:  (414)  336-4187 

Chippewa  Valley  Coalition 
Jean  Durch 

Chippewa  County  Public  Health  Dept 
711  N Bridge  St,  #222 
Chippewa  Falls,  Wl  54729 
Phone:  (715)  726-7900 


SURGEONS:  COULD  YOU 
USE  AN  EXTRA  $9,000? 

If  you’re  a resident  in  surgery,  the  Army  Reserve  will 
pay  you  a yearly  stipend  which  could  total  in  excess  of 
$9,000  in  the  Army  Reserve’s  Specialized  Training 

Assistance  Program 
(STRAP). 

You  will  have 
opportunities  to  contin- 
ue your  education  and 
attend  conferences, 
and  we  will  be  flexible 
about  scheduling  the 
time  you  serve.  Your 
immediate  commitment  could  be  as  little  as  two  weeks  a 
year,  with  a small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a minimum 
amount  of  service.  Find  out  more  by  contacting  an  Army 
Reserve  Medical  Counselor.  Just  call: 

CALL  COLLECT  4H'771'5438 

ARMY  RESERVE  MEDICINE. 

BE  ALL  YOU  CAN  BE! 


Dane  County 

Susan  Haag,  RN 

Madison  Dept  of  Public  Health 

210  Martin  Luther  King  Jr  Blvd 

Madison,  WI  53710 

Phone:  (608)  266-4821 

Dane  County  - (UW-Madison  and  City  of  Madison) 
Ira  Sharenow 

Students  for  Clean  Indoor  Air 
1204  Vilas  Ave,  Apt  #1 
Madison,  WI 
Phone:  (608)  233-3868 


Door  County 

Rhonda  Kolberg,  director 

Door  County  Public  Health  Nursing 

421  Nebraska  St,  Courthouse 

Sturgeon  Bay,  WI  54235-0670 

Phone:  (414)  746-2133 

Continued  on  next  page 
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Fond  du  Lac  County 
Marian  Sheridan,  RN 
Fond  du  Lac  County  Nurses 
160  S Macy  St 
Fond  du  Lac,  WI  54935 
Phone:  (414)  929-3085 

Green  County 

Eunice  Brennan,  assistant  director 

Green  County  Community  Health  Nursing  Services 

N3150  Hwy  81  - Government  Services  Bldg 

Monroe,  WI  53566 

Phone:  (608)  328-9390 

Jefferson  County 
Ann  M.  Lynch,  R.N. 

Jefferson  County  Health  Agency 
320  S Main  - Courthouse  Rm  111 
Jefferson,  WI  53549 
Phone:  (414)  674-7275 

Kenosha  County 
Virginia  Roberson 
Kenosha  County  Health  Dept 
3418  Washington  Rd. 

Kenosha,  WI  53144 
Phone:  (414)  653-6434 

Sandra  Riese,  RN 
Student  Health  Services 
UW  - Parkside 
Box  2000 

Kenosha,  WI  53141-2000 
Phone:  (414)  595-2657 

La  Crosse  County 

Doug  Mormann 

La  Crosse  County  Health  Dept 

300  N Fourth  St 

La  Crosse,  WI  54601 

Phone:  (608)  785-9872 

Kathryn  Bauer,  RN 
Gundersen  Clinic 
1836  South  Ave 
La  Crosse,  WI  54601 
Phone:  (608)  782-7300,  ext.  2461 

Manitowoc  County 
Amy  Wergin,  RN 

Manitowoc  County  Public  Health  Nursing 
823  Washington  St 
Manitowoc,  WI  54220 
Phone:  (414)  683-4155 


Marathon  County 
Judy  Omemik 

Marathon  County  Health  Dept 
1200  Lakeview  Dr,  Room  200 
Wausau,  WI  54401 
Phone:  (715)  848-9060 

Marinette  County 
Lorraine  Bird,  RN 
Bay  Area  Medical  Center 
1110 -10th  Ave 
Menominee,  MI  49858 
Phone:  (906)  863-5571 

Milwaukee  Coalition  Against  Drug 

and  Alcohol  Abuse  Tobacco  Control  Task  Force 

Samuel  Jones 

Milwaukee  United  For  Better  Housing,  Inc 
4011  W Capitol  Dr 
Milwaukee,  WI  53216 
Phone:  (414)  445-6677 

Oneida  County 
Kathryne  Sutliff,  RN 
Oneida  County  Health  Dept 
Courthouse,  PO  Box  400 
Rhinelander,  WI  54501 
Phone:  (715)  369-6111 

Ozaukee  County 

Brenda  J.  Stanislawski,  NSEd 

Ozaukee  County  Council,  Inc 

125  N Franklin  St 

Port  Washington,  WI  53074 

Phone:  (414)  375-1110 

Fax:  (414)  284-3144 

Portage  County 
Kirsten  Hall 
817  Whiting  Ave 
Stevens  Point,  WI  54481 
Phone:  (715)  345-5745 
Fax:  (715)  345-5966 

Price  County 

Janet  J.  Gottschalk,  RN 

Price  County  Public  Health  Agency 

Courthouse 

Phillips,  WI  54555 

Phone:  (715)  339-3054 

Racine  County 
Richard  A.  Wissell 
Racine  Health  Department 
730  Washington  Ave 
Racine,  WI  53403 
Phone:  (414)  636-9201 
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Rock  County 

Helen  Krause,  Health  Officer 
Rock  County  Health  Dept 
PO  Box  1143 

Janesville,  W1  53547-1143 
Phone:  (608)  757-5442 


Washington  County 
Delores  P.  Harder  (Fiscal) 

Washington  County  Community  Health  Nursing 
432  E Washington  St,  PO  Box  1986 
West  Bend,  W1  53095 
Phone:  (414)  335-4462 


Sauk  County 
Beverly  Muhlenbeck 
Sauk  County  Public  Health 
515  Oak  St 
Baraboo,  W1  53913 
Phone:  (608)  742-2500 

Sawyer  County 
Corrine  Olson,  RN 
Sawyer  County  Public  Health 
109  E 5th  St,  PO  Box  528 
Hayward,  W1  54843 
Phone:  (715)  634-4874 

Shawano  County 
Janet  Le welly n,  RN 
Shawano  County  Public  Health 
311  N Main  St,  Courthouse 
Shawano,  WI  54166 
Phone:  (715)  526-4805 

Sheboygan  County 
Sharon  Daun 

Sheboygan  County  Human  Services 

Division  of  Public  Health 

1011  N 8th  St 

Sheboygan,  WI  53081 

Phone:  (414)  459-6400 

Pax:  (414)  459-4353 

Jone  Quick 
St.  Nicholas  Hospital 
1601  N Taylor  Dr 
Sheboygan,  WI  53081 
Phone:  (414)  459-8300 
Pax:  (414)  452-2499 


Pat  Hrobsky,  RN 
850  Weslyn  Ct  #5 
West  Bend,  WI  53095 
Phone:  H (414)  334-1302 
W:  (414)  288-1740 

Waukesha  County 
Mary  Ann  Knippel 

Waukesha  Co.  Dept,  of  Health  and  Human  Services 

Division  of  Public  Health 

325  E Broadway 

Waukesha,  WI  53186 

Phone:  (414)  549-3012  ext.  662 

Pax:  (414)  521-3051 

Don  Wick 

Waupaca  County  Human  Services 
Health  Services  Division 
811  Harding  St 
Waupaca,  WI  54981 
Phone:  (715)  258-6300 

West  Allis  Health  Department 

Terry  Brandenburg 
7120  W National  Ave 
West  Allis,  WI  53214 
Phone:  (414)  256-8400 

Winnebago  County 
Dan  Lynch 

College  of  Education  and  Human  Services 
UW  - Oshkosh 
Oshkosh,  WI  54901 
Phone:  (414)  424-7250 


Jan  Tjaden 

Sheboygan  County  Human  Services 
Division  of  Public  Health 
1011  N 8th  St 
Sheboygan,  WI  53081 
Phone:  (414)  459-3056 

Vilas  County 
Dolores  Ludwig,  RN 
Vilas  County  Public  Health  Dept 
PO  Box  369  - Courthouse 
Eagle  River,  WI  54521 
Phone:  (715)  479-3656 


Jeanette  Bryan 

Menasha  Health  Department 
1213  S Park  Ave 
Neenah,  WI  54956 
Phone:  (414)  751-4731 

Wood  County 

Robert  Newman 

Wood  County  Health  Dept. 

184  - 2nd  St,  N 

Wisconsin  Rapids,  WI  54494 

Phone:  (715)  421-8911-> 
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Magazines  without  tobacco  advertising 


Inquiries  from  many  physicians 
reveal  that  they've  been  watch- 
ing for  an  updated  list  of  publica- 
tions that  carry  no  cigarette  or  other 
tobacco  advertisements.  Here  it  is. 

Since  its  first  list  appeared 
(/AMA. 1989:262:1290-1291,1295), 
the  length  has  more  than  doubled. 
Credit  for  the  idea  of  having  only 
"smoke-free  magazines"  in  physi- 
cians' reception  rooms  goes  to 
Doctors  Ought  to  Care,  a group  of 
physicians  devoted  to  educating 
people  about  the  causes  of  prevent- 
able illness.  Publication  of  such  a 
list  in  JAMA  follows  a resolution 
adopted  by  the  House  of  Delegates 
2 years  ago. 

This  list  includes  all  that  could  be 
verified,  but  there  are  probably  many 
more.  The  JAMA  Medical  News  & 
Perspectives  Department  will  be 
pleased  to  hear  about  them  - for  the 
next  list. 

Accent  on  Lwing 
PO  Box  700 
Bloomington,  IL  61701 

Adirondack  Life 
PO  Box  97 
Jay,  NY  12941 

Air  & Space 

370  L'Enfant  Promenade  SW 
Washington,  DC  20024 

Alaska  Magazine 
808  ES 

Anchorage,  AK  99501 

American  Baby 

475  Park  Ave 

New  York,  NY  10016-6999 

American  Health 
28  W 23rd  St 
New  York,  NY  10010 

American  Heritage 
60  Fifth  Ave 
New  York,  NY  10011 


American  History  Illustrated 
PO  Box  822 
Harrisburg,  PA  17105 

American  Square  Dance 
PO  Box  488 
Huron,  OH  44839 

Americas 
1889FStNW 
Washington,  DC  20006 

Animal  Kingdom 
185th  & Southern  Blvd 
Bronx,  NY  10460 

Antique  Automobile 
501  W Governor  Rd 
Hershey,  PA  17033 

Arizona  Highways 
2039  W Lewis  Ave 
Phoenix,  AZ  85009 

Arthritis  Today 
1314  Spring  St  NW 
Atlanta,  GA  30309 

Artist's  Magazine 
1507  Dana  Ave 
Cincinnato,  OH  45207 

Audubon 

950  3rd  Ave 

New  York,  NY  10022 

Aviation  Week  & Space  Technology 
1221  Avenue  of  the  Americas 
New  York,  NY  10021 

Backpacker 
33  E Minor  St 
Emmaus,  PA  18049 

Bicycling 
33  E Minor  St 
Emmaus,  PA  18049 

Business  Week 

1221  Avenue  of  the  Americas 
New  York,  NY  10021 


Byte 

1 Phoenix  Mill  Ln 
Peterborough,  NH  03458 

Cars  & Parts 

911  Vandermark  Rd 

Sidney,  OH  45365 

Cat  Fancy 

PO  Box  6050 

Mission  Viejo,  CA  93690 

Child 

110  Fifth  Ave 
New  York,  NJ  10011 

Christian  Herald 
40  Overlook  Dr 
Chappaqua,  NY  10514 

Common  Cause  Magazine 
2030  M St  NW 
Washington,  DC  20036 

Complete  Woman 
1165  N Clark  St 
Chicago,  IL  60610 

Consumer  Reports 
256  Washington  St 
Mt  Vernon,  NY  10550 

Cooking  Light 

820  Shades  Creek  Pkwy 

Birmingham,  AL  35209 

Country  Journal 
2245  Kahn  Rd 
Harrisburg,  PA  17105-8200 

Craftworks  for  the  Home 
70  Sparta  Ave 
Sparta,  NJ  07871 

Crafts 

PO  Box  1790 
Peoria,  IL  61656 

Cyclist 

20916  Higgins  Ct 
Torrance,  CA  90501 
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Dance  Magazine 
33  W 60th  St 
New  York,  NY  10023 

Freshwater  & Marine  Aquarium 
144  W Sierra  Madre  Blvd 
Sierra  Madre,  CA  91204 

Hippocrates 

475  Gate  Five  Rd 

Sausalito,  CA  94965 

Diabetes  Forecast 
1660  Duke  St 
Alexandria,  VA  22314 

The  Futurist 
4916  St  Elmo  Ave 
Bethesda,  MD  20814 

Historic  Presenmtion 
1785  Massachusetts  Ave 
Washington,  DC  20036 

Dog  Fancy 

PO  Box  6050 

Mission  Viejo,  CA  92690 

Garbage 
435  Ninth  St 
Brooklyn,  NJ  11215 

Home  Office  Computing 

730  Broadway 

New  York,  NY  10003-9538 

Down  Beat 

180  W Park  Ave 

Elmhurst,  IL  60126 

Garden 

New  York  Botanical  Garden 
Bronx,  NY  10458 

Horn  Book  Magazine 
14  Beacon  St 
Boston,  MA  02103-3704 

Down  East  Magazine 
PO  Box  679 
Camden,  ME  04843 

Golf  Illustrated 

3 Park  Ave 

New  York,  NY  10016 

Horse  Illustrated 

PO  Box  6050 

Mission  Viego,  CA  92690 

Elks  Magazine 

425  W Diversey  Pkwy 

Chicago,  IL  60614 

Good  Housekeeping 
959  Eighth  Ave 
New  York,  NY  10019 

Horticulture 
755  Boylston  St 
Boston,  MA  02116 

Exceptional  Children 
1920  Association  Dr 
Reston,  VA  22091 

Good  Old  Days 
306  E Parr  Rd 
Berne,  IN  46711 

Income  Opportunities 
380  Lexington  Ave 
New  York,  NY  11382 

Exceptional  Parent 
1170  Commonwealth  Ave 
Boston,  MA  02134 

Gui  deposts 

39  Seminary  Hill  Rd 
Carmel,  NY  10512 

Instructor 
730  Broadway 
New  York,  NY  10003 

Farm  Journal 

230  W Washington  St 

Philadelphia,  PA  19105 

Hadassah  Magazine 
50  W 58th  St 
New  York,  NY  10019 

International  Travel  News 
2120  28th  St 
Sacramento,  CA  95818 

Final  Frontier 
2400  Eoshay  Tower 
Minneapolis,  MN  55402 

Hanmrd  Business  Reinew 
Teele  Hall 
Boston,  MA  02163 

Isaac  Asimoii's  Science  Fiction 
380  Lexington  Ave 
New  York,  NY  10017 

Fishing  Facts 

N84  West  13660  Leon  Rd 
Menomonee  Falls,  WI  53051 

Hanmrd  Lampoon 
44  Bow  St 

Cambridge,  MA  02138 

Itinerary 
PO  Box  2012 
Bayonne,  NJ  07002-2012 

Florida  Sportsman 
5901  SW  74th  St 
Miami,  EL  33143 

Hanmrd  Medical  School  Health  Letter 
79  Garden  St 
Cambridge,  MA  02138 

Journal  of  Irreproducible  Results 
PO  Box  234 

Chicago  Heights,  IL  60411 

Flying 

1633  Broadway 
New  York,  NY  10009 

Flying  Models 
PO  Box  700 
Newton,  NJ  07860 

Health 

475  Gate  Five  Rd 
Sausalito,  CA  94965 

Health  Neu^s  & Reznew 
27  Pine  St 

New  Canaan,  CT  06840 

Kaleidoscope 
326  Locust  St 
Akron,  OH  44302 

The  Lion 

300  22nd  St 

Oak  Brook,  IL  60521 
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MacUser 

11  Davis  Dr 

Belmont,  CA  94002-3001 

MacWorhi 

501  Second  St 

San  Francisco,  CA  94107 

MAD  Magazine 
485  Madison  Ave 
New  York,  NJ  10022 

Maine  Fish  & Wildlife 
284  State  St 
Augusta,  ME  04333 

Maine  Life  Magazine 
250  Center  St 
Auburn,  ME  04210 

Mature  Outlook 
Locust  at  17th 
Des  Moines,  lA  50336 

Mai/o  Clinic  Health  Letter 
Mayo  Clinic 
Rochester,  MN  55905 

Men's  Fitness 
21100  Erwin  St 
Woodland  Hills,  CA  91367 

Men's  Health 
33  E Minor  St 
Emmaus,  PA  18049 

Midwest  Living 
1716  Locust  St 
Des  Moines,  lA  50336 

Model  Railroader 
1027  N 7th  St 
Milwaukee,  WI  53233 

Modern  Maturity 
3200  E Carson  St 
Lakewood,  CA  90712 

Montana  Magazine 
PO  Box  5630 
Helena,  MT  59604 


Mother  Earth  News 
80  Eifth  Ave 
New  York,  NY  10011 

Mother  Jones 

1663  Mission  St 

San  Erancisco,  CA  94103 

Ms. 

230  Park  Ave 
New  York,  NY  10069 

Muscle  & Fitness 
21100  Erwin  St 
Woodland  Hills,  CA  91367 

Nation 

72  Eifth  Ave 

New  York,  NY  10011 

National  Gardening 
180  Elynn  Ave 
Burlington,  VT  05401 

National  Geographic 
1145  17th  St  NW 
Washington,  DC  20036 

National  Parks 
1015  31st  St  NW 
Washington,  DC  20007 

National  Wildlife 
1400  16th  St  NW 
Washington,  DC  20036 

Natural  History 

Central  Park  West  at  79th  St 

New  York,  NY  10024 

Fhe  Newi  Yorker 
20  W 43rd  St 
New  York,  NY  10036 

North  American  Reihew 
1222  W 27th  St 
Cedar  Falls,  lA  50614 

Nutrition  Action  Healthletter 
1501 16th  St  NW 
Washington,  DC  20036 

Oceans 

2001  W Marin  St 
Stamford,  CT  06902 


Old  House  Journal 
69 A Seventh  Ave 
Brooklyn,  NY  11217 

Organic  Gardening 
35  E Minor  St 
Emmaus,  PA  18049 

Parenting 

501  Second  St 

San  Francisco,  CA  94107 

Parents  Magazine 
685  Third  Ave 
New  York,  NY  10017 

PC  Magazine 
PO  Box  2445 
Boulder,  CO  80322 

PC  World 
PO  Box  55015 
Boulder,  CO  80322 

Personal  Computing 
PO  Box  2492 
Boulder,  CO  80322 

Petersen's  Hunting 
8490  Sunset  Blvd 
Los  Angeles,  CA  90069 

Petersen's  Photographic 
8490  Sunset  Blvd 
Los  Angeles,  CA  90069 

Popular  Communications 
76  North  Broadway 
Hicksville,  NY  11001 

Popular  Photography 
1633  Broadway 
New  York,  NY  10009 

Popular  Woodworking 
1320  Galaxy  Way 
Concord,  CA  94520 

Prevention 
33  E Minor  St 
Emmaus,  PA  18049 

Railfan  and  Railroad 
PO  Box  700 
Newton,  NJ  07860 
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Reader's  Digest 
Pleasantville,  NY  10570 


Runner's  World 
33  E Minor  St 
Emmaus,  PA  18049 

Sail 

Charlestown  Navy  Yard 
100  First  Ave 
Charlestown,  MA  02129 

Salt,  Inc 
PO  Box  1400 

Kennebunkport,  ME  04046 

Satellite  Orbit 
8330  Boone  Blvd 
Vienna,  VA  22180 

Saturday  Evening  Post 
1100  Waterway  Blvd 
Indianapolis,  IN  46202 

Science 

1333  H St  NW 
Washington,  DC  20005 

Science  News 
1719NStNW 
Washington,  DC  20036 

The  Sciences 

2 E 63rd  St 

New  York,  NY  10021 

Scientific  American 
415  Madison  Ave 
New  York,  Ny  10017 

Sea  Frontiers 

4600  Rickenbacker  Causeway 
Miami,  FL  33149-9900 

Shape 

21100  Erwin  St 
Woodland  Hills,  CA  91367 

Sierra 

730  Polk  St 

San  Francisco,  CA  94109 

Single  Parent 
8807  Colesville  Rd 
Silver  Spring,  MD  20910 


16  Magazine 

157  W 57th  St 

New  York,  NY  10019 

Skin  Diver  Magazine 
8490  Sunset  Blvd 
Los  Angeles,  CA  90069 

Smithsonian 
900  Jefferson  Dr 
Washington,  DC  20560 

Society 

Rutgers  University 
New  Brunswick,  NJ  08903 

Southern  Accents 
PO  Box  10411 
Birmingham,  AL  35202 

Sports  Afield 
250  W 55th  Ave 
New  York,  NY  10019 

Stork 

1100  Waterway  Blvd 
Indianapolis,  IN  46206 

Sunset  Magazine 
80  Willow  Rd 
Menlo  Park,  CA  94025 

Theatre  Crafts 
135  Fifth  Ave 
New  York,  NY  10010 

Threads 
63  S Main  St 
Newton,  CT  06470 

Travel  Holiday 
Pleasantville,  NY  10570 

Travel  & Leisure 

1120  Avenue  of  the  Americas 

New  York,  NY  10036 

Twins 

6740  Antioch 
Merriam,  KS  66204 

Utah  Holiday 

419  E First  South 

Salt  Lake  City,  UT  84111 


Vegetarian  Times 
PO  Box  570 
Oak  Park,  IL  60303 

Venture  Magazine 
Christian  Service  Brigade 
765  Kimberly  Dr 
Carol  Stream,  II  60188 

Vermont  Life 
61  Elm  St 

Montpelier,  VT  05602 

Vibrant  Life 

55  W Oak  Ridge  Dr 

Hagerstown,  MD  21740 

Video  Reihew 
902  Broadway 
New  York,  NY  10010 

Walking  Magazine 
711  Boylston  St 
Boston,  MA  02116-2616 

The  Washington  Monthly 
1711  Connecticut  Ave  NW 
Washington,  DC  20009 

Weight  Watchers  Magazine 
360  Lexington  Ave 
New  York,  NY  10017 

West  Coast  Reiheiv  of  Books 
5265  Fountain,  Upper  Terrace 
Los  Angeles,  CA  90029 

Westumys 

PO  Box  2890 

Los  Angeles,  CA  90051 

Western  Outdoors 
3197  E Airport  Loop  Dr 
Costa  Mesa,  CA  92626 

Wildlife  Conserzmtion 

New  York  Zoological  Society 

Bronx,  NY  10460 

Women's  Sports  & Fitness 
191914th  St 
Boulder,  CO  80302 

Continued  on  next  page 
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Bop 

Ranger  Rick’s 

Workbench 

3500  W Olive  Ave 

1414  16th  St  NW 

4251  Pennsylvania  Ave 

Burbank,  CA  91505 

Washington,  DC  20036 

Kansas  City,  MO  64111-9990 

Boy's  Life 

Right  On! 

World  Monitor 

1325  Walnut  Hill  Ln 

355  Lexington  Ave 

1 Norway  St 

Irving,  TX  75038-3096 

New  York,  NY  10017 

Boston,  MA  02115 

Cricket 

Sassy 

Writer's  Digest 

PO  Box  300 

230  Park  Ave 

1507  Dana  Ave 

Peru,  IL  61354 

New  York,  NY  10169 

Cincinnati,  OH  45207 

Highlights  for  Children 

Sesame  Street 

Yankee 

PO  Box  269 

1 Lincoln  Plaza 

Main  St 

Columbus,  OH  43272 

New  York,  NY  10022 

Dublin,  NH  03444 

Humph/  Dumpty 

Sez'enteen 

Zoogoer 

1100  Waterway  Blvd 

850  Third  Ave 

National  Zoological  Park 

Indianapolis,  IN  46206 

New  York,  NY  10022 

Washington,  DC  20008 

Jack  and  Jill 

Teen 

For  children  and  teenagers 

1100  Waterway  Blvd 

8490  Sunset  Blvd 

Indianapolis,  IN  46206 

Los  Angeles,  CA  90069 

Big  Bopper 
3500  W Olive  Ave 

Kid  City 

3-2-1 

Burbank,  CA  91505 

1 Lincoln  Plaza 

1 Lincoln  Plaza 

New  York,  NY  10023 

New  York,  NY  10023 

Black  Beat 

355  Lexington  Ave 

Ladybug 

YM 

New  York,  NY  10017 

PO  Box  300 

685  Third  Ave 

Peru,  IL  61354 

New  York,  NY  10017«> 
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Physicians  to  lawmakers: 

State  needs  universal  access,  tort  reform 


Fourteen  members  of  the  SMS 
Commission  on  Governmen- 
tal Affairs  (GAC)  traveled  to  the 
state  Capitol  Oct  20  to  share  con- 
cerns on  Gov  Tommy  Thompson's 
Health  Care  Partnership  Plan  with 
state  legislators.  Citing  costs,  the  Th- 
ompson plan  currently  makes  no 
provision  to  extend  access  to  health 
care  to  the  state's  uninsured  popu- 
lation. The  Thompson  administra- 
tion's position  is  contrary  to  that  of 
the  SMS  Board  of  Directors.  SMS 
leaders  have  adopted  eight  points 
that  are  necessary  to  successful 
health  care  reform  in  the  state.  Uni- 
versal access  tops  that  list  and  SMS 
directors  say  necessary  health  sys- 
tem reform  cannot  be  accomplished 
in  Wisconsin  until  all  state  residents 
are  guaranteed  a standard  package 
of  benefits. 

Commission  members  carried 
this  message  to  their  state  lawmak- 
ers, urging  them  to  amend  the  bill  to 
include  universal  access  and  to  take 
care  not  to  neglect  the  needs  of  some 
of  the  state's  most  vulnerable  resi- 
dents. While  most  legislators  ap- 
peared to  listen  carefully  to  physi- 
cian concerns,  few  lawmakers,  es- 
pecially Senate  Republicans,  seemed 
willing  to  commit  their  support  at 
this  time  for  any  attempt  to  amend 
the  bill.  As  the  bill  moves  through 
the  Senate,  consensus  appears  to  be 
that  all  decisions  on  the  Partnership 
Plan  will  be  made  by  the  Senate 


Republican  caucus.  Although  the  bdl 
is  in  a Senate  committee,  senators 
have  not  yet  reached  agreement.  The 
earliest  action  on  the  Partnership 
Plan  might  come  in  December— if 
the  governor  decides  to  call  a special 
session. 

Led  by  GAC  chair  Michael  C. 
Reineck,  MD,  and  SMS  President 
Elect  Richard  Roberts,  MD,  on  the 
statehouse  visit,  Wisconsin  physi- 
cians also  urged  inclusion  in  the 


Partnership  Plan  of  an  amendment 
capping  non-economic  damages 
awarded  in  medical  malpractice 
actions.  A cap  limiting  non-economic 
damage  awards  to  $250,000  was 
approved  earlier,  in  a separate  bill, 
by  the  Wisconsin  Senate.  That  bill, 
however,  is  now  stuck  on  the  back 
burner  of  an  Assembly  Committee. 
Proponents  would  like  to  see  a cap 
on  damages  included  in  the  Th- 
Conlinucd  on  next  page 


Sen  Mary  Panzer  (1)  listens  intently  as  Carl  Eisenberg,  MD,  and  Michael  Reineck,  MD, 
describe  physician  concerns  regarding  health  system  reform.  SteveWhittow,  director  of  SMS 
Physician  Outreach,  is  pictured  on  the  right.  Panzer,  a former  state  representative,  is  the 
neioest  senator  on  the  Joint  Finance  Committee. 
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Members  of  the  SMS  Commission  on  Governmentnl  Affairs  ihsited  the  Capitol  Oct  20  to  talk 
to  their  legislators  about  the  Thompson  Health  Care  Partnership  Plan.  Gan/  Bn/ant,  MD,  (1) 
and  Raymond  Johnson,  MD,  (r)  spwkeivith  Sen  Brian  Rude. 


Continued  from  preceding  page 
ompson  plan  to  ensure  that  this  vital 
component  of  health  system  reform 
is  not  forgotten  in  the  haste  to  imple- 
ment a state  reform  plan. 

Commission  members  participat- 
ing in  the  legislative  visits  included: 
Richard  Roberts,  MD,  of  Madison; 
Steve  Dankle,  MD,  of  Milwaukee; 
Thomas  Slota,  MD,  of  Greendale; 
Jack  Strong,  MD;  of  Mauston;  Cam- 
ber Tegtmeyer,  MD,  of  Madison; 
John  Kreul,  MD,  of  Madison;  Ray- 
mond R.  Johnson,  MD,  of  Elm  Grove; 
Joseph  Trader,  MD,  of  Manitowoc; 
Gary  Bryant,  MD,  of  La  Crosse; 
Susan  Turney,  MD,  of  Marshfield; 
Louis  Hacker,  MD,  of  Marshfield; 
Carl  Eisenberg,  MD,  of  Milwaukee; 
Vernon  Dodson,  of  Madison;  and 
Michael  Reineck,  MD,  of  West 
Bend.*> 


SMS  Board  of  Directors  reaffirms  health  reform 
principles,  opposes  assisted  suicide  legislation 


The  sms  Board  of  Directors 
voted  Oct  16  to  reaffirm  its 
commitment  to  the  eight  principles 
of  health  system  reform  contained 
in  the  SMS  Wisconsin  Care  plan.  The 
SMS-supported  foundations  for 
health  care  reform  include:  univer- 
sal access;  the  right  to  choose  one's 
own  physician;  a statewide  standard 
benefits  package;  community  rat- 
ing; insurance  industry  reforms 
including  the  elimination  of  denials 
based  on  pre-existing  conditions; 
portability  of  insurance  from  job  to 
job;  tort  reform;  and  real  negotiation 
on  fees.  The  Board  of  Directors  au- 
thorized SMS  President  Pauline  M. 
Jackson,  MD,  and  the  SMS  delega- 
tion to  the  AMA  to  carry  the  restate- 
ment of  principles  to  the  AMA  Board 
of  Trustees  and  the  AMA  House  of 
Delegates  and  voice  SMS's  contin- 


ued support  of  employer  health 
insurance  mandates. 

Addressing  an  issue  that  has 
generated  much  controversy  nation- 
wide, SMS  directors  approved  rec- 
ommendations from  the  Commis- 
sion on  Medicine  and  Ethics  to  adopt 
the  AMA  policy  opposing  physi- 
cian-assisted suicide  and  update 
SMS  policy  on  euthanasia.  Directors 
voted  to  oppose  any  legislation  that 
would  legalize  physician-assisted 
suicide  in  Wisconsin. 

In  other  business,  the  SMS  Board: 

• approved  the  recommendation  of 
the  Commission  on  Safe  Trans- 
portation to  support  legislation  re- 
quiring mandatory  chemical  alco- 
hol testing  for  all  drivers  involved 
in  fatal  motor  vehicle  crashes; 

• approved  the  recommendation  of 


the  Commission  on  Geriatric 
Health  encouraging  Wisconsin 
nursing  facilities  to  become 
smokefree; 

• endorsed  a policy  on  interprofes- 
sional dispute  resolution  devel- 
oped by  the  Joint  Committee  on 
Interprofessional  Relations; 

• approved  support  of  a statewide 
bicycle  helmet  safety  program  on 
the  recommendation  of  the  Com- 
mission on  Public  Information; 
and 

• supported  a policy  developed  by 
the  Commission  on  Maternal  and 
Child  Health  stating  that  a pa- 
tient's release  from  the  hospital 
should  be  determined  based  on 
positive  physiologic  criteria,  not 
arbitrary  insurance-based  stay 
limits. ❖ 
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Nominating  Committee  compiles  slate  of  candidates; 
Dr  Marcia  Richards  nominated  for  1994  president  elect 


The  House  of  Delegates  Nomi- 
nating Committee  has  ap- 
proved a slate  of  candidates  for 
presentation  to  the  SMS  House  of 
Delegates  in  April. 

Meeting  Oct  16,  the  nominating 
committee  approved  the  following 
nominations:  president  elect  for 
1994-95— Marcia  J.  S.  Richards,  MD, 
of  Milwaukee;  vice  speaker  of  the 
House  of  Delegates  for  1994-96— 
Michael  C.  Reineck,  MD,  of  West 
Bend;  AMA  delegates  for  calendar 
years  1995  and  1996— Cyril  M.  "Kim" 
Hetsko,  MD,  of  Madison;  John  P. 


AMA  Awards 

The  Wisconsin  physicians  listed 
below  earned  AMA  Physician's 
Recognition  Awards.  They  have  dis- 
tinguished themselves  and  their 
profession  by  their  commitment  to 
continuing  education,  and  the  SMS 
offers  them  its  congratulations.  The 

* indicates  members  of  the  SMS. 

* Artwich,  Robert 

* Berg,  Laurence  Clifford 

* Biros,  Dennis  Gerald 

* Farah,  Kathleen  Stocker 

* Golubski,  Joseph  Frank 

* Grubb,  William  Burl 
Hinson,  Robert  Eugene 

* Larson,  Paul  Albert 

* Lindert,  Merlyn  C. 

* Miller,  Kevin  Burtus 

* Stark,  Ron  H. 

* Storm,  Frederick  K. 

* Tiu,  Alfonso  L. 

* Weinshel,  Steven  S.*> 


Mullooly,  MD,  of  Milwaukee;  and 
Richard  H.  Ulmer  MD,  of 
Marshfield;  and  AMA  alternate  dele- 
gates for  calendar  years  1995  and 
1996— Jerome  W.  Fons,  Jr,  MD,  of 
Greenfield;  Kevin  A.  Jessen,  MD,  of 
Tomah;  and  Robert  F.  Pur  tell,  Jr, 
MD,  of  Milwaukee. 

If  Dr  Ulmer  is  elected  by  the  1994 
House  of  Delegates  as  an  AMA  dele- 
gate, the  committee  is  prepared  to 
nominate  Kevin  T.  Flaherty,  MD,  of 
Wausau,  as  an  AMA  alternate  dele- 
gate for  calendar  year  1995. ❖ 


Marcia  j.  S.  Richards,  MD 


Athletic  event  immunity  bill  passes 


After  several  years  of  inten- 
sive effort,  the  "Good  Sa- 
maritan" bill  for  physicians,  has 
passed  both  houses  of  the  legisla- 
ture and  is  on  its  way  to  Gov 
Tommy  Thompson's  desk. 

The  bill,  AB  251,  introduced 
by  Rep  Spencer  Black  (D-Madi- 
son),  provides  that  physicians 
who  volunteer  their  services  at 
school  athletic  events  will  be  im- 
mune from  civil  liability  for  acts 
or  omissions  in  rendering  care  to 
participants  at  athletic  events  or 
contests,  so  long  as  the  care  is 
given  at  the  site  of  the  event, 
during  transportation  to  a health 
care  facility  from  the  event,  or  in 
a locker  room  immediately  be- 
fore, during  or  after  the  event. 

When  the  bill  passed  the  As- 
sembly in  May,  it  extended  im- 
munity only  to  physicians.  De- 


spite SMS  objections,  the  Senate 
amended  the  bill  to  provide  that 
chiropractors,  nurses,  emergency 
medical  technicians  and  physi- 
cian assistants  would  be  covered 
during  specific  events.  Officials 
of  the  Badger  State  Games  re- 
quested that  these  providers  be 
included  because  they  serve  as 
volunteers  at  the  Badger  State 
Games.  The  addition  of  this 
amendment  required  the  Assem- 
bly to  revisit  the  bill.  At  this  point, 
the  Wisconsin  Dentists  Associa- 
tion requested  that  dentists  be 
included,  so  the  Assembly  at- 
tached another  amendment  to 
fulfill  this  request.  The  Senate  con- 
curred in  the  Assembly  amend- 
ment and  forwarded  the  bill  to 
Thompson,  who  is  expected  to 
sign  the  bill  into  law  before  the 
end  of  the  year.^ 
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County  society 

Barron-Washbum-Bumett.  The  fol- 
lowing physicians  were  elected  to 
membership  in  the  Barron-Wash- 
burn-Burnett  County  Medical  Soci- 
ety: John  K.  Brendel,  MD;  Paul  D. 
Johnston,  MD;  Loren  Keldahl,  MD; 
David  A.  Myers,  MD;  and  Blaise  P. 
Vitale,  MD. 

Chippewa.  The  Chippewa  County 
Medical  Society  met  at  the  Flame 
Restaurant  on  Tuesday,  September 
21,  1993.  New  members  elected 
include:  Patrick  Ayer,  MD;  Steven 
Cook,  MD;  Steven  Hanson,  MD; 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recently  earned  AMA  Physi- 
cian's Recognition  Awards.  They 
have  distinguished  themselves  and 
their  profession  by  their  commit- 
ment to  continuing  education,  and 
the  SMS  offers  them  its  congratula- 
tions. The  * indicates  members  of 
the  SMS. 

* Ayengar,  Shanta 

* Beltaos,  Efstathios 

* Boyken,  Mark  E. 

* Brower,  Annette  A. 

* Bush,  Curtis  W. 

* Carlson,  Robert  D. 

* Clanfield,  William  K. 

* Clemence,  James  A. 

* Cohen,  Steven  H. 

* Damon,  Richard  A. 

* De  Smet,  Arthur  A. 

* Dickman,  James  J. 

* Donovan,  Timothy  J. 

Duffy,  Thomas  M. 

* Fischer,  Markham  J. 

* Galarnyk,  Ihor  A. 

* Gersch,  George  P. 
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news 

Randall  Hurd,  MD;  and  Mary  Kuehl, 
MD. 

Dane.  The  Dane  County  Medical 
Society  approved  membership  for 
the  following  physicians:  JonA.  Ar- 
nason,  MD;  Karl  W.  Ayer,  MD; 
William  E.  Ayetey,  MD;  Maribeth 
H.  Baker,  MD;  Cheryl  A.  Bartlett, 
MD;  Christine  H.  Biedermann,  MD; 
Charles  C.  Canver,  MD;  Candace  A. 
Cohen,  MD;  James  E.  Gern,  MD; 
Andrew  K.  Graf,  MD;  David  J. 
Gronski,MD;  Cynthia  L.  Haq,  MD; 
Susan  Hendricks,  MD;  Russell  J. 


Giangarra,  Charles  E. 

* Graebner,  Robert  W. 

* Greene,  Richard  C. 

* Gungor,  Bahri  O. 

* Hardacre,  Jerry  M. 

* Hemmy,  David  C. 

* 1 loehn,  James  L. 

* Hoffmann,  David  M. 

* Flollero,  Numeriano 

* Huelsmann,  Cynthia  M. 

* Janssen,  Gary  J. 

* Jerzak,  James  T. 
Johnson,  Gregory  A. 

* Keller,  Philip  E. 

* Kresge,  Dean  G. 

* Krohn-Gill,  Kathryn  A. 
*Lindgren,  Richard  D. 

* Maassen,  Stephen  J. 
Marden,  Philip  M. 

* MeSorley,  Brian  P. 
Mikus,  Mary  A. 

* O'Connor,  Thomas  A. 
‘O'Neill,  Michael  J. 

* Palay,  Howard  J. 

* Parker,  John  P. 

* Patterson,  Katherine  P. 


Hermus,  MD;  Flugo  Higa,  MD;  Ste- 
ven J.  Hunter,  MD;  Stuart  J.  Knechtle, 
MD;  Kathleen  M.  Laughlin,MD; 
Maureen  A.  Leahy,  MD;  Dale  L. 
Lensing,  MD;  Allan  T.  Luskin,  MD; 
Bryan  L.  Magenheim,  MD;  Thomas 
W.  Marsh,  MD;  Peter  A.  Rasmussen, 
MD;  Cheryl  . Ray,  DO;  Jane  E. 
Schauer,  MD;  Katherine  K.  Skaggs, 
MD;  RonanH.  Smyth,  MD;  Steven  J. 
Sutherland,  MD;  Brian  R.  Voth,  MD; 
Jadwiga  M.  Wesly,  MD;  Vincent  J. 
Winkler-Prins,  MD;  and  David  W. 
Wood,  MD. 

Continued  on  page  648 


* Phillips,  Robert  E. 

* Ray,  Jefferson  F. 

* Reyes,  Cesar  N. 

* Rodriguez,  Generoso  N. 

* Roenning,  George  H. 

* Sallis,  Douglas  A. 

* Sanchez,  Armando 

* Schwartz,  Walter  R. 

* Sleight,  Douglas  R. 

* Sloan,  Raymond  J. 

* Stastny,  William  J. 
Stedje,  Susan  E. 

* Steffen,  Elizabeth  A. 

* Straub,  Robert  H. 

* Strobusch,  Alan  D. 

* Stuntz,  Edgar  C. 

Tanner,  Russell  E. 

* Utrie,  John  W. 

* Vangor,  Donald  W. 

* Wagner,  Marvin 

* Wallace,  James  J. 

* Warffuel,  Morgan  E. 

* Wasiullah,  Masood 
Watson,  John  D. 

* Wirtz,  Charles  E. 

* Zondag,  Tuenis  D.^ 
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Service. 


Smart  practice  questions 

call  for  smart  managed  care  answers, 

what  you'll  get  from 

Doctors 


With  your  busy  schedule,  we  know  it  is  difficult  to  keep  up 
with  the  changes  in  managed  care,  fee-for-service  and  health 
system  reform. 

That’s  where  Doctors  Resource  Service  (DRS)  comes  in. 

How  do  you  find  out  what  makes  the  most  sense  for  you  and 
your  financial  future?  And  what  are  your  peers  and  national 
experts  thinking  will  best  make  physicians  successful? 

Doctors  Resource  Service  gives  you  a dynamic  new  tool  for 
meeting  the  challenges  of  managed  care,  fee-for-service  and 
health  system  reform.  Each  issue  includes  practical  hand- 
books and  audiovisual  aids — everything  you  need  to  know 
about  managed  care. 

DRS  will  cover  topics  like: 

•Dealing  with  federally  proposed  health  system  reform 

•Options  for  fee-for-service  practice 

•Evaluating  the  legal  and  financial  implications  of  a 
managed  care  contract... 

The  list  goes  on.  In  designing  this  physician  specific  pro- 
gram the  American  Medical  Association  (AMA)  has  devoted 
many  months  of  research  and  staff  time  to  keep  you  on  the 
cutting  edge  of  practice  management. 

Mailed  every  six  weeks,  DRS  is  portable,  concise  and  up  to 
date — a traveling  companion  you  can  access  by  a turn  of  the 
page  or  the  press  of  a button. 

A glance  at  the  first  issue  indicates  the  types  of  materials 
you  can  expect  from  future  issues  in  the  managed  care  series. 
Publications 

• The  Physician  and  Managed  Care 

• Assessing  Your  Practice  in  an  Age  of  Reform 

• Group  Practice  Options:  From  Medical  Corporations 
to  Clinics  Without  Walls 


Audiocassette 

• Alice  Gosfield,  JD  on  Physicians’  Rights  in  Managed  Care 

Videocassette 

• Managed  Care:  An  Overview 

Starting  with  Issue  2,  you  will  also  receive  Inside  the  Issues, 
a newsletter  that  covers  the  day-to-day  concerns  of  managed 
care  and  the  impact  of  legislative  changes  on  you  and  your 
personal  finances. 

As  a new  subscriber,  you  will  receive  your  first  issue  free 
when  you  subscribe  and  purchase  Issue  2.  After  previewing 
the  materials  for  10  days,  you  can  keep  them  and  pay  $39.95 
for  members  ($66.95  for  nonmembers)  or  return  them  and 
mark  cancel  on  your  invoice. 

To  subscribe,  simply  call  our  24-hour  order  number — 800 
AMA- 1066,  Dept.  CEAD25.  Your  first  shipment  will  be  on  its 
way — along  with  a special  bonus  publication  Managed 
Competition:  Challenges  and  Opportunities  for  Physicians. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  .\merica 


State  Medical  Society  of  Wisconsin 

Over  150  Years  of  Service 


Continued  from  page  646 
Dodge.  Dr.  Yugest  K.  Jain,  MD,  has 
been  accepted  into  the  Dodge 
County  Medical  Society. 

Kenosha.  The  Kenosha  County 
Medical  Society  approved  member- 
ship for  James  C.  Aceto,  MD;  JohnP. 
Badalamenti,  MD;  Spencer  J.  Block, 
MD;  Nadir  Khan,  MD;  and  Radrigo 
B.  Mata,  MD. 

LaCrosse.  The  following  physicians 
were  elected  to  membership  in  the 
La  Crosse  County  Medical  Society; 
Elizabeth  A.  Ault-Brinker,  MD; 
Laurence  C.  Berg,  MD;  Motaser  A. 
Bilbisi,  MD;  Guy  P.  Fiocco,  MD; 
Marla  Markham,  MD;  Gregory  P. 
Thompson,  MD;  and  Eric  W.  Voter, 
MD. 

Marathon.  Dr.  David  S.  Feenstra 
has  been  approved  for  membership 


Obituaries 

Benn,  Vemard  A.,  MD,  died  Sept  1, 
1993.  He  was  born  Dec  20, 1908,  in 
Medford.  He  studied  at  the  Univer- 
sity of  Wisconsin-Madison  and  re- 
ceived a master's  of  pharmacology. 
He  was  a 1933  graduate  of  the  Uni- 
versity of  Wisconsin  Medical  School. 
He  did  his  internship  and  residency 
at  the  Medical  College  of  Virginia. 
Dr.  Benn  established  a medical  prac- 
tice in  Rosholt.  During  WWll,  he 
was  the  county  health  officer  and 
became  an  honorary  member  of  the 
Rosholt  American  Legion.  Dr  Berm 
was  a member  of  the  SMS  50- Year 
Club  and  was  a past  president  of  the 
Portage  County  Medical  Society.  He 
is  survived  by  a son,  James,  Arling- 
ton, Mass;  a daughter,  Louise  Bar- 
nard, Salinas,  Calif;  a sister,  and  three 
grandchildren. 


in  the  Marathon  County  Medical 
Society. 

Marinette-Florence.  At  the  Mar- 
inette-Florence  County  Medical 
Society  meeting  on  September  15, 
1993,  Dr.  Karen  Himmel  was  elected 
to  membership. 

Oneida-Vilas.  The  Oneida-Vilas 
County  Medical  Society  met  in 
Rhinelander  on  September  16, 1993. 
The  meeting  was  held  at  the  Fire- 
side Restaurant.  Mike  Kirby,  SMS, 
discussed  the  Clinton  health  care 
plan.  New  members  accepted  are; 
Indravadan  Kansariwala,  MD;  James 
P.  Offord,  MD;  R.M.  Sookochoff, 
MD;  Michelle  Stoms,  MD;  and  Kevin 
Tadych,  MD. 

Ozaukee.  The  following  doctors 
were  approved  for  membership  at 
the  September  23,  1993,  meeting  of 


Buckley,  Roland  A.,  MD,  died  Aug 
31,  1993  in  Wauwatosa.  He  was 
born  Sept  8,  1905,  in  Erin,  Wiscon- 
sin. He  received  his  medical  degree 
Marquette  Medical  School  and 
served  his  internship  and  residency 


the  Ozaukee  County  Medical  Soci- 
ety; Joseph  Graboyes,  MD;  Anne 
Mattson,  MD;  and  William  Lorton, 
MD. 

Sheboygan.  At  the  September  23, 
1993,  meeting  of  the  Sheboygan 
County  Medical  Society,  member- 
ship was  approved  for  V.  Wade  Has, 
MD;  James  Nicholson,  MD;  and 
Robert  Wenberg,  DO. 

Taylor.  Bruce  C.  Salo,  MD,  has  been 
accepted  into  the  Taylor  County 
Medical  Society. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  member- 
ship for  Joe  M.  Davis,  DO;  Anthony 
F.  Graziano,  MD;  Steven  G.  Ham- 
mer, MD;  James  C.  Jones,  MD;  David 
R.  Madenberg,  DO;  and  Robert  L. 
Zoeller,  Jr.,  MD.*> 


at  Milwaukee  County  General  Hos- 
pital. Dr  Buckley  was  a physician  in 
the  US  Navy  during  WW  11.  He 
practiced  medicine  in  Durand  and 
Eau  Claire.  Dr  Buckley  was  a 
Continued  on  page  650 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.<» 
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When  You  Quit 
Smoking  You’re  Anxious. 
Irritable.  Hunorv,  Coughing. 

Yawung 
Out  Of  Your  Skin.  You 
Probably  Haven’t  Been 


■V  In  A While. 


The  accumulation  of  cancer  causing  tar  stops. 
The  carbon  monoxide  level  in  your  blood  drops. 
The  oxygen  level  in  your  blood  increases. 

Your  blood  pressure  lowers  toward  normal. 
Your  pulse  rate  returns  to  a normal  range. 

Your  chance  of  a heart  attack  decreases. 

As  you  can  see,  quitting  smoking  for  just  one  day  can  have  immediate,  positive  effects  on 
your  health.  So  why  not  join  the  nearly  18  million  smokers  who  will  quit  for  a day  during  the 
Great  American  Smokeout.  Because  as  you  can  see,  a day  does  make  a difference. 

The  Great  American  Smoteout 

^Thursday,  November  18th 

AAAERICAN 

THERE'S  NOTHING  ^>CANCER 
MIGHTIER  THAN  THE  SWORD  f SOCIETY® 


1-800-ACS-2345 


Continued  from  page  648 
member  of  the  SMS  and  the  AMA. 
He  is  survived  by  his  wife,  Irene;  a 
son,  Howard  Buckley  of  Portland, 
Maine;  a daughter.  Dr.  Monica 
Spaulding  or  Orchard  Park,  NY;  a 
brother,  and  a sister. 

Campbell,  Paul  E.,  MD,  died  Sept  7, 
1993  at  Waukesha  Memorial  Hospi- 
tal. He  was  bom  Sept  26, 1906.  He 
attended  the  University  of  Pennsyl- 
vania Medical  School,  where  he 
received  his  degree  in  1932,  intern- 
ing at  the  Mayo  Clinic.  During  WW 

11,  he  was  a lieutenant  commander 
in  the  US  Navy.  His  first  assign- 
ment was  with  the  naval  hospital  in 
Bethesda,  then  with  the  naval  hos- 
pital in  New  Orleans.  He  also  served 
on  the  USS  Kenton.  He  returned  to 
Waukesha  and  practiced  with  his 
father.  Dr  Campbell  was  the  first 
anesthesiologist  at  Waukesha 
Memorial  Hospital  and  served  as 
chief  of  staff  therefor  two  terms.  He 
was  a member  of  the  SMS  50- Year 
Club  of  the  SMS.  Dr  Campbell  is 
survived  by  his  three  daughters, 
Joanne  Kind  and  Christine  Moon, 
both  of  Waukesha  and  Patricia  Dick 
of  Belgium. 

Finney,  James  C.,  MD,  died  Aug 

12,  1993.  He  was  born  on  Feb  12, 
1918,  and  received  his  medical  edu- 
cation at  the  University  of  Kansas 
School  of  Medicine,  graduating  in 
1942.  He  served  an  internship  at  the 
US  Naval  Hospital  in  Great  Lakes, 
111.  He  practiced  medicine  at  Wash- 
ington Island,  Chicago,  Sturgeon  Bay 
and  in  Hilbert  for  22  years.  He  was 
a member  of  the  SMS  50- Year  Club. 

Schacht,  Walter  J.,  MD,  died  Sept 
15, 1993,  in  Elm  Grove.  Dr  Schacht 
attended  the  University  of  Wiscon- 
sin-Madison  Medical  School  and 
Northwestern  University  Medical 
School.  He  graduated  with  honors 
from  the  University  of  Wisconsin. 
He  served  an  internship  and  resi- 
dency at  Henry  Ford  Hospital,  De- 
troit. He  was  an  Honorary  and 


Physician-Citizen  of  the  Year 
nomination  letter 


Two  YEARS  AGO,  the  SMS  opened 
to  the  public  the  nomiation 
process  for  its  Physician-Citizen  of 
the  Year  award.  The  result  was  an 
overwhelming  outpouring  of  admi- 
ration and  affection  for  Wisconsin's 
physicians.  As  a service  to  the 
members  of  the  SMS,  the  WAiJ  is 
sharing  some  of  these  nominating 
letters  with  its  readers. 

The  letters  are  edited  only  for 
length  and  the  removal  of  personal 
names  (we'll  call  them  all  "Dr 
Badger").  The  letters  reprinted  are 
not  necessarily  the  nominations  of 
the  winning  physicians. 


Dr  Badger  is  one  of  a kind  in  this 
community.  His  deep  concern  for 
the  elderly  is  of  utmost  importance 
to  him.  He  takes  the  needed  time  to 
listen  to  their  complaints  and  is  very 
patient  and  gentle  with  them. 

My  mother  is  88  years  old  and 
had  it  not  been  for  Dr  Badger  she 
would  not  be  with  us  today.  Dr 
Badger  went  to  his  office  on  his  day 
off  to  help  her.  She  was  hospitalized 
and  within  twenty-four  hours  we 
seen  a dramatic  difference. 

We  are  now  looking  forward  to 
celebrating  her  89th  birthday.^ 


Emeritus  staff  member  of  the  de- 
partment of  medicine  section  gas- 
troenterology at  the  former  Good 
Samaritan  Medical  Center,  Milwau- 
kee. Dr  Schacht  was  a member  of 
the  American  College  of  Gastroen- 
terology, Milwaukee  Gastroenterol- 
ogy Society,  the  AMA,  the  Medical 
Society  of  Milwaukee  County,  a SMS 
50-Year  Club,  a charter  member  of 
the  Henry  Ford  Hospital,  Detroit 
Medical  Society,  and  AMPO  Medi- 
cal Fraternity,  Milwaukee.  Dr 
Schacht  is  survived  by  his  daugh- 
ters, Constance  Rutenber,  of  Farra- 
gut,  IN;  and  Karen  Rutenber,  Ar- 
lington Heights,  111,  a sister;  and  his 
granddaughters. 

Thompson,  Lee  H.,  MD,  died  Sept 
1,  1993,  at  the  age  of  68.  Before  he 
finished  his  undergraduate  studies 
at  Northwestern  University  in  Evan- 
ston, 111,  Dr  Thompson  spent  two 
years  in  the  navy.  He  received  a 
master's  degree  in  cellular  physiol- 


ogy from  the  University  of  Missouri. 
He  received  his  medical  degree  from 
the  University  of  Virginia,  and 
served  his  residency  in  Indianapo- 
lis. He  moved  to  Milwaukee  and 
became  one  of  the  area's  pioneers  in 
hemodialysis  and  toxicology.  He 
also  worked  as  a researcher  for 
Abbott  Laboratories  in  Illinois.  In 
addition  to  his  pediatric  practice,  he 
was  a medical  examiner  for  the 
Federal  Aviation  Administration 
and  an  associate  professor  of  pedi- 
atrics at  the  Medical  College  of  Wis- 
consin. He  was  a member  of  the 
SMS,  Milwaukee  County  Medical 
Society,  and  the  American  Acad- 
emy of  Pediatrics.  Dr  Thompson  is 
survived  by  his  wife,  Kathleen; 
daughters  Victoria  Mickschl  of  Glen- 
dale and  Joni  Schlicht  of  Menomonee 
Falls;  sons  Lee  Thompson  of  Mil- 
waukee, Dr  John  Korolewski  of 
Manitowoc,  and  David  Korolewski 
of  Grafton;  and  eight  grand- 
children.^ 
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Thankstous, 

ImiJlMi 

Vtoxisinites 
will  be  eraqjing 

dinriertaiA. 


I 


NO 

SMOKING  I 
SECTION 


It's  a sign  of  the  times.  And  thank 
goodness.  Because  second-hand  smoke  may 
not  only  cause  you  to  lose  your  appetite,  but 
your  life  as  well. 

You  see,  we  figured  that  one  of  the  best  ways 
to  protect  the  health  of  smokers  and  non- 
smokers  alike  was  to  improve  the  atmosphere 
in  the  places  they  go  — like  restaurants. 


Thus,  we  were  the  driving  force  behind 
Wisconsin's  Clean  Indoor  Air  Law.  WTiich  just 
happens  to  be  one  of  the  strongest  laws  of  its 
kind  in  America.  And  we  did  it  for  you. 

Help  clear  the  air.  Next  time  you're  out, 
request  a no  smoking  section.  Talk  to  the 
manager.  Or  talk  to  us  toll-free  at 
1-800-242-5160. 


AMERICAN 


LUNG  ASSOCIATION  of  Wisconsin 

The  Christmas  Seal  People® 


It’s  a Matter  of  Life  and  Breatif 


CES  Foundation 


The  individuals  and  organizations 
named  below  made  contributions 
to  the  Charitable,  Educational  and 
Scientific  Foundation  from  May 
through  September  1993. 

Beaumont  500  Club 
In  recognition  of  those  individuals, 
county  medical  societies,  auxiliaries 
who  contribute  their  support  to  the 
Fort  Crawford  Medical  Museum. 
Manitowoc  County  Medical 
Society  Auxiliary 

Special  Projects  and  Contributions 
AIDS  Education  Fund 
The  Back  Door,  Ltd. 

Brown  County  Student  Loan  Fund 
Dr  and  Mrs.  Robert  Schmidt 

General  Fund 
David  J.  Carlson,  MD 
Marathon  County  Medical 
Society  Alliance 

General  Scholarship  Fund 
La  Crosse  County  Medical  Society 

F.P.  Larme,  MD  Memorial  Fund 

Angela  and  Joan  Achammer 
Alexian  Brothers  Medical  Center 
Allegheny  National  Forest  Em- 
ployee's Association 
Mr  and  Mrs  B.F.  Arps 
Magdalen  Buelow 
Serena  Dawn  and  family 
Edwin  and  Mary  Embrey 
Jeanne  and  John  Evans 
Heather  Harvey 
Melvin  Jacobson 
Annabelle  Kestell 
Lila  Kilsdonk 
David  H.  Langenfeld 
Dr  and  Mrs  Henry  Lauson 
Irene  and  Timm  Leverenz 
Dr  and  Mrs  John  Martineau 
Virginia  McCormack 
Mr  and  Mrs  Ed  Mueller 
Dawnine  K.  Mulhern 
Mr  and  Mrs  Larry  Muldoon 
Louis  and  Nyla  Musser 
Estelle  Pauly 
Dr  and  Mrs  Doris  Pelviak 
Clifford  J.  Price 


Lillian  and  Verne  Russ 
Mr  and  Mrs  Dennis  Rybicke 
Helen  K.  Seichter 
Mr  and  Mrs  Charlie  Stephenson 
Mr  and  Mrs  Carl  Stumpf 


Dr  and  Mrs  Robert  Sullivan 
Ruth  Supita 

Dr  and  Mrs  Alvin  Theiler 
Dr  and  Mrs  Jim  Walsdorf 
Kathryn  Wettstein 


WHEN  SMOKERS  QUIT 

Within  20  minutes  of  smoking  that  last 
cigarette,  the  body  begins  a series  of 
changes  that  continues  for  years. 


20  MINUTES 

• Blood  pressure  drops  to 
normal 

• Pulse  rate  drops  to  normal 

• Body  temperature  of  hands 
and  feet  increases  to  normal 

8 HOURS 

•Carbon  monoxide  level  in 
blood  drops  to  normal 

• Oxygen  level  in  blood 
increases  to  normal 

24  HOURS 

• Chance  of  heart  attack 
decreases 

48  HOURS 

• Nerve  endings  start 
regrowing 

• Ability  to  smell  and  taste 
is  enhanced 

2 WEEKS  to  3 MONTHS 

•Circulation  improves 

• Walking  becomes  easier 

• Lung  function  increases 
up  to  30  percent 

1 to  9 MONTHS 

• Coughing, 
sinus  con- 
gestion, 
fatigue, 
shortness  of 
breath  decrease 

• Cilia  regrow  in 
lungs,  increasing  abil- 
ity to  handle  mucus,  clean 
the  lungs,  reduce  infection 

• Body's  overall  energy 
increases 


1 YEAR 

• Excess  risk  of  coronary  heart 
disease  is  half  that  of  a 
smoker 

5 YEARS 

• Lung  cancer  death  rate  for 
average  former  smoker  (one 
pack  a day)  decreases  by 
almost  half 

• Stroke  risk  is  reduced  to  that 
of  a nonsmoker  5-15  years 
after  quitting 

• Risk  of  cancer  of  the  mouth, 
throat  and  esophagus  is  half 
that  of  a smoker's 

10  YEARS 

• Lung  cancer  death  rate  simi- 
lar to  that  of  nonsmokers 

• Precancerous  cells  are 
replaced 

• Risk  of  cancer  of  the  mouth, 

throat,  esophagus,  bladder, 
kidney  and  pancreas 
decreases 

15  YEARS 

Risk  of 
coronary 
heart 
disease 
is  that 
of  a non- 
smoker 


Source;  American  Cancer  Society; 
Centers  for  Disease  Control  and 
Prevention 
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The  American  Heart  Association  has  funded  a billion  dollars  worth  of  research.  But  the 
lives  saved  make  our  research  programs  worth  more  than  dollars  and  cents  can  measure. 
You  can  help  prevent  heart  disease  and  stroke.  We  can  tell  you  how.  Call  1-800-AHA-USAl. 


American  Heart  Association 


This  space  provided  as  a public  service.  ©1993,  American  Heart  Association 


Continued  from  page  652 

Memorial  Gifts  made  from 
May  - September,  1993 
Dr  and  Mrs  Mario  Abellera 
Dr  and  Mrs  Robert  Baldwin 
Mark  and  Robin  Beard 
Dr  and  Mrs  George  Behnke 
Dr  and  Mrs  S.  Marshall 
Cushman,  Jr 

Dane  County  Medical  Society 
Dr  and  Mrs  Richard  Edwards 
Dr  and  Mrs  Louis  Hacker 
Mr  and  Mrs  Rick  Hensen 
Dr  and  Mrs  William  C.  Jansen 
Dr  and  Mrs  Robert  Johnston 
Dr  and  Mrs  Gerald  C.  Kempthorne 
Dr  and  Mrs  Dennis  Kontra 
Leif  H.  Lokvam 
Charles  R.  Lyons,  Sr. 

Dr  and  Mrs  Chuck  McKeown 
Dr  and  Mrs  John  Mielke 
Dr  and  Mrs  Kermit  Newcomer 
Dr  and  Mrs  E.J.  Nordby 
Dr  and  Mrs  Robert  Phillips 
Dr  and  Mrs  Robert  Schmidt 
Dr  and  Mrs  John  Scott 
Dr  and  Mrs  Glenn  Seager 
Dr  and  Mrs  Kenneth  Smigielski 
Dr  and  Mrs  Stephen  Speltz 
State  Medical  Society  of  Wisconsin 
Dr  and  Mrs  K.  Alan  Stormo 
Mr  and  Mrs  Earl  R.  Thayer 
Dr  and  Mrs  Leonard  Torkelson 
Edith  Tuxford-Barrett 
Edward  W.  Vetter 
Dr  and  Mrs  Filemon  Yao 

In  Memoriam 

In  loving  memory  of  those  individu- 
als who  will  grace  our  paths  forever. 

Upendra  S.  Apte,  MD 
William  W.  Baird,  MD 
Robert  Bengtson 
N.  Warren  Bourne,  MD 
Gordon  W.  Brewer,  MD 
Robert  Brummer 
Norman  M.  Clausen,  MD 
Ralph  Daoust 
Charles  Dungar,  MD 
Phillip  J.  Ferderbar,  MD 
Frederick  W.  Gissal,  MD 
David  N.  Goldstein,  MD 
Robert  G.  Hansel,  MD 
Arthur  J.  Jacobsen,  MD 
LeRoy  A.  Katko 
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Milford  Knause 
Albert  M.  Kohn,  MD 
Rose  A.  Kriz-Hettwer,  MD 
Gregory  P.  Langenfeld,  MD 
Francis  P.  Larme,  MD 
Kenneth  E.  Lemmer,  MD 
Roland  A.  Lochner,  MD 
Walton  R.  Manz,  MD 
John  O'Donnell  McCabe,  MD 
Stephen  M.  Mokrohisky,  MD 
Harvey  Monday,  MD 
James  W.  Nellen,  MD 
Howard  Pagel,  MD 
G.  Edward  Rozar,  Jr.,  MD 
Shimpei  Sakaguchi,  MD 
Eunice  Schaeffer 
Bert  B.  Schoenkerman,  MD 
Herman  H.  Shapiro,  MD 
John  F.  Stephenson 
Mrs.  Kathryn  Stephenson 
David  E.  Warner,  MD 
Virginia  Zehren,  MD 

The  individuals  named  below  made 
contributions  to  the  Charitable, 
Educational  and  Scientific  Founda- 
tion through  the  SMS  membership 
dues  statement  from  April  through 
August,  1993. 

Gregory  J.  Bachhuber,  MD 
James  H.  Barbour,  MD 
Ann  Bardeen-Henschel,  MD 
Daniel  J.  Barry,  MD 
Kathleen  Ann  Baugrud,  MD 
Charles  P.  Benedict,  MD 
Mark  M.  Bensen,  MD 
David  G.  Blake,  MD 
Phillips  T.  Bland,  MD 
Austin  J.  Boyle,  111,  MD 
Dragan  P.  Bogunovic,  MD 
Charles  H.  Brannen,  MD 
Kim  R.  Burch,  MD 
David  J.  Carlson,  MD 
Richard  W.  Cherwenka,  MD 
Norman  E.  Cohen,  MD 
Michael  M.  Cragg,  MD 
Arthur  C.  Crisostomo,  MD 
Frederick  J.  Davis,  MD 
Thomas  J.  Doyle,  MD 
Burnell  F.  Eckardt,  MD 
Rakki  G.  Elangovan,  MD 
Howard  A.  Evert,  MD 
Julie  A.  Freischlag,  MD 
Albert  L.  Freedman,  MD 
Burton  J.  Friedman,  MD 


John  V.  Gehring,  MD 
Gerald  G.  Govin,  MD 
Roger  S.  Gray,  MD 
Robert  A.  Helminiak,  MD 
David  M.  Hoffmann,  MD 
C.  Robert  Jackson,  MD 
Walter  H.  Jaeschke,  MD 
Robert  A.  Kessler,  DO 
Paul  D.  Koch,  MD 
Wayne  H.  Konetzki,  MD 
John  A.  Kozisek,  MD 
Joseph  M.  Kreutz,  MD 
Timothy  A.  Kurten,  MD 
Robert  H.  Lehner,  II,  MD 
Jules  D.  Levin,  MD 
Roland  R.  Liebenow,  MD 
Loyda  Ong  Loria,  MD 
William  J.  Madden,  MD 
Michael  Martinez,  MD 
Meenakshi  Maski,  MD 
Donald  H.  McDonald,  MD 
Thomas  C.  Meyer,  MD 
Henry  R.  Mol,  MD 
Jane  M.  Moir,  MD 
John  R.  Nickelsen,  MD 
Ronald  W.  Olson,  MD 
Clifford  J.  Opatken,  MD 
Allan  R.  Pasch,  MD 
L.M.  Pippin,  MD 
Evan  F.  Pizer,  MD 
Garrold  M.  Pyle,  MD 
Fred  S.  Racadio,  MD 
Patricia  R.  Raftery,  DO 
R.  James  Rasmussen,  MD 
Arthur  L.  Reinardy,  MD 
Everett  W.  Reinardy,  MD 
Paul  H.  Rehnstrom,  DO 
Donene  A.  Rowe,  MD 
Mark  T.  Roznik,  MD 
Martin  H.  Sahs,  MD 
Joseph  B.  Schrock,  Jr,  MD 
John  L.  Sims,  MD 
Clifford  J.  Simske,  MD 
Gilbert  H.  Stannard,  Jr,  MD 
James  B.  Stiehl,  MD 
William  L.  Trager,  MD 
Maxwell  H.  Weingarten,  MD 
Joseph  F.  Wepfer,  MD 
Paul  A.  Wertsch,  MD 
Warren  H.  Williamson,  MD 
Shawn  P.  Wilson,  MD 
Margaret  C.  Winston,  MD 
Robert  C.  Wubben,  MD 
Raymond  C.  Zastrow,  MD 
James  F.  Zimmer,  MD^ 


Wisconsin  Medical  Journal  • November  1993 


SOUTHERN  WISCONSIN  - Well-es- 
tablished clinic  is  expanding  Family 
Practice  Division.  Practice  options  in- 
clude: full  range  clinical  services;  satel- 
lite office;  or  Urgent  Care.  Busy  practice, 
call  1:5,  salary  guarantee.  Contact  Laura 
Hays,  800-765-3055, 222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  Fax  314-726- 
3009.  11-12/93 

IMMEDIATE  OPENING  FOR  INTER- 
NIST/FAMILY PRACTITIONER  to 
join/ take  over  non-traditional  adult  and 
geriatric  practice  with  a small  hospital 
practice  and  large  nursing  home  prac- 
tice. Low  level  call  schedule.  Contact 
G.D.  Trepanier,  M.D.,  481  E.  Division 
Street,  Fond  du  Lac,  WI  54935  or  call 
(414)  922-1900.  11/93 

IMMEDIATE  OPENING,  One  Inter- 
nist or  Family  Practitioner  (Internist  pre- 
ferred) at  a 200  bed  acute  treatment 
psychiatric  hospital,  JCAHO  approved. 
Medicare  certified,  affiliated  with  the 
University  of  Iowa  Medical  College. 
FORTY  HOUR  WORK  WEEK.  NO 
NIGHT  OR  WEEKEND  ON  CALL.  Situ- 
ated in  picturesque  Northeast  Iowa  near 
large  cities  with  cultural  advantages. 
Ideal  for  family  living.  Golf  club,  hunt- 
ing and  fishing  area,  good  schools,  etc. 
Salary  to  $94,640.00.  State  law  protects 
employees  against  malpractice.  State 
pension  plan.  Unique  deferred  annuity 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
WI  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


plan.  Generous  sick  leave  and  vacation. 
Write  or  call  collect:  B.J.  Dave,  M.D., 
Superintendent,  Mental  Health  Institute, 
Independence,  Iowa  50644.  Telephone: 
319-334-2583.  AN  EQUAL  OPPORTU- 
NITY/AFFIRMATIVE ACTION  EM- 
PLOYER. 11-12/93  -4/94 

STAFF  PHYSICIAN:  Exciting  opportu- 
nity for  an  individual  to  work  as  part  of 
an  innovative  multi-disciplinary  care 
team  developing  a state  of  the  art  com- 
munity based  managed  care  model  that 
combines  acute  health  and  long  term 
care  for  people  who  are  elderly,  frail  and 
disabled.  Seeking  physician  who  is  Board 
Certified  in  Internal  Medicine  or  Family 
Practice.  Subspecialty  in  Geriatrics  de- 
sirable. Possibility  of  also  serving  as 
program's  Medical  Director.  Good 
communication  skills  and  the  ability  to 
work  as  part  of  a team  a must.  Send 
resume  and  letter  of  interest  to  Elder 
Care  of  Dane  County,  517  N.  Segoe  Road, 
Suite  309,  Madison,  WI  53705.  11/93 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
OB/GYN 


Single  and  multi-specialty,  and  solo 
opportunities  available. 

Wisconsin  New  York 

Ohio 

Nebraska  Ileinois 

For  addiuonal  information  please  call 
1-800-243-4353  or  414-241-9500 

Strelcheck  &t  Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon.Wl  53092 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dunhill  Physician  Search 
1-800-334-6407 

11-12/93-1/94 


— Classified  ads 

MADISON,  WISCONSIN  - URGENT 
CARE.  Dean  Medical  Center  a 240  phy- 
sician multispecialty  group  is  seeking 
TWO  Urgent  Care  physicians  to  join  its 
7 member  Urgent  Care  Department. 
Qualified  applicants  should  be  BE/BC 
in  Family  Practice,  Emergency  Medicine 
or  Internal  Medicine  with  exprerience  in 
Pediatrics.  Dean  Medical  Center  oper- 
ates two  Urgent  Care  Centers  365  days 
per  year,  from  7:00  a.m.  - 11:00  p.m. 
Excellent  compensation  and  benefits  with 
shareholder  eligibility  after  two  years  of 
employment.  For  more  information 
contact  Scott  M.  Lindblom,  Dean  Medi- 
cal Center,  1808  W.  Beltline  Highway, 
P.O.  Box  9328,  Madison,  Wisconsin, 
53715-0328,  at  work  1-800-279-9966  or 
(608)  259-5151  or  home  (608)  833-7985. 
An  Equal  Opportunity  Employer. 

11-12/93 


ORTHOPEDIC  SURGEON 

CHIRON,  LTD.,  the  largest  pro- 
vider of  Independent  Medical 
Evaluations  (IME's)  in  Wiscon- 
sin, seeks  a board  certified  ortho- 
pedic surgeon  to  join  our  staff 
full-time  in  providing  IME's  of 
injured  individuals  at  various 
clinic  sites  in  Wisconsin.  Under 
the  direction  of  James  M.  Huffer, 
MD,  Orthopedic  Surgeon,  Chi- 
ron offers  an  excellent  opportu- 
nity to  remain  active  without 
the  responsibilities  of  a surgical 
practice.  Chiron  offers  an  excel- 
lent financial  package. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD. 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
or  call  608-231-3030 


CHIRON 


The  Rehabilitation  Experts 

8/93-1/94 
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MADISON,  WISCONSIN  - Dean 
Medical  Center,  a 240  physician  multis- 
pecialty group  is  seeking  additional 
family  physicians  to  join  its  30  member 
department.  Positions  are  located  at  our 
Arcand  Park  and  Sun  Prairie  Clinic  loca- 
tions. Madison  is  the  home  of  the  Uni- 
versity of  Wisconsin  with  enrollment  of 
over  40,000  students  and  the  state  capi- 
tal. Abundant  cultural  and  recreational 
opportunities  are  available  year  round. 
Excellent  compensation  and  benefits  are 
provided  with  employment  leading  to 
shareholder  status.  For  more  informa- 
tion contact  Scott  M.  Lindblom,  Dean 
Business  Office,  1808  West  Beltline  Hwy., 
P.O.  Box  9328,  Madison,  Wisconsin, 
53715-0328,  work  at  1-800-279-9966,  (608) 
259-5151  or  at  home  (608)  833-7985.  An 
Equal  Opportunity  Employer. 

11-12/93 


DISSATISFIED  WITH 
YOUR  PRACTICE? 
OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 

WISCONSIN  NATIONAL 

Milwaukee  Indianapolis 

Sheboygan  Chicago 

Beloit  Pittsburgh 

Madison  Cincinnati 

Kenosha  Jacksonville 

Confidential  * References 

(No  cost  to  you  - our  clients  pay  all 
costs) 

The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


MADISON,  WISCONSIN  - Dean 
Medical  Center  a growing  240  physician 
multispecialty  group  with  over  21  loca- 
tions is  seeking  additional  BE/BC  inter- 
nists to  join  their  25  member  depart- 
ment. Opportunities  are  available  at  our 
clinics  in  Stoughton  and  Sun  Prairie. 
Madison  is  the  home  of  the  University  of 
Wisconsin  with  enrollment  of  over  40,000 
students  and  the  state  capital.  Abun- 
dant cultural  and  recreational  opportu- 
nities are  available  year  round.  Excel- 
lent compensation  and  benefits  provided 
with  employment  leading  to  shareholder 
status.  For  more  information  contact 
Scott  M.  Lindblom,  Physician  Recruiter, 
Dean  Business  Office,  1808  West  Beltline 
Hwy.,  P.O.  Box  9328,  Madison,  Wiscon- 
sin, 53715-0328,  work  1-800-279-9966, 
(608)  259-5151  or  at  home  (608)  833-7985. 
An  Equal  Opportunity  Employer. 

11-12/93 

WISCONSIN  - BC/BEGeneral  Internist 
needed  to  join  an  eight-member  team  of 
Internists  in  a busy  20-physician  multi- 
specialty group  practice.  Candidates 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
workweek.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  cultural,  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

11/93 


with  sub-specialty  training  or  interest 
will  be  considered.  Lovely  community 
of  35,000  located  mid-state  on  the  west- 
ern shore  of  Lake  Michigan.  First  year 
salary  guaranteed  plus  excellent  benefit 
package.  Contact  or  send  C.V.  to:  James 
Robinson,  Administrator,  Manitowoc 
Clinic,  601  Reed  Avenue,  PO  Box  1270, 
Manitowoc,  WI  54221-1270.  Telephone 
414-682-8841.  11-12/93,1/94 

BEAUTIFUL  NORTHWESTERN  ILLI- 
NOIS: Seeking  primary  care  physicians- 
family  practice  or  internal  medicine-to 
staff  quiet,  low-volume  emergency  de- 
partment in  50-bed  hospital  in  growing 
community.  Near  to  Chicago  amenities. 
Excellent  pay  and  benefits.  Supportive 
medical  staff  and  administration  and 
well-trained,  pleasant  nursing  staff. 
Contact  Michael  Parker,  MD,  (815)395- 
5261,  Saint  Anthony  Medical  Center,  5666 
East  State  St.,  Rockford,  IL  61108-2742. 

11-12/93 

MIDWEST:  BC/BE  PRIMARY  CARE 
PHYSICIANS  - FAMILY  PRACTITIO- 
NERS, PEDIATRICIANS  AND  INTER- 
NAL MEDICINE  - ALSO  GENERAL 
SURGEONS,  OB-GYN,  PSYCHIA- 
TRIST, UROLOGIST,  PULMONOLO- 


PPS  for  PSP-" 
Practices  Seeking  Physicians 
Physicians  Seeking  Practices 
Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.Box  791«  Brookfield,  Wi  5.1008-0791 

1-800-747-0606  (414)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-specialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  winning  school  system, 
and  four  beautiful  lakes.  Call  collect: 
(608)  252-8580,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  WI  53703.  2-12/93 
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GIST,  OCCUPATIONAL  MEDICINE. 
Competitive  guarantees/ fringes.  Secure- 
family  oriented  life  style.  Interview/ 
relocation  expenses  paid  - Call  MEDI- 
CAL MANAGEMENT  800-550-3627, 
FAX  319-236-0376  OR  WRITE  807  RIV- 
ERSIDE DRIVE,  WATERLOO,  IOWA 
50703. 

FACULTY  NEEDED  IMMEDIATELY 
- SOUTHERN  WISCONSIN  FAMILY 
PRACTICE  RESIDENCY  PROGRAM 
The  Southern  Wisconsin  Family  Prac- 
tice Residency  Program  (SWFPRP)  is 
currently  seeking  one  full-time  board 


The  Department  of  Veterans  Af- 
fairs is  seeking  positions  in  the  fol- 
lowing areas  to  staff  a new  outpa- 
tient clinic  in  Appleton,  WI,  a lovely 
community  on  the  shores  of  Lake 
Winnebago  in  the  Fox  River  Val- 
ley: 

• Two  BC/BE  Internists  to  pro- 
vide direct  patient  care  and 
supervise  para-health  profes- 
sionals 

• BC / BE  Internist  to  function  as 
Lead  Physician  sup>ervising  the 
medical  and  para-health  pro- 
fessionals (2-3  MD's  and  1 PA) 
and  provide  direct  patient  care 
maintaining  a high  quality  of 
patient  care 

• Physician  Assistant  to  provide 
direct  patient  care  under  the 
supervision  of  the  Internist 
Medicine  staff. 

The  clinic  is  an  outpatient  primary 
care  satellite  of  the  Milwaukee 
VAMC.  The  opening  of  this  facil- 
ity is  planned  for  Spring,  1994. 
Competitive  salaries  and  fringe 
benefits  are  offered.  Applicants 
may  be  subject  to  random  drug 
screening.  Interested  candidates 
should  submit  a CV  and  cover 
letter  to:  Clement  J.  Zablocki  VA 
Medical  Center,  5000  W.  National 
Avenue,  Milwaukee,  WI  53295, 
(414)  382-5310.  The  Clement  J. 
Zablocki  VAMC  is  an  Equal  Op- 
portunity/Affirmative Action 
Employer. 


certified  family  physician  to  join  our 
community-based  6-6-6  residency  pro- 
gram. Developing  the  obstetrics  and 
procedural  training  curriculum  will  be 
important.  Responsibilities  include 
teaching  residents,  patient  care  includ- 
ing obstetrics,  and  scholarly  activities. 
An  attractive  call  schedule  is  offered. 
Compensation  is  negotiable,  and  gener- 
ous fringe  benefits  are  offered.  Janesville 
is  a family -oriented  community  of  53,000 
located  in  southern  Wisconsin  offering 
the  security  of  small-town  living  with 
proximity  to  major  metropolitan  areas. 
All  qualified  applicants  considered.  Po- 
sition will  remain  open  until  filled.  Need 
is  immediate  and  starting  date  is  flex- 


ible. Address  CV  and  letter  of  applica- 
tion to  Gregory  L.  Darrow,  M.D.,  Direc- 
tor, Southern  Wisconsin  Family  Practice 
Residency  Program,  849  Kellogg  Ave- 
nue, Janesville,  Wisconsin,  53546. 

9/93;TFN 

WISCONSIN:  Family  practitioner 

needed  by  a growing  practice  of  a four 
physician  group  in  a friendly  rural 
community  in  Northeast  Wisconsin  near 
Green  Bay.  This  is  an  excellent  opportu- 
nity to  join  an  established  organization. 
Highly  competitive  salary  with  benefits. 
Please  contact:  Artwich  Clinic,  Oconto 
Falls,  Wisconsin  54154.  9/ 93-4/ 94 


CHILD/GENERAL 

PSYCHOLOGIST 

A full-time  general  or  child/ gen- 
eral psychiatrist  is  needed  in  beau- 
tiful northern  Wisconsin! 

This  area  affords  the  best  in  rural 
living  with  many  beautiful  lakes, 
streams  and  rivers.  We  are  a 20 
bed  acute,  JCAHO  accredited, 
psychiatric  unit  located  at  Saint 
Mary's  Hospital  in  Rhinelander, 
WI.  We  service  both  inpatients 
and  outpatients  within  a 75  mile 
radius.  Our  goal  is  to  make  this 
the  mental  health  center  of  the 
northwoods.  We  have  an  excel- 
lent salary  and  benefit  package 
available.  Weekend  coverage  is 
provided. 

A challenging  but  rewarding  po- 
sition for  a mature  competent 
psychiatrist. 

Contact  or  send  CV  to: 

N.  Wilson,  MD 
1044  Kabel  Avenue 
Rhinelander,  WI  54501 
(715)  369-6433 


SACRED  HEART- 

SAINT  MARY’S  HOSPITALS, 

INCORPORATED 

A MEMBER  OP  MINISTRY  CORPORATION 
.SISTERS  OF  THE  SORROWFUL  MOTHER 

Equal  Opportunity  Employer 

11/93 


Wisconsin  - Ohio  - Michigan 


Neurosurgery  Oncology 

Orthopedics — Hand  Orthopedics 

Gastroenterology  Urology 

Occupational  Medicine 

Single  and  multi-speciaUy  opportunities. 
Lakeshore  communities  available. 
Attractive  Guarantees  and  Benefit  Packages. 

For  specific  information  please  call 
1-800-243-4353  or  414-241-9500. 

Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  WI  53092 


PHYSICIAN 
MEDICAL  DIRECTOR 
PRIMARY  CARE  CLINIC 
IMMEDIATE 
OPPORTUNITY 

7:30  - 4:00  Mon.— Fri. 

JSA  Healthcare  Corp.  is  looking 
for  a Primary  Care  Physician  to 
direct  and  service  the  Troop 
Medical  Clinic  at  Ft.  McCoy, 
Sparta,  WI.  Position  requires  a 
MD  or  DO,  with  ambulatory  care 
experience,  current  license  in  one 
of  the  fifty  states  and  ACLS/BCLS. 
Competitive  financial  considera- 
tion is  offered  with  paid  malprac- 
tice/CME. 

NO  NIGHTS  - NO  CALL  - NO 
WEEKENDS  - NO  HOLIDAYS!!! 
CONTACT: 

SUSAN  BRAY  1-800-966-2811 
10-11/93 
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MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 

internal  medicine,  urology,  oncology, 
pediatrics  and  OB/Gyn.  Competitive 
salary,  excellent  fringe  benefits.  Address 
inquiries  and  CV  to:  Medical  Associates 
Administrator,  PO  Box  427,  Menomonee 
Falls,  WI  53052-0427. 

9-12/93 


INDEPENDENT  MEDICAL 
EVALUATIONS 
ALL  MEDICAL 
SPECIALTIES 

Enjoy  professional  independ- 
ence and  a profitable  practice. 
CHIRON,  LTD,  is  the  largest 
provider  of  Independent  Medi- 
cal Examinations  (IMF's)  in 
Wisconsin.  Thanks  to  contin- 
ued strong  growth,  we  are  seek- 
ing experienced  board  certified 
physicians  in  all  medical  spe- 
cialties. As  an  independent 
contractor,  you  enjoy  the  free- 
dom to  work  full  or  part-time  in 
our  office  or  receive  referrals 
directly  to  your  office. 

Receive  substantial  compensa- 
tion; set  your  own  schedule;  sup- 
plement your  current  practice; 
receive  professional  and  admin- 
istrative support  services  and 
training  under  the  direction  of 
James  M.  Huffer,  MD,  Medical 
Director. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
I'elephone:  608-231-3030 


CHIRON 


The  Rehabilitation  Experts 
8/93-1/94 


FAMILY  PRACTICE  PHYSICIAN 
needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 
ice area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 
oriented  community  within  two  hours 
of  Minneapolis/ St.  Paul.  Competitive 
salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  M.D.,  Medical 
Director,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552. 

9-11/93 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opportunities  in  family  practice,  inter- 
nal medicine  and  ob/gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 


INTERNAL  MEDICINE 
MINNESOTA 

Progressive  primary  care  based 
multispecialty  group  seeking  BE/ 
BC  internist  to  expand  existing  3 
person  department.  We  are  look- 
ing for  someone  interested  in  in- 
patient as  well  as  out-patient  medi- 
cine. Subspeciality  interest  would 
be  an  advantage. 

Located  just  20  minutes  north  of 
downtown  Minneapolis,  the  area 
offers  suburban  living  with  easy 
access  to  an  unlimited  array  of 
family,  cultural,  education  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including:  paid  vacation 
and  CME;  all  insurances  paid  and 
partnership  potential  after  one 
year.  Please  respond  with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

11/93 


semi-rural  settings.  Teaching  opportu- 
nities with  North/ University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 
cess to  Minneapolis/ St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  If  you're  BC/BE,  send  your  CV 
or  call  in  confidence:  North  Physician 
Placement  Office,  North  Memorial  Medi- 
cal Center,  3300  Oakdale  Ave.  North, 
Robbinsdale,  MN  55422.  Nationwide 
and  Canada  1-800-275-4790.  In  the  Twin 
Cities,  call  612-520-1336.  9-12/93 

FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICIAN  to  join  progressive  13-phy- 
sician  group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022  (715) 
425-6701.  c9tfn/91 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 
cine, Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 
recreational.  Northern  Michigan,  fam- 


PHYSICIAN 

Are  you  ready  for  a change  from 
Clinical  Medicine?  We  have  a full 
time  position,  located  in  Plymouth, 
MN,  in  Insurance  Medicine.  Pri- 
mary duties  involve  providing 
medical  consultation  to  life  un- 
derwriters and  claims  reviewers, 
interpreting  ECGs  and  chest  x-rays 
and  occasional  physical  examina- 
tions. Excellent  benefits,  regular 
hours,  weekends  free.  Internal 
medicine  or  board  certified  family 
practitioners  preferred.  If  you're 
interested  in  employment  with  the 
insurance  leader,  send  a resume 
and  salary  history  to: 

J.  Krysinski,  HRAD 
THE  PRUDENTIAL 
P.O.  Box  1143 
Minneapolis,  MN  55440 

Smoke  Free  Environment 
Affirmative  Action  Employer 
11/93 
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ily-oriented  community.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  John  Schotx  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49801.  800-236-3240.  11/93 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FFS.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217, 
Eau  Claire,  WI  54702-3217;  ph  715-836- 
8552.  10-12/93 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Dermatology,  Family 
Medicine,  Gastroenterology,  Obstetrics/ 
Gynecology,  Pediatrics,  Occupational 
Medicine  and  Urology.  Large  multi- 
specialty group  located  in  central  Wis- 
consin. Competitive  salary  (incentive 
after  first  year).  Comprehensive  benefit 
package  including  malpractice  insur- 


HealthSpan,  a regional  health  care 
system  with  sites  in  Minneapolis, 
Saint  Paul  and  leading  communi- 
ties within  a 150  mile  radius  of  the 
Twin  Cities,  offers  practice  oppor- 
tunities in: 

• Emergency  Medicine 

• Family  Practice 

• Hematology/ Oncology 

• Internal  Medicine 

• Obstetrics/ Gynecology 

• Pediatrics 

• Physiatry 

• Psychiatry 

• Urgent  Care 

Contact: 

HealthSpan 
Medical  Affairs 
2810  57th  Avenue  North 
Minneapolis,  MN  55430 
800-248-4921  or  612-574-7756. 

10-12/93 


ance,  flexible  benefit  plan  and  profit 
sharing.  Modem  facility  located  directly 
across  the  street  from  250-bed  acute  care 
facility.  The  area  is  ideal  for  outdoor  en- 
thusiasts (including  large  downhill  ski 
area)  with  outstanding  cultural  activi- 
ties year  round.  Write  or  call  collect 
David  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727 
Plaza  Drive,  Wausau,  Wisconsin  54401, 
telephone  (715)  847-3235.  2/93;TFN 


Medical  Meetings-Continuing 
Medical  Education 


AMA 

December  5-8,  1993:  Interim  House  of 
Delegates,  New  Orleans. 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


OCCUPATIONAL  MEDICINE 
INTERNAL  MEDICINE 
MILWAUKEE,  WISCONSIN 

The  Clement  J.  Zablocki  VA  Medi- 
cal Center,  Milwaukee,  WI  is  seek- 
ing applications  for  an  occupa- 
tional medicine/ internal  medicine 
physician  with  strong  clinical  lead- 
ership abilities  to  direct  its  Em- 
ployee Health  Service.  This  is  a 
unique  opportunity  to  provide  a 
comprehensive  array  of  clinical 
services  to  the  over  2000  employ- 
ees of  this  facility.  This  position 
may  also  include  the  opportunity 
to  treat  patients  in  scheduled  and/ 
or  unscheduled  clinics.  Desire/ 
training  in  occupational  medicine 
is  a plus.  Competitive  salary, 
benefits,  CME  time.  The  Milwau- 
kee area  provides  a wide  variety 
of  cultural  and  recreational  op- 
portunities. Candidates  should 
submit  a CV  and  cover  letter  to: 
Chief,  Human  Resources  Manage- 
ment Service,  Zablocki  VA  Medi- 
cal Center,  Milwaukee,  WI  53295. 
The  Clement  J.  Zablocki  VA  Medi- 
cal Center  is  an  Equal  Opportu- 
nity/Affirmative Action  Em- 
ployer. 


Miscellaneous 


ATTENTION;  CARTOON  FANS  AND 
COLLECTORS!  Andrew  Toos,  one  of 
the  country's  leading  cartoonists,  is  of- 
fering originals  and  prints  of  his  hilari- 
ous work  on  the  medical  profession  that 
have  appeared  in  such  magazines  as 
THE  SATURDAY  EVENING  POST,  SPY, 
OMNI,  PENTHOUSE,  TV  GUIDE  and 
COSMOPOLITAN.  Cartoons  can  be 
personalized  to  your  order  and  are  suit- 
able for  framing.  GREAT  FOR  GIFTS! 
To  receive  a catalogue  and  price  list, 
contact:  ANDREW  TOOS,  8 Laurel  Drive 
South,  Sherman,  CT  06784,  (203)  350- 
3718  Phone/ Fax.  10-12/93 


Primary  Care  Update 
Utilization  and  Application  of 
Cardiology 
February  25  & 26, 1994 

Course  Directors: 

Dr.  M.  Wasiullah,  Dr.  J.  Leibsohn, 
Dr.  M.  Becker 

The  course  will  be  held  at  the 
Wyndham  Hotel  in  downtown 
Milwaukee  on  Feb.  25  and  26, 1994. 
This  one  and  a half  day  accredited 
course  is  designed  to  update  the 
primary  care  physician  on  the 
utilization  of  various  cardiology 
applications  - new  thrombolytic 
agents,  cardiogenic  syncope,  cur- 
rent concepts  in  the  treatment  of 
hypertension,  survival  post  MI, 
new  NCEP  lipid  guidelines,  office 
management  of  CHF,  treatment 
and  diagnoses  of  arrythmias,  role 
of  anticoagulants  in  DVT/atrial 
fib,  EKG  when  and  who. 

In  addition,  there  will  be  work- 
shops to  insure  good  application 
of  various  diagnostic  procedures  - 
EKG,  chest  X-ray,  stress  testing, 
imaging.  Included  in  this  course 
registration  is  daily  continental 
breakfast,  lunch  (with  guest 
speaker)  on  Friday,  and  CME 
credit.  Based  on  the  meeting  for- 
mat we  have  applied  for  16  hours 
of  AAFP  credit.  Price:  $50/ physi- 
cian; $25/ resident/ intern. 

For  further  information  call  414- 
481-8400.  11-12/94-1-2/94 
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Continued 

THE  BANANA  PEEL.  A tax  manage- 
ment newsletter  containing  inside  infor- 
mation drawn  from  physicians'  experi- 
ences. Call  1-800-SLIPUPS,  or  write  The 
Banana  Peel,  2177  Barry  Drive,  Fort 
Myers,  Florida  33907  for  your  compli- 
mentary copy.  (ISSN  1069-9449).  The 
Banana  Peel  respects  your  privacy  and 
does  not  sell,  rent,  or  exchange  your 
name/address.  10-12/93 


For  Sale 


BUILDING  FOR  SALE: 
Wauwatosa,  corner  50'  X 124'  lot. 
Zoned  Medical.  Currently  dental 
office  - 864  sq.  ft.  plus  2nd  floor 
apt.  Approved  for  550  sq.  ft.  addi- 
tion and  9 stall  parking  lot.  Dr. 
Scheels  eves.  414-784-7742.  tfn 


FOR  SALE:  Kodak  DT-60  Ana- 
lyzer purchased  new  12-1-92. 
Never  used  for  patient  testing  due 
to  consolidation  of  2 clinic  labs. 
For  more  info  call  608-348-4677  or 
write  to  PO  Box  659,  Platteville, 
WI 53818.  11/93 


State  Medical  Society  of  Wisconsin 

Dates  and  locations  of 
ANNUAL  MEETINGS  - 1994-1995 

The  1994  meeting  will  be  in  Milwaukee 
at  the  Milwaukee  Exposition  and 
Convention  Center  and  Arena 
(MECCA)  and  the  Hyatt  Regency  as 
the  headquarters  hotel. 

1994  - April  13-16:  Milwaukee 

1995  - April  5-8;  Milwaukee 

Further  information:  Commission  on 
Continuing  Medical  Education,  State 
Medical  Society  of  Wisconsin,  Box 
1109,  Madison,  Wl  53701.  Local 
Telephone:  257-6781;  toll-free:  1-800- 
362-9080. 
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HEART 


We’re  Making  a Difference. 

American  Heart 
Association 


THIS  LISTING  is  compiled  by  theState 
Medical  Society  of  Wisconsin  in  coop- 
eration with  others  who  wish  to  main- 
tain a centralized  schedule  of  meetings 
and  courses  of  interest  to  Wisconsin 
physicians  and  to  avoid  scheduling 
programs  in  conflict  with  others.  Hos- 
pitals, clinics,  specialty  societies,  and 
medical  schools  are  particularly  invited 
to  utilize  this  listing  service.  There  is  a 
nominal  charge  for  listing  of  Continu- 
ing Medical  Education  courses  at  the 
following  rates:  55  cents  per  word,  with 
a minimum  charge  of  $25.00  jier  listing. 
All  listings  must  be  prepaid. 

BOXED  LISTINGS;  $30.00  per  column 
inch.  Listings  of  other  scientific  meet- 
ings will  be  included  at  the  discretion 
of  the  editors. 

COPY  DEADLINE  for  listings  is  1st  of 
the  month  preceding  the  month  of 
publication:  eg,  copy  for  the  August  is- 
sue is  due  by  July  1.  Address  commu- 
nications to:  Wisconsin  Medical  Jour- 
nal, Box  1109,  Madison,  WI  53701;  or 
phone  608-257-6781;  or  toll-free  1-800- 
362-9080. 

OTHER  MEETINGS  in  the  United 
States  are  published  in  the  first  issue  of 
each  month  of  the  Journal  of  the  Ameri- 
can Medical  Association. 
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1WAMA-321 


Think  of  it  as  9-1-1  for 
America's  health  care 
system. 


Today,  a number  of  Americans  think  the  answer  to  our  health  care  prob- 
lems is  a single-payor,  national  system. 

Thankfully,  a number  disagree.  They  think  that  our  current  system  needs 
to  be  reformed.  Not  replaced.  They’re  your  peers  in  the  American  Medical 
Association,  who  support  Health  Access  America.  And  they’re  your  patients. 

Health  Access  America  comes  to  the  rescue  with  a plan  to  improve  pro- 
grams such  as  Medicare  and  Medicaid,  and  to  require  employer-sponsored 
health  insurance,  without  sacrificing  the  strengths  of  the  current  system. 

So  if  you  number  among  those  who  want  reform,  call  for  help.  Call  for 
the  kind  of  changes  that  will  benefit  all  Americans.  Call  1-800-AMA-3211 
for  more  information  on  Health  Access  America. 


Health 

Access 

America 

The  AMA  proposal  to  improve  access 
to  affordable,  quality  health  care. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


With  PIC,  You’re  Not  Alone  in  the  Cold 

\po(r)-'f6r-m0n(t)s\  : accomplishment;  efficiency;  Ihefiiljillment  of  a promise  or  recjiiesl.  (Webster's  dictionary) 


when  claims  increased  dramatically  in  the  mid-1980s  and  the 
Wisconsin  business  climate  was  no  longer  as  profitable,  some 
liability  insurance  carriers  cut  their  losses  and  ran. 

But  rest  assured,  as  a Madison-based  company  endorsed  by  the 
State  Medical  Society  of  Wisconsin,  we  are  here  to  stay. 

You  get  more  than  insurance  with  Physicians  Insurance  Company 
of  Wisconsin.  You  get  a long-term  commitment  to  address  your 
current  needs,  and  to  anticipate  changes  and  prepare  for  trends  that 
will  affect  your  role  within  the  health  care  industry  in  the  years  to 
come. 

With  other  companies,  you  get  an  annual  invoice.  With  PIC,  you 
get  a team  of  experts: 


• a risk  manager,  who'll  visit  your  clinic  and  help  you  improve 
your  loss  prevention  strategies; 

• an  SMS  Insurance  Services  agent  who'll  personally  update 
your  coverage; 

• an  underwriter,  who'll  work  with  you  to  ensure  you  receive  all 
the  cost-saving  benefits  you've  earned; 

• a top-notch  defense  team  dedicated  to  protecting  your 
reputation  and  financial  future. 

No  matter  how  severe  the  claims  environment,  we'll  never  leave 
you  alone  in  the  cold. 

It  all  amounts  to  performance.  At  PIC-Wisconsin,  we  define  it  with 
a capital  "P." 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 
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If  You  Think  The  Cost  Of  Livii^ 

Is  High  Today. . . 

What  About  Tomorrow? 


We  can’t  precisely  predict  the  future.  But,  one  thing  is  certain. 
It’ll  be  expensive.  Retirement  is  expensive.  So  is  death. 
They’re  expensive  because  your  financial  needs  continue, 
while  your  earned  income  ends. 

Either  way,  you  need  to  prepare  for  the  future.  Providing 
dollars  to  cover  family  living  expenses.  Your  children’s 
education.  Your  mortgage,  business,  and  other  commitments. 
Estate  taxes  and  expenses.  And  you  want  to  assure  your  own 
financial  security  after  you  stop  practicing  medicine. 


You  can  do  all  this  with  the  help  of  SMS  Insurance  Services. 
We’re  the  only  Wisconsin  based,  physician  owned  insurance 
agency  exclusively  seiwing  the  medical  community.  So  we 
understand  your  needs  better  than  anyone  else.  We  provide 
strategic  insurance  planning.  A comprehensive  approach  to 
your  insurance  needs  based  on  your  current  obligations  and 
future  objectives. 

You  can’t  predict  the  future,  but  you  can  certainly  prepare 
for  it.  Review  your  life  insurance  now  with  an  SMS 
Insurance  Seiwices  representative. 


INSURANCE  SERVICES,  INC. 

Wisconsin  based  - physician  owned  - committed  to  serving  you. 


P.O.  Box  1109  • 330  E.  Lakeside  Street  • Madison.  WI  53701  • (608)  257-6781  • (800)  545-0631  • FAX  (608)  283-5402 
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Opinions 


President's  page 
Do  the  next  thing 

WE  ARE  IN  WINTER,  a season  of 
predictable  erraticism.  One 
year  ending  and  another  plunging 
forward,  not  as  the  newborn  babe  of 
old,  at  least  in  the  health  system 
reform  arena,  but  as  an  already 
cowed  and  oily-skinned  adolescent, 
with  too  many  possibilities  and  too 
little  knowledge  to  choose  among 
them.  We  must  live  with  and  try  to 
influence  this  progeny,  spawned  in 
part  by  our  own  efforts.  On  both 
state  and  federal  levels,  there  is  still 
no  assurance  of  when  a plan  might 
be  adopted  or  of  what  it  will  ulti- 
mately contain. 

Like  most  adolescents,  health 
system  reform  has  had  multiple 
influences— a nearly  30-year  history 
of  increasing  expectations  by  US 
citizens  for  assured  happiness  (ex- 
pectations frequently  frustrated); 
medical  technology  which  made 
promises  beyond  economic  practi- 
cality; a complicated  medical  care 
payment  system  that  neither  physi- 
cians nor  patients  have  ever  under- 
stood (and  I have  my  doubts  about 
third-party  payors)— plus  other  fac- 
tors you  will  all  bring  to  mind.  Thus, 


this  gaudy,  insecure  adolescent  en- 
ters 1994,  wanting  our  help,  but  nec- 
essarily rejecting  it  at  first,  having  to 
make  mistakes  and  (if  politicians 
are  able  to  change  their  ways)  learn 
by  them. 

Wisconsin  physicians  continue  to 
work  to  influence  this  process 
through  our  State  Medical  Society 
and  our  delegation  to  the  AMA.  We 
recognize  the  difficulties  of  dealing 
with  a constantly  changing  situation 
and  believe  that  most  of  the  partici- 
pants at  all  levels— physicians,  pa- 
tients, businesses,  governments, 
hospitals,  and  insurers— want  the 
same  result:  affordable  quality 
medical  care  for  all  US  citizens. 

Meanwhile,  individual  physi- 
cians feel  uncertain  about  their  fu- 
tures, and  patients  express  concern 
as  to  where  and  from  whom  they 
will  receive  medical  care  under  the 
new  plans. 

When  all  seems  beyond  our  indi- 
vidual control,  we  can  find  a point 
of  stability  by  following  an  old  philo- 
sophical precept: 

When  overwhelmed  by  work  and 
choices,  just  do  the  next  thing. 


TODAfSTHEDAY 


Stop  Smoking. 
American  Heart  Association 


Pauline  M.  Jackson,  MD 


For  most  of  us,  in  our  profes- 
sional Uves,  the  next  thing  to  be  done 
is  to  see  the  next  patient.  Here  we 
can  problem-solve,  bring  comfort 
and  resolution,  deal  directly  with 
the  welfare  of  one  human  being.  We 
can  treat  illness  and  use  our  related 
role  as  educators  to  teach  preven- 
tion of  illness.  We  can  then  do  the 
next  thing,  give  the  same  health  and 
happiness  considerations  to  our- 
selves and  our  families  as  we  want 
for  our  patients. 

Let's  set  out  to  remember  1994  as 
the  year  we  struggled  through  the 
process  of  health  system  change  and- 
-even  more— as  the  year  we  resolved 
to  keep  doing  the  next  thing  in  the 
best  tradition  of  our  profession.^ 
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EVP  report:  The  view  from  here 

Commit  random  acts  of  kindness  and  senseless  beauty 

"Don't  ever  wish  your  life  away." 

—Elizabeth  Delaney  Wallace  Adams  to  her  son  Tom,  circa  1956 


All  in  all,  I'm  glad  to  see  1993 
expire.  Despite  my  mother's 
admonition  so  long  ago,  1 found  1993 
a trying  year,  even  being  the  natural 
optimist  that  1 am. 

We  are  in  need  of  a time  of  re- 
newal. We  need  to  move  away  from 
the  headlines  about  gang  wars,  eth- 
nic cleansing,  and  child  abuse,  and 
to  rise  above  the  studies  showing  us 
children  without  hope  and  college 
graduates  who  can't  find  work  in 
our  "growing"  economy. 

Even  with  successes  such  as  the 
Israeli-Palestinian  agreement  and 
new  eyeglasses  for  the  Hubble  tele- 
scope, it  is  apparent  that  something 
needs  to  happen  to  cause  us  to  fun- 
damentally improve  the  way  we  look 
at  one  another.  We  have  to  find  a 
way  to  inspire  and  spread  a feeling 
of  community  and,  yes,  love  for  one 
another,  both  here  at  home  and 
around  the  world. 

If  such  a transformation  is  to 
happen,  it  will  come  one  event,  or— 
if  you  will— one  kindness  at  a time. 
And  such  a transformation  will  have 
to  start  countless  times  over,  with  a 
new  beginning  in  each  of  us.  Only 
the  light  of  acts  of  humanity,  char- 


ity, and  love  can  offer  the  warmth 
needed  to  thaw  our  frozen  spirits 
and  begin  the  process  of  renewal. 

One  such  ray  of  light  was  fea- 
tured in  the  October  WMJ  cover 
story.  The  story  was  about  the 
Medical  College  of  Wisconsin  stu- 
dents who  volunteer  their  weekend 
time  to  provide  health  care  to  unin- 
sured patients  at  the  Isaac  Coggs 
Clinic  in  Milwaukee.  Although  these 
medical  students,  and  the  physicians 
who  supervise  them,  humbly  talk 
about  the  invaluable  experience  the 
students  gain  through  Isaac  Coggs, 
it  cannot  be  denied  that  what  it  boils 
down  to  is  one  group  of  humans 
reaching  out  to  and  helping  another 
group  of  humans. 

"If  we  do  not  lay  out  ourselves  in 
the  service  of  mankind,"  asked 
Abigail  Adams  in  1778,  "whom 
should  we  serve?"  These  physicians, 
these  future  physicians,  the  Physi- 
cians for  Social  Responsibility,  and 
the  Isaac  Coggs  Health  Connection 
Inc.  are  answering  that  rhetorical 
question  in  a way  that  helps  fuel  the 
light. 

"It's  a very  good  thing  to  do;  it 
feels  good  to  do  it,"  said  one  student 


Thomas  L.  Adams,  CAE 


volunteer.  "I  really  care  about  people 
and  I like  the  idea  of  being  able  to 
help,"  said  another. 

1 could  wrap  up  this  editorial  by 
commending  the  students  as  ex- 
amples of  those  who,  like  the  repen- 
tant Scrooge  in  A Christmas  Carol, 
honor  this  season  in  their  hearts  and 
"keep  it  all  the  year."  The  lesson  in 
the  example  would  be  a good  one, 
but  there  is  something  more.  These 
students  are  acting  on  the  most  basic 
premise,  the  fundamental  motiva- 
tion, of  the  medical  profession:  It 
feels  good  to  care  about  other  people, 
it  feels  good  to  help. 

Because  this  is  the  time  of  year 
when  nominations  for  the  Physician- 
Citizen  of  the  Year  award  start  to 
come  in,  1 am  now  getting  my  an- 
nual close-up  view  of  that  spirit  at 
work  around  Wisconsin.  It  is  a valu- 
able reminder  of  what  deeper  mean- 
ings are  to  be  found  in  the  word 
"doctor,"  but  it  is  also  a reminder  of 
an  unpleasant  irony.  The  irony  is 
that  as  individuals  physicians  are 
Continued  on  page  666 


Opinion  policy 

Opinions  expressed  in  the  Voice  of  the  SMS  section  reflect  the  official  policy  of 
the  State  Medical  Society  of  Wisconsin. 

Editorials  are  signed  by  the  authors.  These  opinions  are  the  authors'  and 
do  not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  editorials  is 
reserved  for  members  of  the  WMJ  editorial  board,  editorial  associates  and  SMS 
elected  officials. 

Letters  are  signed  by  the  authors.  These  opinions  are  the  authors'  and  do 
not  necessarily  reflect  the  policies  of  the  SMS.  Authorship  of  letters  is  open  to 
the  public,  but  letters  are  limited  to  500  words  and  subject  to  review  by  the  WMJ 
editorial  board.  Write  to:  Wisconsin  Medical  Journal,  PO  Box  1109,  Madison,  WI 
53701.  ♦ 


664 


Wisconsin  Medical  Journal  • December  1993 


Ifears  From  Now,  This  Ritient  Could  Have 
A Claim.  Make  Surellbure  Still  Protected. 


You  never  know  when  a claim  will  show  up. 

That’s  why  it’s  important  to  be  insured  by 
a company  that’ll  be  around  to  protect  you 
and  your  practice  years  down  the  road. 

CNA  has  been  protecting  doctors  against  mal- 
practice claims  for  over  30  continuous  years.  A 
record  which  demonstrates  our  dedication  to  pro- 
viding continual  coverage  even  in  uncertain  times. 


For  more  information  about  medical  mal- 
practice insurance  from  the  CNA  Insurance 
Companies,  contact  your  local  agent  or: 

CNA  Insurance  Companies 
Professional  Liability  Division,  19S 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-5800 


We’re  there  when  you  need  us  most. 


CNA 

For  All  the  Commitments  You  Make® 

Program  underwritten  by  Continental  Casualty  Company  and  CNA  (Casualty  Company  of  California,  two  of  theCNA  Insurance  Companies/CNA  Plaza,  Chicago.  1L60685. 
CNA  is  a registered  service  mark  of  the  CNA  Financial  Corporation,  the  parent  company  of  the  CNA  Insurance  Companies. 


Continued  from  page  664 
earning  the  respect,  admiration— and 
the  affection— of  their  patients,  but 
as  a profession  physicians  suffer  a 
chronic  public  image  ailment. 

The  best  medicine  for  that  ail- 
ment is  more  warmth,  more  light  of 
the  sort  provided  by  the  MCW  stu- 
dents at  Isaac  Coggs.  Although  they 
are  attributed  to  St  Francis  of  Assisi, 


Letters 
Is  WIPRO 

To  THE  Editor:  "...to  evaluate 

whether  health  care  services 
provided  to  Medicare  beneficiaries 
meet  professionally  recognized  stan- 
dards of  care."  Sound  familiar?  This 
is  how  a typical  letter  from  WIPRO 
begins  when  a physician  is  notified 
of  a possible  quality  concern.  Fail- 
ure to  meet  the  standard  of  care,  of 
course,  is  the  definition  of  malprac- 
tice. 

I recently  tried  to  contact  as  many 
of  the  practicing  physicians  in  Wis- 
consin as  possible  to  express  my 
dissatisfaction  with  the  WIPRO 
review  process.  I felt  WIPRO  was 
defeating  the  purpose  of  peer  re- 
view. Instead  of  improving  the 
quality  of  care  and  leading  to  more 
cost  effective  care,  I felt  WIPRO  was 
having  an  opposite  effect  by  encour- 
aging defensive  medicine  at  the 
expense  of  clinical  judgement.  I felt 
strongly  that  our  peer  review  or- 
ganization had  let  us  down  and  that 
we  could  no  longer  stand  by  and 
allow  this  to  continue  to  happen.  As 
a consequence,  I circulated  a peti- 
tion that  expresses  a lack  of  confi- 
dence in  our  review  organization. 
This  petition,  along  with  the  signa- 
tures of  more  than  1,000  physicians 
who  have  signed  it,  is  included  along 
with  this  letter. 


I think  the  following  sentiments  can 
help  us— whatever  faith  or  philoso- 
phy we  may  profess— to  find  a source 
of  light  within  ourselves: 

Where  there  is  hatred  let  me  sow  loi’e; 
where  there  is  injury,  pardon;  where 
there  is  doubt,  faith;  where  there  is  de- 
spair, hope;  where  there  is  darkness, 
light;  and  where  there  is  sadness,  joy.... 
For  it  is  in  giving  that  we  receive.^ 


During  this  process,  I have 
learned  much.  Many  physicians 
have  expressed  their  own  frustra- 
tions to  me  and  numerous  examples 
of  incompetent  review  were  shared. 
The  level  of  discontent  included 
physicians  from  nearly  every  facet 
of  medical  care.  Primary  care  physi- 
cians and  specialists,  physicians 
from  large  cities  and  small,  urban 
and  the  rural  areas,  and  even  physi- 
cians from  our  teaching  hospitals 
and  universities  have  expressed  their 
disgust  with  this  review  process. 
Some  former  WIPRO  reviewers  have 
also  expressed  their  dissatisfaction 
and  have  resigned  over  their  con- 
cerns. I also  received  communica- 
tion from  several  physicians  who 
agreed  with  my  concerns  but  were 
reluctant  to  sign  the  petition  out  of 
fear  of  possible  repercussions  from 
WIPRO.  If  this  is  the  case,  I will  be 
first  on  their  list. 

In  all  fairness  to  WIPRO,  not  eve- 
rybody agreed  with  this  petition.  In 
addition  to  dozens  of  letters  con- 
cerning frustration  with  WIPRO,  I 
received  five  letters  from  individu- 
als who  supported  WIPRO.  Three 
of  these  letters  came  from  active 
WIPRO  reviewers.  The  other  two 
came  from  individuals  who  recog- 
nized there  were  serious  faults  with 


j Wishes  for  a 
happy  holiday 
season  from  the 
SMS  staff. 


WIPRO,  but  were  concerned  that  if 
we  did  away  with  WIPRO,  an  even 
more  inept  PRO  might  take  its  place. 

I have  also  received  several  com- 
munications from  WIPRO  itself.  I 
believe  that  most  of  the  people  in- 
volved with  WIPRO  are  good  people 
trying  to  do  a good  job.  I have  heard 
from  some  of  those  who  work  within 
WIPRO  and  acknowledge  signifi- 
cant deficiencies  and  who  are  trying 
to  change  the  organization  from  the 
inside.  Tothose,  I wishyouthebest 
of  luck. 

The  two  themes,  reported  over 
and  over  again  from  the  multiple 
letters  I received,  are  that  WIPRO 
was  increasing  the  cost  of  care  by 
encouraging  defensive  medicine  and 
that  reviewers  seem  to  lack  an  un- 
derstanding of  the  complexity  of 
medical  care  rendered.  Extraordi- 
narily complex  medical  care  may 
have  been  rendered  with  a very  suc- 
cessful outcome,  yet  a physician 
might  be  sanctioned  for  lack  of  docu- 
mentation of  a bowel  movement  (to 
list  one  example).  Although  one 
might  be  able  to  justify  the  impor- 
tance of  documenting  a bowel 
movement,  is  this  what  we  want  for 
our  peer  review  organization?  The 
specialists  were  especially  frustrated 
to  find  out  that  their  care  was  gener- 


the  best  we  can  do? 
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ally  not  being  reviewed  by  a special- 
ist. Generalists  and  specialists  were 
frustrated  that  the  discrepancy  over 
patient  care  issues  was  usually  one 
of  opinion  rather  than  a deviation  of 
the  standard  of  care.  WIPRO  lacked 
the  ability  to  distinguish  the  two. 

What  do  I want  from  this?  Con- 
trary to  many  of  the  physicians  who 
signed  this  petition,  I do  not  seek  to 
alx)lish  peer  review  in  our  state.  In 
fact,  I think  well-performed  peer 
review  is  one  of  the  most  important 
responsibilities  we  physicians  have. 
However,  I am  ashamed  of  the 
quality  of  review  that  is  coming  out 
of  our  PRO.  I cannot,  in  good  con- 
science, sit  back  and  let  this  type  of 
peer  review  continue  without  rais- 
ing my  voice.  I do  not  feel  we  can 
afford  a system  that  penalizes  clini- 


cal judgement  and  encourages  ex- 
cessive defensive  medicine. 

The  fact  that  this  is  one  of  the  few 
physician-run  PROs  adds  insult  to 
injury.  This  type  of  review  is  inex- 
cusable coming  from  physicians. 
Our  peer  review  process,  like  our 
tort  systems,  is  badly  flawed.  If  you 
pay  a physician  or  anybody  else  to 
find  fault  with  care,  they  will  find 
fault  no  matter  how  minute  or  ir- 
relevant the  fault  may  be.  I feel  peer 
review  should  be  a service  provided 
by  all  of  us  at  no  charge  as  part  of  the 
duties  of  being  a licensed  physician. 
In  fact,  most  of  us  already  provide 
this  service  free  for  non-medicare 
patients. 

As  I indicated  in  my  initial  peti- 
tion, I will  forward  copies  of  our 
signed  petition  to  WIPRO,  our  con- 


gressmen, President  Qinton,  and 
HCFA.  Some  may  say  that  I am  too 
late,  that  WIPRO  is  already  chang- 
ing. I would  counter  by  saying  I 
think  it  is  more  important  than  ever 
that  we  let  our  PRO  know  that  we 
hold  it  accountable  for  whatever  peer 
review  system  is  ultimately  in  place. 

WIPRO,  I think  you  owe  the  phy- 
sicians of  Wisconsin  an  apology  for 
your  past  review  and  a pledge  to 
either  do  the  job  right  or  get  out  of 
the  peer  review  business.  It's  your 
move,  WIPRO. 

David  K.  Murdock,  MD 
Wausau^ 

Editor's  note:  This  letter  was  sub- 
mitted with  a petition  and  1,003  type- 
written names. 


PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25/)00  A YEAR- 

ANSWER  THIS  AD. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 


Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 


CAP  TIMOTHY  VOLLER 
1-800-235-8159 


ARMY  MEDKINE.  BE  ALL  YOU  CAN  BEf 
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Cancer  Society  stands  by  mammography  recommendations 


To  THE  Editor:  The  National 
Cancer  Institute,  in  dealing 
with  the  controversial  science  on 
whether  mammograms  are  benefi- 
cial for  women  ages  40  to  49,  has  re- 
moved its  recommendation  for  rou- 
tine screenings  for  that  age  group.  It 
proposes  instead  to  merely  alert 
women  to  the  existence  of  the  scien- 
tific debate  on  this  issue  and  advise 
them  to  see  their  doctors  to  discuss 
whether  a mammogram  is  right  for 
them. 

We,  at  the  American  Cancer  Soci- 
ety, stand  by  our  mammography 
guidelines  for  women  ages  40  to  49 
(we  recommend  mammograms 
every  year  or  two)  and  women  over 
50  (we  recommend  a mammogram 


Should  the  PCF  be 

To  THE  Editor:  On  Nov  12,  the 
Medical  Liability  Committee 
met  at  SMS  headquarters  in  Madi- 
son. The  discussions  revolved 
around  problems  with  the  Patient 
Compensation  Fimd  (PCF).  The 
deans  of  the  medical  schools  argued 
in  favor  of  faculty  discounts.  One 
participant  stated  that  imposing  the 
full  fund  assessment  could  "destroy 
medical  education  in  this  state." 

The  word  "destroy"  is  an  appro- 
priate term  to  use  in  describing  the 
consequences  of  excessive  manda- 
tory insurance.  If  the  faculty  is  bur- 
dened with  these  assessments,  tui- 
tion will  rise  and  destroy  medical 
career  opportunities.  The  ability  of 
young  physicians  to  open  an  office 
is  being  destroyed  by  the  require- 
ment to  pay  many  thousands  of 
dollars  for  "protection"  before  the 
first  patient  can  be  seen.  The  ability 
of  pi  sicians  to  provide  low  cost  or 


every  year).  We  believe  that  no 
recent  scientific  data  are  conclusive 
enough  to  warrant  taking  this  valu- 
able life-saving  tool  away  from 
women. 

At  the  same  time,  the  American 
Cancer  Society  will  continually 
monitor  the  scientific  data  as  it  be- 
comes available  and  review  the  cost- 
benefit  ratio  of  mammography  for 
women  of  all  ages.  And  following 
our  mission,  we  will  also  continue 
to  serve  as  an  advocate  for  the  early 
detection  of  breast  cancer  and  all 
other  forms  of  cancer.  We  are  con- 
cerned that  this  debate  will  actually 
have  the  unintended  consequence 
of  confusing  women  and  deterring 
them  from  making  use  of  mammog- 


voluntary? 

charity  care  has  been  destroyed  by 
the  financial  pressure  exerted  by 
fimd  assessments. 

At  the  outset,  the  PCF  appeared 
to  be  a good  deal.  Within  a few 
years,  however,  reality  set  in.  Mount- 
ing claims  necessitated  rapid  esca- 
lation of  the  fxmd  assessments. 
Currently,  primary  care  physicians 
in  Wisconsin  pay  more  for  liability 
insurance  than  in  any  of  the  sur- 
rounding states.  (Illinois  $6,324, 
outside  Chicago;  Iowa  $3,399;  Michi- 
gan $5,600,  outside  Detroit;  Minne- 
sota $4,634;  Wisconsin  $7,563,  this 
does  not  include  paying  off  the  defi- 
cit.) We  are  paying  more  than  twice 
as  much  as  Class  I physicians  in 
Iowa.  The  figures  quoted  do  not 
include  the  costs  of  paying  off  the 
deficit,  which  averages  out  to  around 
$10,000  per  physician,  making  the 
actual  costs  even  higher. 

Certainly,  all  physicians  want 


raphy  altogether. 

That  is  why  the  American  Cancer 
Society  is  firmly  committed  to  its 
role  in  helping  women  make  in- 
formed choices  about  their  own 
breast  health--including  those  mil- 
lions of  women  without  the  means 
for  consulting  a family  doctor,  or  for 
whom  a consultation  with  a physi- 
cian would  bring  them  no  closer  to 
an  informed  decision  about  their 
own  course  of  action.  We  take  seri- 
ously our  role  in  giving  advice  of 
this  sort  to  consumers  and  physi- 
cians. 

Marcia  J.S.  Richards,  MD 
President,  American  Cancer  Society 
Wisconsin  Division^ 


liability  coverage  that  will  enable 
them  to  feel  secure  about  their  fu- 
ture. But  how  can  the  commissioner 
of  insurance  demand  unlimited  cov- 
erage without  driving  up  the  cost  of 
the  insurance?  It's  one  thing  to 
promise  unlimited  coverage  and 
quite  another  thing  to  pay  for  it.  The 
politician's  answer  is  to  force  some- 
one else  to  pay  the  bill.  As  usual, 
that  "someone"  is  a subset  of  the 
population  which  is,  with  limited 
political  power,  unable  to  fight  back 
against  unconstitutional  taxation 
such  as  this. 

There  is  no  ideal  solution,  but  we 
need  to  recogiuze  that  for  many 
physicians  the  best  answer  is  to  carry 
adequate  insurance— enough  to  take 
care  of  someone.  In  most  other  states 
$1  million  is  considered  adequate. 
The  government  insurance  monop- 
oly should  be  ended  and  the  private 
Continued  on  page  670 
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Do  You  Know 

The  Physician-Citizen  of  the  Year? 


The  State  Medical  Society  of  Wisconsin  is  asking  the  people  of  Wisconsin  to 
nominate  doctors  for  the  Physician-Citizen  of  the  Year  award.  The  award  was 
created  to  recognize  the  civic,  cultural,  economic,  charitable  and  health  care 
services  provided  by  doctors  to  their  local  or  state  communities.  Here  are  the 
criteria: 

• The  doctor  must  be  a Wisconsin  resident. 

• The  doctor  must  be  either  an  MD  or  a DO. 

• Except  in  unusual  circumstances,  the  service  to  the  community  should  be 
uncompensated.  (Preference  is  given  to  current  service  over  lifetime 
service.) 

• Previous  winners  of  the  award  are  not  eligible.  (The  Medical  Society  will 
notify  you  if  the  doctor  you  nominate  is  a previous  winner.) 

• The  deadline  for  submitting  nominations  is  Feb.  14,  1994. 

How  do  you  nominate  someone? 

Write  to  the  Medical  Society  and  provide: 

• The  name  of  the  doctor. 

• The  doctor’s  home  or  office  address. 

• Your  name  and  address. 

• Why  you  think  the  doctor  deserves  to  win:  What  has  the  doctor  done  for 
the  community? 

• Send  to:  Commission  on  Public  Information,  State  Medical  Society  of 
Wisconsin,  P.O.  Box  1109,  Madison,  WI  53701. 
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Continued  from  page  668 
insurers  allowed  back  into  the  mar- 
ket so  that  once  again  there  are 
choices  and  price  competition.  Bind- 
ing arbitration  agreements  that 
stipulate  a $250,000  cap  on  damages 
and  exclude  contingency  fees  need 
to  be  developed  for  in-office  use. 
Legal  protections  available  to  other 
businesses  ought  to  be  restored  to 
Wisconsin  physicians. 


Sen  Carol  Buettner  has  introduced 
SB  431,  which  would  make  the  PCF 
a voluntary  program,  thus  opening 
the  way  for  new  ideas  and  realistic 
solutions  to  liability  problems.  The 
time  has  come  to  do  more  than  apply 
bandaids  to  fix  an  ill  conceived  gov- 
ernment program.  I would  urge  you 
to  support  this  bill.  A hearing  is 
scheduled  for  Jan  12. 

—Albert  L.  Fisher,  MD 
Oshkosh 


Editor's  note:  The  SMS  Board  of 
Directors  does  not  support  passage 
of  SB  431.  Also,  the  rates  cited  for 
Illinois,  Iowa,  Michigan  and  Minne- 
sota are  for  $1  million  per  claim  $3 
million  per  year  coverage;  the  PCF 
offers  unlimited  coverage.  The  SMS 
understands  the  Michigan  annual 
premium  to  be  $13,274  for  $1  mil- 
lion/$3  million  coverage.^ 


Of  Lyme's  Disease  and  Hippocrates 


To  THE  Editor:  The  battle  over 
Lyme's  Disease  has  been  bi- 
furcated. One  fraction  posits  the  ir- 
relevance of  long-term  treatment. 
The  other  promotes  its  necessity. 
The  former  asserts  if  the  patient  is 
not  cured  with  short-term  treatment, 
the  malady  was  not  Lyme's  Disease. 
Concurrently,  they  allege  some 
Lyme's  Disease  patients  may  never 
fully  recover.  Applied  logic  does 
not  allow  the  simultaneous  holding 
of  these  two  mutually  exclusive 
positions.  One  opinion  must  be  false, 
both  may  be.  Moreover,  they  are 


indeed  merely  opinions.  Hippo- 
crates stated  "(t)here  are  in  fact  two 
things,  science  and  opinion;  the  for- 
mer begets  knowledge,  the  latter 
ignorance." 

Lyme's  Disease  has  presented  a 
quagmire  of  issues,  none  of  which 
are  now  resolved.  The  current  ob- 
jective should  not  be  to  arbitrarily 
divide,  but  to  conquer  the  disease 
through  lucid  rumination  and  sci- 
entific study.  To  this  end,  it  is  again 
instructive  to  look  to  Hippocrates. 
He  is  often  misquoted  as  stating  "first 
do  no  harm."  The  actual  quote  does 


not  provide  this  comfortable  escape 
veiled  in  pseudo-altruistic  nonfea- 
sance. Rather,  he  taught  "(a)s  to 
diseases  make  a habit  of  two  things 
— to  help,  or  at  least,  to  do  no  harm." 
Thus,  the  charge  is  to  be  proactive 
and  provide  assistance.  Alterna- 
tively, as  a last  resort,  avoid  harm.  It 
should  be  noted,  however,  leaving 
people  to  suffer,  merely  based  on 
opinion  or  sheer  ignorance  accord- 
ing to  Hippocrates,  is  a great  harm. 
— Steven  D.  Reske 
Minneapolis^ 
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Recreational  injuries  and  deaths  in  northern  Wisconsin: 
analysis  of  injuries  and  fatalities  from  snowmobiles  over 
3 years 


Thomas  Gabert,  MD,  and  Dean  T.  Stueland,  MD,  Minocqua  and  Marshfield 

Snowmobiles  represent  the  second  most  common  cause  of  trauma  related 
to  motorized  vehicles  in  northern  Wisconsin.  The  epidemiology  of  these 
injuries  is  evaluated.  Specific  comparisons  between  snowmobiles  and 
other  vehicles  are  made.  We  conclude  that  snowmobiles  represent  a con- 
trollable etiology  for  injuries  and  death.  CXir  data  suggest  some  interven- 
tions to  prevent  injuries  and  improve  treatment. 

Wis  Med  }.1993;92(12):  671-675. 


SINCE  THE  DEVELOPMENT  of  motor- 
ized vehicles  for  transportation 
on  snow,  there  have  been  reports  of 
injuries.^'®  Over  the  last  several  years, 
however,  there  has  been  a marked 
increase  in  fatal  and  non-fatal  inju- 
ries related  to  snowmobile  use.  This, 
in  part,  mirrors  rising  popularity  of 
the  sport  as  well  as  winter  activities 
in  general.  We  analyzed  injuries 
related  to  winter  sports  and  com- 
pared the  data  to  automobile  and 
motorcycle  injuries. 

In  1992,  Wisconsin  enjoyed  the 


Dr  Gabert  is  from  the  Marshfield  Cliruc's 
Lakeland  Center  in  Minocqua.  Dr  Stue- 
land is  with  the  emergency  and  urgent 
care  department  of  the  Marshfield  Clinic 
in  Marshfield.  Reprint  requests  to:  Tho- 
mas Gabert,  MD,  Marshfield  Clinic- 
Lakeland  Center,  9601  Townline  Rd, 
Minocqua,  WI 54548.  Copyright  1993  by 
the  State  Medical  Society  of  Wisconsin. 


"safest"  automobile  year  since  1946, 
with  a decrease  in  highway  deaths 
to  below  500.  This  improvement  was 
not  reflected  in  winter  recreational 
trauma,  which  saw  a continuation 
in  the  rise  of  both  reported  accidents 
and  serious  injuries.  To  minimize 


the  effects  of  seasonal  weather  con- 
ditions on  recreational  snowmobile 
use,  the  data  from  three  consecutive 
years  are  used.  During  this  period, 
no  work-related  injuries  or  deaths 
were  reported.  Therefore,  no  data 
on  occupational  studies  are  avail- 
able. 

Materials  and  methods 
Howard  Young  Medical  Center 
(HYMQ  is  a 99-bed  hospital  in  north- 
ern Wisconsin.  HYMC  is  a secon- 
dary trauma  center  for  a three  county 
area  with  general,  orthopedics,  and 


Table  1. — Severity  of  injury  by  vehicle  type,  HYMC  1990-1992. 


Total 

Deaths 

Admits 

Transfers 

Percent' 

Snowmobile 

350 

8 

89 

8 

30 

Automobile 

753 

3 

115 

15 

17.6 

ATV 

15 

0 

3 

0 

20 

Boat 

240 

1 

9 

0 

4.2 

Motorcycle 

46 

2 

12 

3 

36.9 

Snow  skiingC 

118 

0 

9 

0 

7.6 

Total 

1404 

14 

228 

26 

19.1 

* Number  deaths,  admits,  and  transfers  of  total 
C Not  included  in  totals 
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Table  2. — Demographics  of  injured  patients,  HYMC  1990-1992. 


Gender 

Age 

Male 

Female 

0-15 

16-25 

26-40 

40  + 

Total 

Automobile 

387  (51.4%) 

366  (48.6%) 

91  (12%) 

236  (31%) 

178  (24%) 

248  (33%) 

753 

Snowmobile 

266  (76%) 

84  (24%) 

38  (10%) 

87  (25%) 

150  (43%) 

75(21%) 

350 

Motorcycle 

34  (74%) 

12  (26%) 

7 

18 

9 

12 

46 

Boating 

163  (68%) 

77  (32%) 

48 

21 

60 

111 

240 

Skiing 

58  (49%) 

60(51%) 

21 

20 

38 

39 

118 

ATV 

11 

4 

9 

4 

2 

0 

15 

plastic  surgical  coverage  (Fig  1).  The 
emergency  department  is  staffed  24 
hours  a day  and  sees  approximately 
11,000  patients  a year. 

All  emergency  department  visits 
from  January  1990  through  Decem- 
ber 1992  were  reviewed  for  our 
study,  a total  of  32,611  visits.  Of 
these,  1404  visits  were  associated 
with  some  type  of  transportation  or 
motorized  recreational  trauma.  All 
were  included  in  the  initial  base  for 
epidemiology  statistics.  Emergency 
department  encounters  are  reviewed 
by  medical  record  personnel.  File- 
MakerlP  was  used  to  analyze  more 
than  25  independent  demographic 
and  case-specific  items  extracted 
from  each  encounter. 

In  addition,  statistics  on  snow- 
mobile, boating,  and  all-terrain 
vehicle  (ATV)  (a  small  3-  or  4- 
wheeled  motorized  bike)  fatalities 
for  Wisconsin  were  obtained  from 
the  Wisconsin  Department  of  Natu- 
ral Resources  (DNR).  All  fatalities  in 
this  group  are  reportable  in  our  state. 
The  DNR  analyzes  each  fatality  for 
both  operator  and  vehicular  causes 
of  the  death.  During  the  time  of  the 
study,  67  fatalities  secondary  to 
snowmobile  use  occurred.  All  of  the 
snowmobile  fatalities  were  reviewed 
individually.  Of  these,  eight  were 
seen  at  the  emergency  department 
of  HYMC. 

Data  on  automobile  and  motor- 
cycle injuries  were  obtained  from 
the  Wisconsin  Department  of  Trans- 
pxDrtation.  A final  analysis  of  the  1992 


injuries  and  fatalities  is  not  com- 
pleted, but  general  epidemiologic 
data  will  be  used.  When  appropri- 
ate, pooled  data  from  the  1990 
through  1992  years  will  be  used. 

Results 

From  Jan  1,  1990,  through  Dec  31, 
1992, 350  patients  came  to  the  emer- 
gency department  at  HYMC  with 
injuries  related  to  snowmobile  use. 
This  represents  24.9%  of  the  1,404 
patients  who  had  injuries  related  to 
motorized  vehicles  of  all  types  (Table 

1) .  Of  the  snowmobile  group,  eight 
fatalities  were  recorded  and  99  pa- 
tients required  admission  or  trans- 
fer to  a tertiary  care  center.  In  total, 
there  were  14  fatalities  and  254  ad- 
missions or  transfers  among  all  pa- 
tients with  vehicular  trauma.  The 
other  major  winter  recreational  ac- 
tivity, skiing,  both  downhill  and 
crosscountry,  resulted  in  118  inju- 
ries but  no  deaths. 

Automobile  accidents  and  inju- 
ries did  not  demonstrate  a seasonal 
pattern.  Motorcycle,  boating,  and 
ATV  reports  occur  predominantly 
in  the  summer  tourist  season. 

Individuals  with  snowmobile 
injuries  span  all  age  groups  (Table 

2) .  There  is  a significant  male  pre- 
dominance. The  largest  group  is 
males  between  ages  26  and  40.  This 
compares  to  a 16  to  25  age  grouping 
in  automobile  related  injuries.  Auto- 
mobile related  injuries  have  a bimo- 
dal  age  pattern  with  a second  peak 
in  later  life;  snowmobile  injuries  do 


not.  Injuries  in  patients  older  than 
41  are  less  frequent  and  beyond  55 
are  rare.  In  spite  of  a Wisconsin  law 
prohibiting  the  operation  of  snow- 
mobiles by  children  under  the  age  of 
12,  several  drivers  below  this  age 
were  injured  and  one  9-year-old  girl 
died. 

Injuries  range  from  hand  trauma 
from  engine  belts  to  head  injuries 
and  open  fractures  caused  by  colli- 
sion with  stationary  objects.  The 
overall  pattern  and  severity  are 
similar  to  that  seen  with  motor- 
cycles.^®  Data  on  ATV  injuries  are 
too  small  to  be  statistically  relevant, 
but  they  do  match  other  reports.”  ’^ 

Patients  with  snowmobile-related 
injuries  come  from  a wide  area.  Only 
65  of  the  350  (18.6%)  lived  within  the 
immediate  service  area  of  HYMC. 
The  majority  of  the  injured  are  proba- 
bly unfamiliar  with  the  area,  al- 
though their  knowledge  of  the  spe- 
cific trails  has  not  been  analyzed. 

The  statewide  snowmobile  fatal- 
ity data  show  an  effect  of  alcohol 
use.  Thirty-five  of  67  (52%)  indi- 
viduals killed  in  snowmobile-related 
accidents  were  legally  intoxicated. 
An  additional  12  (18%)  were  under 
the  influence  of  alcohol  or  illegal 
drugs.  The  majority  of  fatal  acci- 
dents occur  in  the  dusk  and  evening 
period.  Less  than  30%  occur  during 
daylight;  more  than  one  third  occur 
after  midnight. 

Head  or  neck  trauma  accounted 
for  more  than  50%  of  the  fatalities. 
Drowning  accounted  for  nine  deaths 
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(13%),  with  all  but  one  occurring 
after  dark.  Interestingly,  hypother- 
mia accounted  for  only  one  death  in 
3 years. 

Discussion 

Snowmobiling  is  an  increasingly 
popular  sport.  Currently,  there  are 
more  than  150,000  machines  regis- 
tered in  Wisconsin.  In  addition, 
thousands  of  out-of-state  tourists 
visit  on  winter  weekends. 

Without  evidence  of  any  work- 
related  injuries,  this  can  be  consid- 
ered a recreational  activity  similar 
to  boating.  This  differs  from  the 
Scandinavian  studies  in  which  25% 
of  injuries  are  work  related.^ 

Comparison  to  other  motorized 
trauma  shows  the  magnitude  of  the 
potential  risk  with  snowmobile  use 
(Table  3).  The  incidence  of  fatalities 
at  14.8  per  100,000  vehicles  may  be 
low  due  to  incomplete  reporting. 
The  snowmobile  season  is  one  third 
the  length  of  the  automobile  year, 
and  the  sleds  are  used  less  in  any 
given  week  than  autos.  Both  of  these 
factors  suggest  that  the  risk  per  hour 


used  for  snowmobiles  is  higher  them 
the  risk  per  hour  used  for  automo- 
biles. 

The  cause  of  this  accident  rate  is 
difficult  to  ascertain.  Although  all 
fatalities  are  reported  to  the  state,  all 
accidents  are  not.  From  1990  through 
1992  the  DNR  received  697  reports 
involving  snowmobiles.  During  the 
same  period,  HYMC  treated  350  pa- 
tients from  snowmobile  accidents. 
There  are  more  than  20  smaller 
hospitals  in  northern  Wisconsin,  as 
well  as  five  other  level  2 trauma 
centers  within  a 100  mile  radius.  If 
these  other  facilities  treat  even  small 
numbers  of  injured  patients,  then 
there  is  a significant  under  report- 
ing of  snowmobile  accidents  in  the 
state.  Our  data  support  this  conten- 
tion. 

Based  on  analysis  of  fatalities, 
some  patterns  do  appear. 

Alcohol.  The  most  common  factor  in 
snowmobile  fatalities  is  alcohol  use. 
The  percentage  of  impaired  opera- 
tors is  greater  than  in  any  other 
vehicle  related  trauma  (Table  4).  Data 


from  automobile  injuries  show  that 
although  42%  of  fatalities  are  alco- 
hol-related, only  8%  to  10%  ofall  ac- 
cident reports  cite  alcohol  as  a con- 
tributing cause.^^  Currently,  we  are 
studying  the  role  of  alcohol  and  its 
effect  in  injured  individuals. 

Speed.  Many  snowmobiles  marketed 
today  have  peak  sustainable  (ad- 
vertised) sj>eeds  of  greater  than  80 
mph.  At  60  mph,  an  individual 
moves  at  87  feet  per  second.  Given  a 
standard  reaction  time  (event  to  per- 
ception and  {perception  to  muscle 
movement)  of  1.5  seconds,  an  indi- 
vidual will  travel  130  feet  before  a 
potential  accident  can  be  averted. 
At  speeds  of  90  mph  (obtained  on 
frozen  lakes  and  documented  by 
radar),  this  distance  extends  to  nearly 
200  feet.  With  10%  of  the  fatalities 
related  to  sober  drivers  at  high 
speeds,  we  believe  excessive  speed 
is  an  independent  factor  related  to 
injury  and  death.  Most  trails  used 
by  snowmobiles  are  8 to  12  feet  wide. 
The  physical  mechanics  are  such  that 
a driver  cannot  stop  his  machine  in 
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Fig.  - Current  EMS  service  area  for  Howard  Young  Medical  Center. 
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Table  3. — Relative  mortality  rates.  State  of  Wisconsin  1990-1992. 

Average 

Average 

Total 

Fatalities  per 

nmnber 

yearly 

fatalities 

year  per 

of  vehicles 

fatalities 

1990-1992 

100,000  vehicles 

Automobile 

3,944,500 

506 

1,520 

13.6 

Snowmobile 

150,042 

22 

67 

14.8 

Motorcycle 

170,815 

62 

186 

36.3 

Boat 

499,265 

22 

65 

4.4 

ATV 

41,954 

10 

20 

23.8 

•Based  on  two  year  data  (1990-1991) 

Table  4. — Relative  alcohol  involve- 
ment, Wisconsin  1990-1991. 

Yearly 

fatalities 

Percent 

alcohol 

related 

Automobile  506 

43 

Snowmobile  22 

70 

Motorcycle  62 

52 

Boating  22 

40 

time  to  prevent  some  accidents.  This 
compares  to  roadways  having 
widths  of  50  to  70  feet  or  more  for 
safe  auto  and  motorcycle  use.  These 
roadways  have  substantially  better 
surfaces  for  braking  and  control  than 
the  ice  by  snowmobiles. 

Time  of  day  and  trails.  The  data  on 
statewide  fatalities  show  that  70% 
of  the  deaths  occurred  after  dark. 
Darkness  may  not  be  an  independ- 
ent variable,  but  may  be  related  to 
alcohol  use  or  excessive  speed. 
Moreover,  time  of  peak  snowmo- 
bile use  is  not  known  and  data  on 
time  of  injuries  as  opposed  to  fatali- 
ties is  not  systematically  obtained. 
That  eight  of  the  nine  drownings 
happened  at  night  suggests  that  visi- 
bility may  be  at  fault  in  at  least  some 
accidents. 

Accurate  data  on  a driver's  fa- 
miliarity with  a trail  are  not  known. 
In  addition,  there  is  not  a standard 
procedure  developed  for  snowmo- 
bile trail  conditions.  Trail  conditions 
can  vary  from  mud  to  packed  snow 
or  ice,  similar  to  a bobsled  run.  Lake 
ice  can  be  snow  packed  to  being 
interrupted  by  ice  ridges.  Our  data 
do  not  confirm  any  specific  pattern 
in  trail  condition  causes  for  injuries. 

Emergency  medical  service  (EMS)  serv- 
ice. Analysis  of  fatalities  at  HYMC 
shows  that  EMS  run  times  (the  time 
from  call  received  until  return  arri- 
val at  hospital)  were  greater  than  1 
hour  in  five  of  the  eight  cases.  The 


other  vehicle  related  fatalities  all  had 
response  times  less  than  1 hour.  In 
general,  EMS  response  times  are 
longer  in  snowmobile-related  calls 
(unpublished  data). 

In  the  eight  patients  at  HYMC, 
seven  had  no  pulse  when  the  EMS 
arrived.  All  were  without  a pulse  on 
arrival  in  the  emergency  department. 
Although  the  sample  size  is  too  small 
for  statistical  analysis,  the  prolonged 
transport  times  may  be  related  to 
snowmobile  accidents  occurring  in 
remote  areas  with  long  distances 
from  passable  roads.  The  victims 
are  transported  by  sled  until  they 
reach  the  conventional  ambulance. 
At  this  point,  emergency  medical 
technicians  trained  in  basic  trauma 
life  support  (BTLS)  completed  the 
initial  care  of  the  patient. 

HYMC  has  recently  developed 
an  intercept  program  to  bring  intra- 
venous fluids  and  advanced  airway 
management  to  the  scene  of  these 
accidents.  Analysis  of  any  improved 
survival  or  change  in  morbidity  will 
be  done  following  the  1994-1995 
winter  season. 

Recommendations 

Based  on  these  contributing  factors, 

several  areas  of  intervention  are 

possible. 

Reporting.  All  fatalities  are  reported 
to  the  state  authority.  Snowmobile 
accident  reporting,  however,  is  re- 
quired of  individuals  involved  and 
not  by  medical  personnel.  Increased 


and  more  accurate  reporting  by 
medical  personnel,  DNR  officers, 
and  other  sources  would  aid  in 
evaluation  of  the  etiology  of  these 
injuries.  Increased  enforcement 
personnel  and  reporting  would  help 
in  creating  a reliable  statistical  base 
from  which  the  effects  of  legislative 
intervention  to  decrease  the  injuries 
from  these  vehicles  could  be  evalu- 
ated. An  additional  benefit  would 
be  a base  to  assess  trail  conditions 
and  driver  familiarity. 

Law  enforcement.  Increased  attention 
by  the  public  to  alcohol  use  and  en- 
forcement of  current  laws  have,  in 
part,  led  to  a decrease  in  alcohol- 
related  automobile  accidents  and  fa- 
talities. These  same  interventions 
could  be  applied  to  snowmobiles. 
We  are  currently  studying  the  role 
of  alcohol  in  all  recreational  injuries. 
An  enforceable  speed  limit  should 
also  be  considered. 

Helmet  use.  Many  of  our  injured 
patients  used  a variety  of  safety 
equipment.  The  degree  to  which  it 
helped  is  not  assessed  in  this  study. 
Based  on  the  frequency  of  neurol- 
ogic trauma,  head  protection  would 
seem  reasonable.  Wisconsin  does  not 
require  motorcycle  helmets.  Regard- 
less of  evidence  for  the  increased 
survival  with  helmet  use,'°’^  it  re- 
mains as  much  a political  question 
as  a medical  one. 

Training  or  licensure.  Recently,  re- 
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quired  training  or  licensure  for  driv- 
ing pleasure  boats  has  been  sug- 
gested as  a method  to  decrease 
boating  related  fatalities.  This  inter- 
vention could  be  applied  to  snow- 
mobiles as  well.  It  should  be  noted 
that  more  than  60%  of  fatalities  in 
our  study  occurred  with  intoxica- 
tion, not  inexperience.  In  addition, 
familiarity  with  trails  and  lighting 
conditions  may  be  equally  impor- 
tant. 

Conclusions 

Snowmobiles  accounted  for  a sig- 
nificant number  of  winter  fatalities. 
Accidents  associated  with  snowmo- 
biles require  a high  level  of  EMS  use. 
All  fatalities  and  injuries  that  oc- 
curred during  our  study  were  with 
recreational  activities.  Many,  if  not 
most,  were  preventable.  Sober  driv- 
ers traveling  at  reasonable  speeds 
could  have  prevented  75%  of  the 
deaths.  Further  study  of  safety 
equipment,  speed  limits,  and  trail 
and  machine  factors  could  lead  to 
decreased  morbidity  and  mortality. 


CARPAL  TUNNEL  SYNDROME  is  a 
condition  caused  by  compres- 
sion of  the  median  nerve  at  the  wrist 
as  it  passes  beneath  the  transverse 
carpal  ligament.  Though  this  condi- 
tion may  result  from  local  trauma, 
the  most  common  cause  appears  to 
be  cumulative  trauma  (ie,  repetitive 
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the  autopsy  of  a patient  with  bilat- 
eral median  nerve  neuromas  just 
proximal  to  the  transverse  carpal 
ligament.^  Since  that  time,  surgical 
treatment  for  carpal  tunnel  syn- 
drome has  become  the  treatment  of 
choice  for  those  patients  with  per- 
sistent symptoms  unresponsive  to 
conservative  treatment. 

Endoscopic  methods  for  the  sur- 
gical release  of  the  transverse  carpal 
ligament  have  been  described  by 
Agee  et  al,^  Chow,^  Okutsu  et  al,^ 


A comparison  of  endoscopic  and 
open  carpal  tunnel  release 

John  W.  McDonough,  DO,  and  Thomas  J.  Gruenloh,  ATC,  Wisconsin  Rapids 

Fifty  consecutive  open  and  50  consecutive  endoscopic  carpal  tunnel 
releases  performed  by  a single  surgeon  were  compared.  The  endoscopic 
technique  was  safe,  effective,  and  resulted  in  earlier  return  to  work.  Wis 
Med  J.1993;92(12):675-677. 
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and  others.  Since  their  introduction, 
there  has  been  discussion  about  the 
risks  and  benefits  of  these  new  tech- 
niques. 

Purpose 

The  purpose  of  this  study  is  to  deter- 
mine whether  endoscopic  release  of 
the  transverse  carpal  ligament  is  an 
effective  and  safe  treatment  for  car- 
pal tunnel  syndrome  and  to  com- 
pare the  time  lost  from  work  follow- 
ing the  endoscopic  method  with  the 
traditional  open  method  of  carpal 
tunnel  release. 

Methods 

This  retrospective  study  was  based 
on  a review  of  50  consecutive  endo- 
scopic carpal  tunnel  releases  (39 
patients:  27  female,  12  male)  and  50 
consecutive  open  carpal  tunnel  re- 
leases (42  patients:  28  female,  14 
male)  performed  by  a single  sur- 
geon between  September  1990  and 
March  1992. 

The  average  age  of  the  patients  in 
the  endoscopic  release  group  was 
45.36  years  (range=  21  to  76  years), 
and  46.74  years  in  the  open  release 
group  (range  = 22  to  79  years). 

The  first  five  endoscopic  proce- 
dures used  the  technique  described 
by  Agee.  The  remaining  45  cases 
used  the  technique  described  by 
Chow.  A pneumotoumiquet  was 
used  in  all  cases.  Seven  attempted 
endoscopic  releases  performed 
during  the  study  period  were  ex- 
cluded because  they  were  converted 
to  open  releases  due  to  poor  visuali- 
zation of  the  transverse  carpal  liga- 
ment. 

Surgical  indications  were  uniform 
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in  both  groups.  All  of  the  patients 
had  slow  median  nerve  conduction 
velocities  across  the  transverse  car- 
pal ligament  and  had  experienced  a 
failure  of  conservative  treatments, 
including  the  use  of  resting  night 
splints,  non-steroidal  anti-inflamma- 
tory medications,  and  activity  modi- 
fications when  possible. 

All  patients  undergoing  endo- 
scopic release  were  fitted  with  a soft 
dressing  and  encouraged  to  begin 
gentle  range  of  motion  exercises 
immediately.  All  patients  undergo- 
ing open  release  were  protected  with 
a light  volar  plaster  splint  for  the 
first  2 to  3 weeks  following  surgery 
before  being  encouraged  to  move 
their  wrists. 

The  operative  time  for  the  endo- 
scopic procedure  is  not  significantly 
different  from  the  operative  time  for 
the  open  carpal  tunnel  release  pro- 
cedure. The  time  for  both  varies  with 
the  specific  technique  used,  the  sur- 
geon's experience,  and  the  staff's 
skill. 

Results 

An  absence  of  pre-operative  symp- 
toms was  initially  reported  by  all 
patients  in  both  groups.  Recurrence 
of  pre-operative  carpal  tunnel  symp- 
toms was  reported  in  one  endoscopic 
case,  which  required  re-exploration 
and  open  carpal  tunnel  release  18 
months  after  endoscopic  release. 
This  patient's  nerve  conduction 
studies  prior  to  open  release  dem- 
onstrated minimal  improvement 
when  compared  with  the  studies 
performed  prior  to  endoscopic  re- 
lease. 

Recurrence  of  pre-operative 
symptoms  was  also  reported  in  one 
open  release  case  18  months  after 
surgery.  Nerve  conduction  studies 
performed  at  that  time  demonstrated 
improvement  compared  with  pre- 
operative studies.  This  patient's 
condition  continues  to  be  managed 
with  non-operative  treatment.  There 
were  no  other  complications  relat- 
ing to  the  open  surgical  release 
group. 


One  endoscopic  release  patient 
continued  to  have  persistent  mild 
paresthesias  along  the  radial  border 
of  the  ring  finger  and  the  ulnar  bor- 
der of  the  middle  finger  at  20  months 
follow-up.  This  patient  reported  a 
feeling  of  "100%  improvement"  of 
her  pre-operative  median  nerve 
paresthesias  and  did  note  pre-op- 
erative numbness  in  these  fingers. 

In  the  endoscopic  release  group, 
there  were  27  patients  (54%)  who 
were  employed  at  the  time  of  their 
surgery.  These  patients  returned  to 
work  in  an  average  of  28.5  days  fol- 
lowing surgery  with  a range  of  4 to 
67  days.  In  the  open  release  group, 
28  patients  (56%)  were  employed  at 
the  time  of  their  surgery.  These  pa- 
tients returned  to  work  in  an  aver- 
age of  50.4  days  following  surgery, 
with  a range  of  11  to  103  days.  This 
represents  an  average  decrease  of 
14.9  days  in  the  time  lost  from  work 
when  the  endoscopic  method  was 
used. 

Of  the  27  patients  in  the  endo- 
scopic group  who  lost  time  from 
work,  10  received  Worker's  Com- 
pensation benefits.  The  average  time 
for  return  to  work  in  this  subgroup 
was  32.4  days,  with  a range  of  4 to  67 
days.  In  the  open  release  group  of  28 
patients  with  time  loss  from  work, 
14  patients  received  Worker's  Com- 
pensation benefits.  The  average  time 
for  return  to  work  in  this  subgroup 
was  56.0  days,  with  a range  of  31  to 
103  days. 

The  mean  time  of  clinical  follow- 
up in  the  endoscopic  group  was  98.8 
days.  The  mean  time  of  clinical  fol- 
low-up in  the  open  group  was  195.3 
days.  This  difference  was  thought  to 
represent  the  mean  passage  of  time 
until  the  treating  physician  dis- 
charged the  patient  from  active  treat- 
ment. 

Discussion 

One  of  the  seven  aborted  endoscopic 
releases  (using  the  Chow  technique) 
occurred  because  the  surgeon  rec- 
ognized a very  thin  oblique  band 
crossing  the  distal  half  of  the  trans- 
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verse  carpal  ligament  at  the  time  the 
distal  portion  of  the  ligament  was 
incised.  A laceration  of  the  flexor 
digitorum  sublimis  tendon  to  the 
little  finger  was  identified  and  re- 
paired. The  patient  regained  full 
independent  sublimis  function  and 
full  composite  little  finger  flexion 
and  extension.  The  patient  also  ex- 
perienced complete  resolution  of  his 
preoperative  symptoms. 

The  difference  in  post-operative 
treatment  protocol  (immobilization 
for  3 weeks  in  the  open  group;  no 
immobilization  in  the  endoscopic 
group)  is  indicative  of  the  limita- 
tions of  a retrospective  study.  This 
factor  should  be  considered  when 
reviewing  the  results  and  conclu- 
sions of  this  paper. 

As  is  the  case  with  all  new  proce- 
dures, a learning  curve  exists  when 


fjerforming  endoscopic  carpal  tun- 
nel release.  Adequate  visualization 
and  identification  of  the  endoscopic 
anatomy  is  essential. 

Agee  et  al  reported  an  average 
time  lost  from  work  of  25  days  for 
patients  undergoing  endoscopic 
release  compared  to  46.5  days  for 
those  in  his  open  release  group.^ 
Our  patients'  time  of  28.5  days  for 
the  endoscopic  group  and  50.4  days 
for  the  open  group  is  similar. 

Conclusion 

The  endoscopic  technique  for  release 
of  the  transverse  carpal  ligament  (as 
described  by  Chow)  is  a safe  and 
effective  treatment  for  carpal  tunnel 
syndrome.  Our  experience  with 
endoscopic  carpal  tunnel  release 
demonstrates  that  the  post-op>era- 
tive  morbidity  and  time  lost  from 


work  are  decreased  by  the  endo- 
scopic method. 
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Guidelines  for  early  hospital  discharge  of  obstetrical 
patients  and  newborns 


The  State  Medical  SodErr  Board 
of  Directors,  at  its  October 
meeting,  authorized  publication  of 
the  following  SMS  Maternal  and 
Child  Health  Commission  recom- 
mendations regarding  guidelines  for 
discharge  of  obstetrical  patients  and 
newborns.  These  recommendations 
do  not  define  a standard  of  care,  nor 
do  they  intend  to  dictate  an  exclu- 
sive course  of  management.  They 
present  recognized  methods  and 
techniques  for  consideration  by 
physicians  for  incorporation  into 
their  practices.  Variations  of  prac- 
tice, taking  into  account  the  needs  of 
the  individual  patient,  resoiirces,  and 
limitations  unique  to  the  institution 
or  typ>e  of  practice,  may  be  appro- 
priate. The  following  guidelines 
were  developed  in  response  to  a 
major  Wisconsin  insurer's  request 
for  comment  about  its  hospital  dis- 
charge criteria  for  obstetrical  pa- 
tients. 

The  SMS  Maternal  and  Child 


Health  Commission  recommends 
the  following  guidelines: 

"A  patient's  release  from  the  hospi- 
tal should  be  determined  by  the 
physician(s)  managing  the  care, 
based  on  the  attainment  of  positive 
physiologic  criteria.  It  is  not  pos- 
sible to  construct  an  all-encompass- 
ing set  of  criteria  suitable  for  appli- 
cation by  a nurse  or  lay  reviewer,  be- 
cause individual  characteristics,  such 
as  concurrent  disease  process,  se- 
verity of  illness,  intensity  of  the  care 
required,  and  therapeutic  approach, 
are  all  critical  factors  in  determining 
when  a patient  is  ready  for  discharge 
from  the  hospital.  Pre-certification 
for  hospital  stays  based  on  arbitrary 
limits  should  not  be  required." 

Suggested  positive  early  dis- 
charge criteria  for  patients  and  their 
newborns  should  include: 

Obstetrical  patients 
• the  patient  is  hemodynamically 


stable,  with  normal  blood  pres- 
sure and  pulse,  and  is  able  to  walk 
without  light-headedness; 

• the  patient's  temperature  has 
remained  below  100.4°  F (38  Cel- 
sius) without  antipyretics,  during 
the  previous  24  hours  of  hospitali- 
zation; 

• a prescribed  diet  has  been  toler- 
ated for  24  hours  without  nausea 
or  vomiting; 

• the  patient  has  demonstrated  abil- 
ity to  pass  flatus  or  fecal  material; 

• the  patient  is  voiding  spontane- 
ously without  dysuria; 

• evidence  exists  that  any  episiot- 
omy,  incision  or  laceration  is  heal- 
ing; 

• the  uterus  is  involuting  appropri- 
ately and  is  not  tender; 

• the  lochia  is  acceptably  light  and 
without  odor; 

• the  patient's  lower  extremities  are 
not  tender; 

• laboratory  values  should  be  stable 
and  within  acceptable  limits; 


Abstract 

Reduced  calcitriol  requirements  for  treating 
hypoparathyroidism  during  lactation:  a case  report 

by  Robert  H.  Caplan,  MD  and  Gary  G.  Wickus,  PhD 

We  reduced  the  dose  of  calcitriol  from  0.75  to  0.25  p/d  to  maintain  low  normal  serum  calcium  levels  in  a 
hypoparathyroid  woman  during  lactation.  Calcitriol  requirements  quickly  returned  to  0.75  p/ d when  she 
discontinued  breast-feeding.  In  her  previous  pregnancy,  failure  to  reduce  the  dose  of  calcitriol  resulted  in  serious 
hypercalcemia  11  days  after  she  began  breast-feeding.  The  changing  requirement  for  calcitriol  in  our  patient  related 
directly  to  the  falling  level  of  estradiol.  Although  the  cause  or  causes  of  diminished  calcitriol  requirements  in  hy- 
poparathyroid women  during  lactation  remains  unclear,  increased  bone  resorption  promoted  by  low  plasma 
estrogen  levels  may  be  an  important  mechanism.  We  conclude  that  the  dose  of  calcitriol  should  be  reduced  during 
lactation  and  that  both  the  hypoparathyroid  mother  and  her  infant  should  be  carefully  monitored  to  detect  abnor- 
mal serum  calcium  levels.  Journal  of  Reproductwe  Medicine.  1993;38(11):914-918. 
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• the  patient  is  sufficiently  well 
rested  physically  and  emotionally 
to  care  for  herself  and  her  new- 
born infant;  and 

• the  patient  has  been  instructed 
regarding  return,  diet,  medication, 
activity,  woimd  care,  and  warn- 
ing signs. 

If  early  discharge  (defined  as  less 
than  48  hours  for  an  uncomplicated 
vaginal  delivery,  or  96  hours  post- 
cesarean section)  is  contemplated,  a 
postpartum  protocol  must  be  given 
to  the  patient.  Adequate  instruction 
must  be  given  prenatally  to  allow 
the  mother  to  provide  reasonable 
care  for  her  infant. 

Written  mstruction,  video  tapes, 
and  the  phone  number  of  an  imme- 
diately available  source  to  answer 
the  patient's  questions  are  encour- 
aged. Failure  of  a primiparous  pa- 
tient to  attend  prenatal  classes 
should  remove  her  from  early  dis- 
charge eligibility.  All  candidates  for 
early  discharge  should  meet  the 
positive  criteria  as  outlined  above. 


Newborns 

Physiologic  indicators  of  infant  sta- 
bility should  include: 

• gestational  age  greater  than  37 
weeks  and  birth  weight  greater 
than  2,500  grams; 

• vital  signs  that  are  stable  and 
normal; 

• glucose  and  chemical  testing  strips 
that  are  stable  and  normal; 

• thermal,  cardio-respiratory,  uri- 
nary, gastrointestinal,  and  neurol- 
ogic system  assessments  that  are 
normal; 

• a physician's  examination  indi- 
cates a normal  newborn; 

• if  applicable,  appropriate  instruc- 
tions are  given  after  completion  of 
circumcision; 

• completed  analysis  of  laboratory 
data,  including  maternal  testing 
for  syphilis  and  hepatitis  B (also, 
infant  or  cord  Coombs  test  is  nega- 
tive, as  indicated,  and  newborn 
screening  is  completed,  as  re- 


quired); and 

• initial  hepatitis  B vaccine  has  been 
given,  or  refusal  documented. 

Indicators  of  adequate  maternal- 
infant  interaction  should  include: 

• that  feedings  are  going  well;  and 

• that  parents  have  demonstrated 
knowledge  to  care  for  the  ir\fant. 

Indicators  of  follow-up  care  should 
include: 

• identification  of  follow-up  pedia- 
trician or  family  physician,  and 
notification  of  infant's  birth;  and 

• arrangement  of  follow-up  care  so 
that  the  infant  is  seen  within  48 
hours  of  discharge  by  a physician, 
or  a physician-directed  referral 
source,  such  as  a home-visiting 
nurse,  outpatient  clinic,  or  public 
health  nurse. 

Indicators  of  prenatal  parental 
education  should  include  parental 
attendance  in  prenatal  care  classes. ♦ 


"Ron’s  Rule  — 1 giv'e 
myself  one  week  to 
meet  new  people  and 
start  having  lun  on  a 
locum  tenens 
assignment.  It  hasn’t 
(ailed  me  yet.  ” 

Ron  Richmond,  MD, 
joined  the 
CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  Upes 
of  medical  practice  wdll  serv'e  him  well  when  he  returns  to 
his  hometown  to  establish  a community'  health  center. 

A singer.  A board-certified  family  practitioner.  Soft- 
spoken  for  a New  Yorker.  Ron  Richmond  knows. . . 

It's  a great  way  to 
practice  medicine 

CompHealHi 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


PHYSICIANS 


The  State  of  Wisconsin  offers 
an  excellent  lifestyle,  JSA 
Healthcare  Corporation  offers 
outstanding  opportunities  for 
physicians  looking  for  a medi- 
cal career  designed  to  fit  their 
personal  and  professional  re- 
quirements. Two  of  the  many 
reasons  why  you  should  con- 
sider JSA,  an  organization 
known  nationwide  for  finest 
quality  care. 

JSA  contracts  to  provide  am- 
bulatory and  primary  care  ser- 
vices to  healthcare  facilities 
throughout  the  G.S.  Our  firm 
is  one  of  the  fastest  growing 
private  companies  in  the  na- 
tion and  is  proud  to  be  the 
recipient  of  JCAHO’s  highest 
accreditation — accredited  with 
commendation. 


Come  To 
WISCONSIN 


..fora  career  as  fresh  as 
the  great  outdoors 


Primaiy  Care  Clinic  - Sparta 
7:30  am  • 4 pm,  M-F 

• /Vo  lights.  Mo  Call 

Private  Practice 
Opportunity  - Kenosha 

We  /Manage  the  Practice, 
You  Practice  AAedicine. 

• Excellent  Compensation 
Package 

• Indiuidualized  benefit  plan 

• Paid  Malpractice  Insurance 

• Paid  CME 

For  more  information  contact: 
Susan  Bray,  Professional  Re- 
cruitment, 10227  Wincopin 
Circle,  Suite  400,  Columbia, 
/4D  2 1 044  1 -800-966-28 1 1 . 


Equal  Opoftunity  Employer 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


f at M tci tx h' V 


Jerome  E.  Kronsnoble,  William  E.  Herte,  Marie  A.  Kuemmel 
Suite  20,  850  Elm  Grove  Road,  Elm  Grove,  W1  53122,  (414)  784-3780,  (800)  437-4326 


Socioeconomic 


Physician  supply: 

United  States  and  Wisconsin  initiatives 


Erik  Gundersen,  MA,  Madison 

IN  THE  HEALTH  CARE  reform  de- 
bate, the  triad  of  health  care 
costs,  quality,  and  access  is  often  the 
center  of  attention.  Whereas  high 
quality  health  care  is  often  the  stan- 
dard in  Wisconsin,  reform  initiatives 
generally  target  cost  containment 
measures  and  improved  access  to 
health  care  services.  This  paper  rec- 
ognizes geographic  and  specialty 
maldistribution  of  physicians  as  a 
major  impediment  for  access  to 
health  care  services,^'^  and  presents 
a three-point  plan  for  addressing 
health  care  reform  in  Wisconsin. 
After  a brief  history  of  national  and 
state  initiatives  in  health  manpower 
issues,  the  author  will  advocate  a 
strategy  that  involves  significant  cur- 
riculum reform  at  the  University  of 
Wisconsin  Medical  School  (UWMS), 
provides  strong  support  for  the 
state's  family  medicine  progrants, 
and  further  develops  the  Wisconsin 


This  paper  was  submitted  to  the  1993 
WMJ  Medical  Student  Writing  Contest. 
Gundersen  is  a fourth-year  student  at 
the  University  of  Wisconsin  Medical 
School.  Reprint  requests  to:  Erik  Gun- 
dersen, UW  Medical  School,  1300  Uni- 
versity Ave,  Madison,  WI 53706.  Copy- 
right 1993  by  the  State  Medical  Society 
of  Wisconsin. 


Area  Health  Education  Center  sys- 
tem and  Wisconsin  Research  Net- 
work as  crucial  steps  to  rectify  phy- 
sician supply  deficits. 

National  initiatives 
On  the  national  level,  attempts  to 
influence  physician  supply  have 
historically  targeted  the  medical 
schools.  The  Health  Profession  Edu- 
cational Assistance  Act  of  1963  pro- 
vided construction  grants  for  medi- 
cal schools,  a subsidy  based  on  the 
number  of  students,  and  loan  pro- 
grams to  students  in  a comprehen- 
sive effort  to  head  off  a perceived 
physician  shortage.  The  1968  Health 
Manpower  Act  further  expanded  the 
capitation  subsidy,  and  from  1965  to 
1975  the  number  of  medical  schools 
increased  from  89  to  114  with  a 70% 
increase  in  the  number  of  students.'* 
By  1970,  there  was  heightened 
discussion  of  physician  specialty  and 
geographic  maldistribution.  A 1970 
Carnegie  Commission  on  Higher 
Education  advocated  the  concept  of 
Area  Health  Education  Centers 
(AHECs)  to  build  partnerships  with 
under-served  communities  and  the 
institutions  of  higher  education.^  In 
1976,  the  reauthorization  of  the 
Health  Profession  Educational  As- 
sistance Act  called  for  greatly  in- 
creased funding  in  the  National 


Health  Service  Corps  as  a mecha- 
nism to  rectify  maldistribution. 
These  National  Health  Service  Corps 
physicians  would,  in  turn,  fill  about 
half  of  the  positions  in  federally 
funded  community  health  centers.'* 
In  1980,  the  Graduate  Medical 
Education  National  Advisory  Com- 
mission report  seriously  stifled  fed- 
eral involvement  in  national  physi- 
cian supply  issues.  This  report  pre- 
dicted a physician  glut  by  the  year 
1990  and  resulted  in  massive  cuts  in 
the  $154  million  1980  National 
Health  Service  Corps  budget.®  The 
academic  medicine  community  also 
expressed  concerns  that  a push  for 
primary  care  may  displace  residents 
currently  hired  to  work  in  specialty 
hospitals  and  create  friction  between 
community  and  specialty  hospitals. 
Investing  in  ambulatory  care  train- 
ing was  not  seen  as  profitable.^ 

The  Council  of  Graduate  Medical 
Education  (CoGME),  authorized  by 
Congress  in  1986,  was  subsequently 
charged  to  provide  an  ongoing  as- 
sessment of  physician  manpower 
trends  and  recommend  appropriate 
federal  and  private  sector  efforts  to 
address  the  identified  needs.  In  its 
third  report  to  Congress,  CoGME 
emphasized  two  goals— to  move 
toward  a national  system  in  which 
Continued  on  next  page 
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50%  of  physicians  are  generalists, 
and  to  improve  physician  distribu- 
tion, eliminate  primary  medicine 
shortage  areas,  and  rectify  urban 
and  rural  disparities.® 

David  Satcher,  MD,  PhD,  chair  of 
CoGME  and  president  of  Meharry 
Medical  College,  also  noted  that, 
"Right  now,  we  are  providing  disin- 
centives for  people  to  go  into  family 
practice.  We're  doing  it  in  the  way 
we  support  hospital  training  pro- 
grams and  in  the  way  we  support 
physicians  in  the  practice  environ- 
ment. I think  its  time  to  put  our 
money  where  our  mouths  are  and 
spend  it  in  a direction  that  would 
lead  us  to  what  we  need  in  order  to 
improve  access,  quality,  and  cost 
containment."’ 

The  Physician  Payment  Reform 
Commission  (PPRC),  which  advises 
Congress  on  physician  payment  for 
medicare,  offered  the  following 
working  assumptions  in  its  1992 
report  to  Congress:  The  number  of 
physicians  exceeds,  or  will  soon 
exceed,  that  required  to  meet  na- 
tional health  care  trends;  the  nation 
is  training  too  many  subspecialists 
and  too  many  specialists  in  some 
surgical  fields  relative  to  the  num- 
ber of  primary  care  physicians;  and 
many  physicians  lack  appropriate 
training  experiences  to  prepare  them 
for  practice  outside  the  hospital.^ 

These  assumptions  echo  senti- 
ments expressed  nearly  two  decades 
ago,’”  and  are  treated  with  similar 
replies  from  academic  medicine.  In 
public  testimony  before  the  PPRC  in 
October  1991,  it  was  again  empha- 
sized that  large  teaching  hospitals 
are  heavily  dep>endent  on  highly 
trained  and  cheap  medical  resident 
labor.”  Often,  this  sub-specialized 
training  does  not  apply  to  the  more 
common  health  needs  of  the  under- 
served communities.  Nevertheless, 
a number  of  authors  contend  that 
academic  medical  centers  must 
address  the  geographic  and  specialty 
maldistribution  which  affects  exces- 
sive medical  costs,  inadequate  health 
status,  poor  quality,  and  insufficient 


access  to  medical  care.’^”-” 

In  1992,  both  the  AMA  and  the 
Association  of  American  Medical 
Colleges  (AAMC)  convened  high 
profile  task  forces  to  address  gener- 
alist training  in  the  medical  schools. 
Each  charged  the  nation's  medical 
schools  to  specifically  re-examine 
their  institutional  mission  and  ob- 
jectives as  they  relate  to  primary 
care  and  specialty  distribution  of 
their  graduates.’®  The  AAMC,  in  a 
policy  statement,  advocates  as  an 
overall  national  goal  that  a majority 
of  graduating  medical  students  be 
committed  to  generalist  careers 
(family  medicine,  general  internal 
medicine,  or  general  pediatrics)  and 
that  appropriate  efforts  be  made  by 
all  schools  so  that  this  goal  can  be 
reached  within  the  shortest  possible 
time.’® 

Wisconsin  initiatives 
Wisconsin  has  taken  some  positive 
steps  to  help  rectify  the  geographic 
and  specialty  maldistribution  within 
its  borders.  Gov  Tommy  Thompson, 
a supporter  of  family  medicine  since 
1970,  personally  appealed  to  recent 
medical  school  graduates  across  the 
country  to  consider  Wisconsin's  12 
family  practice  residency  programs. 
In  the  August  1992  letter.  Gov  Th- 
ompson also  featured  the  Physician 
Loan  Assistance  Program  that  pays 
up  to  $50,000  for  family  physicians 
who  agree  to  practice  in  medical 
shortage  areas  in  Wisconsin.  To- 
gether with  the  Rural  Health  Devel- 
opment Council,  the  state  Office  of 
Rural  Health,  and  the  New  Physi- 
cians for  Wisconsin  Program,  un- 
der-served communities  are  being 
identified  and  assisted  in  attracting 
a shrinking  supply  of  primary  care 
physicians.’^ 

The  University  of  Wisconsin 
System  also  acted  to  form  a UW 
Rural  and  Urban  Health  Unders- 
ervice  Task  Force,  resulting  in  an 
October  1992  report  with  61  ranked 
recommendations.’®  Although  the 
mission  of  the  medical  school  is  not 
addressed,  a related  Robert  Wood 


Johnson  Foundation  proposal  pre- 
pared by  the  medical  school  specifi- 
cally states  a long-term  goal  for  the 
medical  school  is  to  increase  the 
percentage  of  UWMS  graduates  who 
enter  generalist  practice  from  29% 
to50%.” 

In  a comprehensive  effort  to  real- 
ize the  goal  of  having  a majority  of 
UWMS  graduates  committed  to 
generalist  careers  and  concomitantly 
address  the  issue  of  physician  spe- 
cialty and  geographic  maldistribu- 
tion, I propose  the  following  strat- 
egy for  the  school: 

• undertake  comprehensive  curricu- 
lum reform; 

• invest  in  the  family  practice  train- 
ing process;  and 

• cultivate  an  integrated  state  AHEC 
program. 

Curriculum  Reform 
In  a national  survey,  nearly  3 out  of 
4 medical  school  deans  and  associ- 
ate deans  indicated  that  fundamen- 
tal or  thorough  reform  of  medical 
education  was  necessary Although 
there  are  great  obstacles  to  curricu- 
lum reform,”  it  is  the  crucial  compo- 
nent of  this  reform  proposal.  To  their 
credit,  a number  of  schools  have 
successfully  implemented  compre- 
hensive reforms  to  achieve  explicit 
goals  and  serve  as  good  models.”^-^'’ 
There  also  exists  a flurry  of  national 
commission  reports  and  recommen- 
dations on  implementing  change 
from  such  organizations  as  the 
Robert  Wood  Johnson  Foundation, 
the  Kellogg  Foimdation,  the  Pew 
Charitable  Trusts,  and  the  Associa- 
tion of  American  Medical  Colleges. 
Ultimately,  the  responsibility  to 
make  the  difficult  choices  lies  with 
the  individual  institution. 

Currently,  70%  of  UWMS  ma- 
triculants express  interest  in  gener- 
alist careers,  yet  fewer  than  30% 
ultimately  choose  generalist  fields.” 
Based  on  the  annual  Association  of 
American  Medical  Colleges'  gradu- 
ation questionnaire,  13.9%  of  1992 
UWMS  graduates  will  pursue 
graduate  medical  education  in  fam- 
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Fig— Wisconsin  Health  Professional  Shortage  Areas.  Source:  Wisconsin  DHSS 
Division  of  Health. 


ily  medicine.  This  is  down  from 
16.5%  in  1987.  National  figures  for 
graduating  medical  students  choos- 
ing general  family  medicine  in  1987 
and  1992  were  14.8%  and  9.0%,  re- 
spectively.^ 

The  UWMS  last  undertook  sig- 
nificant curriculum  reform  in  the 
late  1960s.  Since  that  time,  there  have 
been  few  process  oriented  curricu- 
lum renovations.  The  current  re- 
quired third-year  interdisciplinary 
clerkship  in  primary  care  was  one 
laudable  effort,^*  but  this  came  at  the 
expense  of  a sucessful  third-year 
elective  in  family  medicine.^  A good 
number  of  elective  fourth-year  rota- 
tions in  primary  care  do  exist,  but 
they  are  often  perceived  as  periph- 
eral and  segmental. 

The  required  fourth-year  Precep- 
tor Program  is  a cornerstone  of  the 
UWMS  curriculum.  Founded  in 
1926,  the  program  places  medical 
students  at  one  of  23  sites  across  the 
state  for  2 months  with  volunteer 
faculty.  The  preceptor  sites  range 
from  small  rural  practices  to  large 
multispecialty  groups  and  offer  the 
perspective  of  community  practice. 
Although  this  program  has  perse- 
vered and  is  very  popular  with  stu- 
dents, it  has  not  realized  its  strategic 
potential  in  addressing  manpower 
needs  in  the  state  or  fostering  inter- 
est in  generalist  careers. 

Currently,  the  UWMS  is  in  the 
process  of  re-evaluating  its  curricu- 
lum in  an  effort  to  add  continuity 
and  integration  to  the  undergradu- 
ate medical  education  process.  Per- 
haps one  priority  of  curriculum  re- 
form should  be  to  develop  a pri- 
mary care  track  for  a select  number 
of  medical  students  that  would  fos- 
ter an  environment  supportive  of 
generalist  careers.  This  is  consistent 
with  the  goal  of  increasing  the  per- 
centage of  graduates  committed  to 
generalist  careers  to  50%,  and  would 
ideally  better  use  and  coordinate 
existing  pedagogic  tools  related  to 
generalist  training.  The  concepts  of 
clinical  problem  based  learning, 
student  centered  learning,  and 


community  oriented  learning  can 
also  be  more  effectively  and  com- 
prehensively implemented  in  a re- 
formed curriculum. 

It  is  imperative  that  the  UWMS 
firmly  support  and  invest  in  gener- 
alist training  to  provide  physicians 
for  Wisconsin's  under-served  com- 
munities. The  key  indicator  to 
monitor  is  the  overall  percentage  of 
UWMS  graduates  committed  to 
generalist  fields. 

Family  medicine 

The  Department  of  Family  Medi- 
cine at  the  UWMS  already  plays  an 
active  role  in  promoting  family 
medicine  among  students.  The 
department  supports  a limited 
number  of  medical  students  as 
summer  research  assistants.  This  is 
an  early  introduction  to  research  in 
fanuly  medicine,  the  faculty,  and 


the  academic  issues. 

The  Wisconsin  Academy  of 
Family  Physicians,  in  turn,  offers  a 
paid  Summer  Externship  Program 
for  medical  students.  This  is  an  8- 
week  clinical  experience  that  pro- 
vides a detailed  introduction  to  the 
practice  and  lifestyle  of  family  phy- 
sicians. Although  both  programs  are 
open  to  all  medical  students,  they 
must  be  pursued  independently  and 
completed  on  extracurricular  time. 

In  the  larger  scheme  of  health 
care  reform,  the  American  Acad- 
emy of  Family  Physicians  put  forth 
its  reform  proposal  in  April  1992. 
This  plan  calls  for  a specialty  mix  of 
50%  generalist  physicians,  at  least 
half  of  whom  would  be  family  phy- 
sicians. The  plan  also  recognizes  that 
federal  fimds  for  graduate  medical 
education  should  be  used  to  encour- 
Continued  on  next  page 
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Continued  from  preceding  page 
age  generalist  training  in  ambula- 
tory settings. 

With  resf)ect  to  Wisconsin  family 
physicians— often  the  sole  provider 
in  under-served  rural  and  urban 
areas— the  state  has  an  estimated 
shortage  of  150  to  200  physicians.  It 
has  been  concluded  that  Wisconsin 
needs  about  49  to  79  new  fanuly 
physicians  per  year  to  make  up  for 
the  losses  due  attrition,  retirement 
and  death,  and  the  increased  de- 
mand.® 

Wisconsin  must  continue  to  sup- 
port its  family  medicine  training 
programs  and  recognize  the  cost- 
effective  practice  style  of  family 
physicians.  Long-term  goals  may  be 
to  increase  the  number  of  family 
physicians  in  the  state  so  that  each 
citizen  may  have  access  to  the  per- 
sonal care  of  a fannily  physician.  The 
priority  of  prevention  and  patient 
education  inherent  to  family  medi- 
cine will  pay  future  dividends  for 
Wisconsin's  public  health.  The  key 
indicators  to  monitor  include  the 
family  physician-to-population  ra- 
tio and  the  match  rate  of  the  12  family 
medicine  graduate  medical  educa- 
tion residency  program  sites  in 
Wisconsin. 

The  AH  EC  system® 

As  of  late  1992,  there  are  50  desig- 
nated Health  Professional  Shortage 
Areas  (HPSAs)  in  Wisconsin^  (Fig 
1)— up  from  20  in  1980.  The  H^A 
criteria,  as  determined  by  the  US 
Public  Health  Service  Office  of  Short- 
age Designation,  requires  that  the 
area  be  a "rational"  area  for  delivery 
of  primary  health  care,  have  a popu- 
lation to  primary  care  physician  ratio 
of  greater  than  3,500  to  1 in  most 
cases,  and  have  a contiguous  service 
area  that  is  excessively  distant  or 
otherwise  inaccessible. 

The  AHEC  Program  is  potentially 
a central  mechanism  to  foster  a 
generalist  curriculum,  serve  as  a pri- 
mary care  training  site,  and  culti- 
vate physician  practices  in  these 
imder-served  communities.^^'^^  In- 


tegrating specially  chosen  mentors 
with  the  UWMS  Preceptor  Program 
or  creating  financial  incentives  for 
students  and  residents  to  train  at 
these  sites  may  ultimately  improve 
access  in  these  communities. 

The  AHEC  concept  has  been 
previously  endorsed  by  both  the 
1988  SMS  Task  Force  on  Rural  Health 
and  the  1992  UW  Report  of  the  UW 
Rural  and  Urban  Health  Unders- 
ervice Task  Force.  In  addition  to 
federal  fxmds  received  in  April  1991, 
the  AHEC  program  benefitted  from 
$500,000  of  state  fimding  during  its 
first  2 years.  Potential  fimding 
sources,  such  as  the  Robert  Wood 
Johnson  Foundation's  Practice  Sites 
Initiative,  may  also  contribute  to  a 
comprehensive  AHEC  program  tar- 
geting the  state's  most  under-served 
areas. 

The  Wisconsin  Research  Network 
(WReN),  a statewide,  practice-based 
primary  care  research  organization, 
could  further  facilitate  collaboration 
among  physicians  in  the  rural  set- 
ting.^ The  WReN  not  only  fosters  an 
interactive  support  network  of  rural 
physicians,  it  creates  an  emphasis 
on  health  services  research  and  a 
bridge  to  academia. 

In  monitoring  the  success  of  ef- 
forts to  rectify  health  professional 
shortage  areas,  key  indicators  to 
follow  include  the  number  of  HPSAs, 
the  number  of  participants  in  the 
AHEC  program  (both  students  and 
physicians),  and  the  number  of  par- 
ticipants with  WReN. 

In  summary,  this  three-front  pri- 
mary care  strategy  calls  for  the  de- 
velopment of  a primary  care  track  at 
the  UWMS;  continued  support  of 
fcunily  medicine  training  programs 
and  physician  recruitment,  and  the 
cultivation  of  the  state  AHEC  pro- 
gram cmd  WReN.  Indicators  to 
monitor  the  progress  of  this  strategy 
include  a yearly  report  of  the  per- 
centage of  medical  school  graduates 
committed  to  generalist  fields;  the 
ratio  of  family  physicians  and  resi- 
dents in  the  state,  and  the  match  rate 
of  the  family  medicine  residency 


programs;  and  the  total  number  of 
health  professional  shortage  areas, 
the  number  of  AHEC  physicians  and 
students,  and  the  number  of  WReN 
participants. 
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Public  health 

Wisconsin  occupational  carpal  tunnel  syndrome 
surveillance:  the  incidence  of  surgically  treated  cases. 

Lawrence  P.  Hanrahan,  PhD,  MS;  Dee  Higgins,  BSN;  Henry  Anderson,  MD;  and  Michael  Smith,  PhD,  Madison 


CARPAL  TUNNEL  syndrome  (CIS), 
a common  compression  neu- 
ropathy of  the  median  nerve  at  the 
wrist,  is  characterized  by  symptoms 
arising  in  the  distribution  of  the 
median  nerve  to  the  hand.^-^  CIS 
may  be  caused  by  a multitude  of 
factors,^  but  occupational  CIS  cases 
caused  by  cumulative  trauma  at 
work  are  of  special  interest  because 
of  their  potential  for  prevention.^^ 
In  1987,  the  Wisconsin  Division 
of  Health  (WDOH)  was  awarded  a 
Centers  for  Disease  Control  grant  to 
conduct  occupational  disease  sur- 
veillance, and  one  of  the  conditions 
monitored  was  CTS.^  The  hmding 


for  this  activity  ended,  but  in  the  fall 
of  1992,  WDOH  was  awarded  a 
Sentinel  Event  Notification  System 
for  Occupational  Risks  (SENSOR) 
grant  to  develop  an  experimental 
occupational  CIS  surveillance  pro- 
gram. One  of  the  key  components  of 
this  activity  was  the  use  of  the  newly 
available  CIS  surgery  information 
collected  by  the  Office  of  Health  Care 
Information  (OHCI).  Here  we  de- 
scribe the  program  and  the  first  of 
our  surveillance  analyses  on  this 
important  database. 

Siuveillance 

In  July  1990,  the  OHCI  made  carpal 


tunnel  release  surgery  a reportable 
procedure  for  hospital  outpatient 
surgery  centers  in  Wisconsin.  In 
January  1991,  free-standing  ambu- 
latory surgical  centers  were  also 
required  to  report  treatments.  These 
data  were  analyzed  to  describe  the 
scope  of  surgical  treatment  for  CIS 
in  Wisconsin.  Cases  were  selected  if 
they  mentioned  carpal  tunnel  re- 
lease (ICD9-CM  code  04.43  or  CPT- 
4 code  64721)  as  the  principal  proce- 
dure or  if  it  was  mentioned  in  any  of 
the  other  procedure  fields.  The  count 
of  treatments  was  adjusted  to  de- 
scribe the  number  of  incident  cases 
Continued  on  next  page 
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Age  Group 

Fig  1.— Wisconsin  CTS  total  surgery  incidence  case  rate,  males  and  females  by  age  group:  July 
1990  through  March  1993. 


Continued  from  preceding  page 
in  Wisconsin.  Thus  persons  with 
multiple  treatments  were  counted 
only  once  to  construct  incidence 
rates.  Payor  status  was  examined  by 
looking  at  Worker's  Compensation 
cases  and  then  all  other  payors  com- 
bined. This  was  done  to  classily  cases 
into  simple  work  related  or  non- 
work related  groups.  Finally,  age 
and  gender  specific  incidence  rates 
were  constructed  using  1990  Cen- 
sus population  and  employment  es- 
timates. 

Results 

From  July  1990  to  March  31,  1993, 
24,991  CTS  surgeries  were  per- 
formed on  19,937  patients.  Carpal 
tunnel  release  was  reported  as  the 
principal  procedure  in  97.6%  of  the 
cases.  The  remaining  2.4%  of  cases 
listed  carpal  tunnel  release  as  an- 
other procedure.  CTS  was  the  prin- 
cipal diagnosis  in  96.6%  of  the  cases 
(lCD-9  code  354.0),  while  the  remain- 
ing 3.4%  listed  CTS  as  another  diag- 
nosis. 

In  the  nine  quarters  when  both 
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systems  were  reporting,  free  stand- 
ing ambulatory  surgical  centers 
accounted  for  only  7%  of  the  cases, 
while  93%  of  surgeries  were  per- 
formed at  hospital  outpatient  surgi- 
cal treatment  centers.  Approxi- 
mately 75%  of  the  individuals  had 
surgery  once,  24.7%  twice,  and  an 
additional  0.3%  of  individuals  had 
three  or  four  carpal  tunnel  release 
surgeries.  The  cost  for  all  treatments 
was  more  than  $29  million,  with 
each  surgery  averaging  $1,163. 

In  26.1%  of  the  treatments. 
Worker's  Compensation  was  the 
primary  payor.  The  remaining  73.9% 
of  the  episodes  were  paid  for  by 
other  insurers  or  by  the  patient. 
Approximately  one  third  of  the 
Worker's  Compensation  cases 
(33.6%)  had  multiple  treatments; 
while  for  the  other  payor  cases,  only 
about  one  fifth  (21.9%)  had  more 
than  one  treatment. 

Figure  1 displays  age  and  gender 
specific  incidence  rates  of  CTS  sur- 
gery for  the  entire  Wisconsin  popu- 
lation. The  surgery  incidence  rate 
per  100,000  person  years  was  con- 
structed by  using  CTS  incident  cases 
as  the  numerator  and  1990  Census 
population  estimates  for  the  denomi- 
nator. The  crude  surgery  rate  for 


Wisconsin  was  148/100,000  person 
years.  For  females,  the  crude  rate 
was  184/100,000,  while  for  males  it 
was  111/100,000.  This  female-to- 
male-rate  ratio  gave  an  overall  rela- 
tive risk  of  1.67  of  surgery  incidence 
for  females  compared  to  males.  Fig- 
ure 1 shows  a surgical  rate  for  males 
that  steadily  increases  with  increas- 
ing age.  For  females,  the  rate  in- 
creases until  the  45  to  54  age  group, 
and  thereafter  it  declines. 

Figure  2 explores  the  relationship 
between  age  and  gender  for 
Worker's  Compensation  cases.  Inci- 
dence rates  for  Worker's  Compen- 
sation cases  were  calculated  using 
1990  Census  employment  estimates 
for  denominators.  From  these  data, 
the  crude  Worker's  Compensation 
surgery  rate  was  71/100,000.  For 
females,  the  rate  was  92/100,000, 
and  for  males  it  was  54/100,000, 
yielding  an  overall  female-to-male- 
rate  ratio  of  1.70.  In  figure  2,  the  sur- 
gery incidence  for  males  can  be  seen 
to  increase  until  ages  35  through  44, 
then  it  begins  to  decline.  In  contrast, 
the  CTS  surgery  rate  for  females 
steadily  increases  until  ages  45 
through  54,  before  gradually  declin- 
ing. 

Figure  3 depicts  the  incidence  of 


686 


Wisconsin  Medical  Journal  • December  1993 


other  payor  CTS  surgery  cases.  Inci- 
dence rates  for  other  payor  cases 
were  constructed  using  1990  Cen- 
sus population  estimates  for  the  de- 
nominator. The  overall  crude  sur- 
gery rate  for  non-work-related  cases 
was  112/100,000;  for  females,  the 
crude  rate  was  143/100,000,  while 
for  males  it  was  80/100,000.  This 
gave  a female-to-male  rate  ratio  of 
1.78.  Here,  again,  the  surgery  inci- 
dence rate  increases  with  increasing 
age  in  males,  while  for  females,  the 
rate  peaks  at  ages  45  through  54. 

Comment 

Wisconsin  age  and  gender  specific 
CTS  surgery  rates  (Fig  one)  exhibit 
good  agreement  with  an  earlier 
Canadian  study Our  analysis  of 
surgeries  begins  to  provide  a pic- 
ture of  the  occupational  CTS  public 
health  problem  in  Wisconsin.  If, 
however,  only  a portion  of  the  CTS 
cases  require  surgical  intervention, 
then  this  picture  is  incomplete.  Only 
50%  of  patients  required  surgery  in 
a sample  of  Wisconsin  physician  re- 
ported CIS  cases.^  Washington  state 
experienced  a higher  rate  of  occupa- 
tional CTS,  particularly  in  younger 
age  groups,  but  the  rates  also  in- 
cluded non-surgical  cases.^ 

The  incidence  of  CTS  has  steadily 
increased  over  the  years.^^'^'^  The 
Occupational  Health  Year  2000  ob- 
jectives set  a target  of  60/100,000  for 
all  work-related  cumulative  trauma 
disorders.®  And  although  it  is  only 
one  of  several  cumulative  trauma 
disorders,  CTS  has  a surgery  inci- 
dence of  71/ 100,000  for  work-related 
cases  in  Wisconsin.  If  surgery  repre- 
sents only  half  of  the  morbidity,  then 
the  incidence  of  occupational  CTS 
alone  in  Wisconsin  could  be  2.36 
times  greater  than  the  Year  2000 
objective  for  all  cumulative  trauma 
disorders. 

During  the  observed  surveillance 
period,  approximately  one  third  of 
the  Worker's  Compensation  cases 
had  multiple  treatments,  but  in 
contrast,  only  one  fifth  of  non-work- 
related  cases  had  multiple  treat- 


ments. Patients  with  two  surgeries 
are,  more  often  than  not,  persons 
with  bilateral  CTS.  In  a very  small 
proportion  of  cases,  multiple  epi- 
sodes may  instead  represent  a fail- 
ure of  the  first  surgery  to  achieve  the 
desired  treatment  effect.’  In  either 
instance.  Worker's  Compensation 
cases  have  a relative  risk  of  1 .53,  or  a 
53%  greater  likelihood  to  have  mul- 
tiple surgeries  when  compared  to 
the  other  or  non- work-related  cases 
of  CTS  (ie,  33.6%  V 21.9%). 

While  several  studies  have  esti- 
mated that  around  50%  of  CTS  cases 
are  bilateral,’  ® the  results  in  this 
analysis  could  indicate  a greater 
incidence  of  bilateral  involvement 
for  work-related  cases  statewide,  or 
a greater  need  for  bilateral  work 
related  cases  to  require  bilateral 
surgery.  It  may  simply  mean  that 
more  bilateral  work-related  CTS 
cases  are  treated  with  consecutive 
surgeries,  while  non-work-related 
bilateral  cases  are  more  likely  to  be 
treated  in  one  surgery. 

It  is  of  interest,  however,  to  note 
that  one  study  found  a three-fold 
greater  likelihood  of  poor  surgical 
result  in  the  treatment  of  work-re- 
lated cases  when  compared  to  non- 
work-related cases  (ie,  11.5%  v 

(0 


3.5%).'* 

For  Wisconsin  CTS  surgery  cases, 
the  average  cost  was  $1,163,  but  this 
is  only  a fraction  of  the  total.  This 
dollar  estimate  only  reflects  the 
surgical  procedure  costs;  it  includes 
neither  physician  fees  nor  pre-  or 
post-operative  consultations  and 
therapies.  It  also  does  not  reflect 
indemnity  payments  on  Worker's 
Compensation  cases.  According  to 
the  National  Council  on  Compensa- 
tion Insurance,  the  average  CTS  case 
costs  $29,000  in  Worker' s Compen- 
sation benefits  and  medical  costs.’® 
When  lost  productivity  costs  are  also 
factored  in,  Blue  Cross  of  California 
found  that  a CTS  case  could  cost  as 
much  as  $100,000.’®  If  the  average 
$29,000  cost  applied  to  our  state 
cases,  occupational  CTS  surgical 
cases  alone  would  cost  Wisconsin 
employers  more  than  $51  million 
annually. 

Wisconsin  is  now  uniquely  posi- 
tioned to  perform  comprehensive 
surveillance  of  surgically  treated 
CTS  because  nearly  all  surgeries  are 
reported.  Few  databases  of  this  scope 
exist  in  the  United  States.  Unfortu- 
nately, the  surgery  data  system  is 
only  a starting  point:  it  is  not  specifi- 
Con  tinned  on  next  page 
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Fig  2.— Wisconsin  CTS  surgery  incidence,  Worker's  Compensation  case  rate,  males  and 
females  by  age  group:  July  1990  through  March  1993. 
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fig  3.-Wisconsin  CTS  surgery  incidence,  other  payors  case  rale,  males  and  females  by  age 
group:  July  1990  through  March  1993. 


Continued  from  preceding  page 
cally  designed  to  carry  out  occupa- 
tional disease  surveillance.  Under 
the  SENSOR-CTS  program,  the 
Wisconsin  Division  of  Health  is  de- 
veloping an  experimental  surveil- 
lance system.  This  will  involve  ob- 
taining surgical  treatment  case  re- 
ports from  hospitals  and  clinics,  as 
well  as  physician-reported  CTS 
cases,  and  Worker's  Compensation 
CTS  cases. 

Initially,  the  Wisconsin  SENSOR- 
CTS  program  will  focus  on  obtain- 
ing complete  surveillance  case  re- 
ports for  surgically  treated  work- 
related  incidents.  This  will  be  done 
because  of  the  database's  statewide 
coverage,  explicit  treatment  and 
diagnosis  coding,  and  case  volume 
(approximately  2,400  work-related 
treatments  annually).  When  a work- 
related  surgical  case  is  identified 
from  the  database,  a surveillance 
case  report  will  be  generated.  This 
report  will  be  mailed  to  the  patient's 
surgeon,  who  will  be  asked  to  fill  in 
the  missing  data  elements.  The  items 
requested  will  include  occupation, 
industry,  work  risk  factors,  and  the 
nature  of  diagnosis  (including  signs 
and  symptoms;  locus:  left,  right, 
bilateral;  and  type:  cumulative 
trauma,  acute  injury,  or  onset  secon- 
dary to  pre-existing  condition).  Data 
collection  is  planned  to  begin  Febru- 
ary 1994,  and  physicians'  offices  will 
be  phoned  when  the  mailing  begins. 
Instructions  will  be  included  and  all 
collected  data  will  have  confidenti- 
ality assured  under  the  authority  of 
Wisconsin's  public  health  statutes. 

Occupational  CTS  is  preventable 
because  there  are  identifiable 


worksite  risk  factors  that  could  be 
ergonomically  improved.  Ergon- 
omic controls  to  reduce  and  elimi- 
nate CTS  hazards  can  bring  about  a 
reduction  in  the  incidence  of  occu- 
pational CTS.'*'^  To  accomplish  this, 
surveillance  plays  a key  role  by 
identifying  causal  factors  and  popu- 
lations at  risk. 

Surveillance  is  the  collection, 
analysis,  and  dissemination  of  health 
information  so  that  preventive  in- 
terventions can  be  implemented  and 
assessed.  Through  the  surveillance 
cycle,  the  societal  and  individual 
burden  of  diseases  such  as  occupa- 
tional CTS  can  be  reduced.  But  the 
success  of  this  public  health  activity 
depends  on  the  commitment  of  W is- 
consin's  physicians  to  provide  case 


surveillance  data.  Through  the  ac- 
tive participation  of  Wisconsin's 
health  care  community,  the  SEN- 
SOR-CTS program  can  achieve  its 
goal  of  preventing  occupational  CTS. 

The  SENSOR-CTS  program  di- 
rector is  available  to  answer  ques- 
tions on  occupational  CTS  surveil- 
lance, provide  written  information, 
and  act  as  a clearing  house  for  phy- 
sicians, local  public  health  agencies, 
employers,  and  workers  seeking  in- 
formation and  resources  to  prevent 
occupational  CTS  problems.  Physi- 
cians and  allied  health  staff  wishing 
assistance  with  occupational  CTS 
surveillance  issues  may  call  the 
SENSOR-CTS  program  at  608-267- 
3256. 
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Minnesota  tax  on  out-of-state  physicians  goes  into  effect 


Minnesota  is  attempting  to 
impose  a 2%  gross  receipts 
tax  on  certain  revenues  of  out-of- 
state  physicians  who  treat  Minne- 
sota patients  for  services  performed 


INDIVIDUAL  PHYSICIANS  and  prac- 
tice groups  should  determine 
whether  they  wish  to  contest  the 
Minnesota  tax,  either  on  the  basis 
that  they  do  not  meet  the  Minnesota 
statutes'  application  conditions,  or 
on  constitutional  grounds  as  long  as 
neither  they  nor  their  practice  group 
maintains  an  office  or  employees  in 
Minnesota  nor  treats  patients  there. 
There  are  two  ways  to  challenge  the 
tax.  Physicians  and  practice  groups 
may  pay  the  tax  and  sue  for  a refund 
in  Minnesota  trial  court,  or  choose 
not  to  pay  the  tax  and--if  the  tax  is 
assessed  against  them— file  suit  in 
Minnesota  tax  court. 

Physicians  and  practice  groups 
must  make  independent  decisions 


as  of  Jan  1, 1994.  Wisconsin  physi- 
cians or  clinics  may  receive  post- 
cards or  other  correspondence  from 
Minnesota,  asking  them  to  identify 
the  staff  member  with  responsibil- 


about  whether  the  tax  applies  to 
them  and,  if  so,  whether  they  want 
to  challenge  the  constitutionality  of 
its  application.  Those  decisions  may 
depend  on  the  amount  of  their  po- 
tential tax  liability,  the  facts  of  their 
practice,  and  any  other  considera- 
tions that  they  and  their  tax  advisors 
deem  relevant. 

SMS  staff  is  available  to  answer 
questions  about  the  tax  and  to  pro- 
vide assistance  if  the  decision  is  made 
to  contest  the  tax.  Anyone  receiving 
a tax  assessment  from  Minnesota 
and  wanting  to  challenge  it,  or  any- 
one having  a question,  may  call  Mark 
Adams,  Sally  Wencel,  or  Colleen 
Wilson  at  the  SMS,  (608)  257-6781, 
or  (800)  362-9080.O 


ity  for  seeing  that  the  tax  is  paid. 
This  article  explains  the  tax,  discusses 
what  the  SMS  is  doing  about  it,  and 
advises  on  how  you  can  contest  the 
tax  if  you  choose. 

The  MinnesotaCare  Act  imposes 
several  new  taxes  to  finance  health 
reform  in  that  state  and  to  benefit 
uninsured  Minnesotans.  Among 
these  is  a tax  on  the  gross  revenues 
received  by  physicians  and  hospi- 
tals for  services  provided  to  Minne- 
sota patients.  For  physicians  who 
live  and  practice  outside  Mirmesota, 
the  tax  is  2%  of  the  money  they 
receive  for  treating  Minnesota  pa- 
tients. Medicare  and  medical  assis- 
tance payments  are  exempt  from 
the  tax.  You  are  allowed  to  raise 
your  fees  to  cover  the  tax.  Under  the 
MinnesotaCare  Act,  however,  you 
may  not  itemize  the  tax  on  patient 
bills.  If  you  or  your  practice  are 
subject  to  the  tax,  the  Act  requires 
you  to  file  a tax  return  by  March  15, 
1995.  In  addition,  if  you  or  your 
practice  expect  your  tax  liability  to 
equal  or  exceed  $500  during  1994 
(ie,  your  gross  revenues  for  treating 
Minnesota  patients  is  expected  to 
exceed  $25,000),  the  Act  requires  you 
to  pay  quarterly  estimated  taxes.  The 
Continued  on  next  page 


Physicians  look  at  responses  to  the 
Minnesota  tax 
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first  installment  of  estimated  taxes 

is  due  April  15, 1994. 

The  Iowa,  North  Dakota,  South 
Dakota,  and  Wisconsin  state  medi- 
cal societies  have  consulted  with  the 
Office  of  the  General  Counsel  of  the 
American  Medical  Association  and 
have  retained  the  Chicago  law  firm 
of  Sidley  & Austin  to  review  the 
constitutionality  of  the  tax.  The  SMS 
has  been  advised  that  strong  argu- 
ments can  be  made  that  the  tax  is 
unconstitutional  as  applied  to  phy- 
sicians who  do  not  maintain  offices 
or  employees  in  Minnesota,  and  who 
do  not  treat  patients  in  that  state. 


In  addition,  the  SMS  has  sup- 
ported several  physicians,  includ- 
ing three  from  Wisconsin,  who  have 
filed  a lawsuit  challenging  the  con- 
stitutionality of  the  MinnesotaCare 
tax  as  applied  to  out-of-state  pro- 
viders. In  a Nov  8 order.  Judge  M. 
Michael  Monahan,  of  Minnesota's 
Second  Judicial  District  Court, 
granted  the  defendant's  motion  to 
dismiss  the  lawsuit  for  lack  of  juris- 
diction. 

Through  his  order,  the  judge 
concluded  that  physicians  who  want 
to  contest  the  tax  must  wait  until  a 
tax  has  actually  been  assessed  against 
them.  The  physicians  may  then 


challenge  the  assessment  in  the 
Minnesota  tax  court  or  pay  under 
protest  and  sue  for  a refund. 

The  order  was  based  on  a Minne- 
sota law  that  was  enacted  after  the 
case  was  brought.  After  the  Minne- 
sotaCare suit  was  filed,  the  state 
legislature  passed  a legislative  in- 
tent statement  that  said  tax  litiga- 
tion against  MinnesotaCare  was  not 
permissible  until  after  the  tax  has 
been  imposed. 

The  state  medical  societies  in- 
volved and  the  AMA  are  now  re- 
viewing options  for  additional 
action.^ 
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Farewell  to  a friend 

Milwaukee  county  medical  society  executive  retires 


WILLIAM  Harlan,  executive 
vice  president  of  the  Medi- 
cal Society  of  Milwaukee  County 
since  1983,  retires  this  month  after 
more  than  40  years  of  service  to  or- 
ganized medicine.  Harlan's  career 
was  recognized  at  the  1993  SMS 
annual  meeting,  when  he  received 
the  SMS  Directors'  Award. 

Harlan's  career  in  medical  asso- 
ciation management  began  in  1952, 
with  the  Pennsylvania  Medical  So- 
ciety. In  1959,  he  became  executive 
director  of  the  Medical  Bureau  of 
Harrisburg,  Penn,  and  executive 
secretary  of  Pennsylvania's  Dauphin 
County  Medical  Society.  He  moved 
to  the  leadership  of  the  Pennsylva- 
nia Society  of  Internal  Medicine  in 
1969,  and  the  Medical  Society  of 
Milwaukee  County  in  1983. 

In  addition  to  his  position  as 
executive  vice  president  of  the  Mil- 
waukee County  society,  Harlan  is 
on  the  board  of  directors  of  the 
Wisconsin  Cardiovascular  Founda- 
tion and  the  Milwaukee  Regional 
Medical  Instructional  Television  Sta- 
tion. He  has  served  as  a member  of 
the  Milwaukee  ShareCare  Task 
Force,  WisconsinCare  Task  Force, 
the  American  Cancer  Society's 
Cancer  Response  System  Subcom- 
mittee, Milwaukee  County  Task 
Force  on  Child  Abuse  and  Neglect, 
Milwaukee  School  Adolescent 
Health  Program  Design  Committee, 
and  the  Milwaukee  Health  Depart- 
ment Services  Policy  Committee. 


William  Harlan 


"I  think  I speak  for  the  entire  SMS 
staff,"  said  SMS  Executive  Vice  Presi- 
dent Thomas  Adams,  CAE,  "when  I 
express  admiration  for  Bill's  40  years 
of  leadership  and  friendship,  dili- 
gence and  industry,  and  wisdom 
and  understanding.  Bill  arrived  in 
Wisconsin  when  the  ship  of  organ- 
ized medicine  was  sailing  some  very 
rough  seas,  and  Bill's  diplomacy, 
grace,  and  good  humor  served  all  of 
us  well.  He  will  be  missed." 

Harlan  is  being  succeeded  by 
Betsy  K.  Adrian.  Adrian  holds  mas- 
ters degrees  from  the  University  of 
Illinois  in  both  public  health  and 


Betsy  Adrian 


education.  She  comes  to  Milwaukee 
from  Chicago,  where  she  managed 
the  creation  of  a new  PHO,  Partners 
in  Health.  Adrian  also  has  experi- 
ence as  director  of  practice  manage- 
ment and  IPA  for  the  Louis  A.  Weiss 
Memorial  Hospital  in  Chicago, 
administrator  of  the  Women's 
Health  Institute  in  Chicago,  director 
of  corporate  health  at  Multicare 
HMO  in  Chicago,  manager  of  life- 
style programs  at  the  Midwest 
Center  for  Health  Promotion  in 
Melrose  Park,  III,  and  as  a childbirth 
educator  in  Chicago. ♦ 
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Special  series 

SMS  Task  Force  on  Domestic  Violence: 
Recognizing  elder  abuse 


William  J.  Listwan,  MD,  West  Bend 

Elder  abuse:  No,  I'm  not  talk- 
ing about  the  emotional  abuse 
that  your  teenage  children  are  sub- 
jecting you  to  on  a daily  basis.  Actu- 
ally, your  current  exposure  to  abuse 
of  the  elderly  is  more  likely  to  occur 
in  your  practice  than  in  your  home. 
If  you  are  caring  for  elderly  patients 
in  your  practice,  particularly  those 
who  are  weak,  confused,  and  de- 
pendent on  others,  there  is  a good 
chance  that  at  least  some  of  them  are 
part  of  an  abusive  relationship. 

With  increasing  awareness  of 
family  and  domestic  violence  in  our 
culture,  there  has  been  a great  deal 
of  attention  focused  on  child  abuse 


Dr  Listwan  is  chair  of  the  SMS  Task 
Force  on  Domestic  Violence.  Reprint 
requests  to:  SMS  Task  Force  on  Domes- 
tic Violence,  Attention:  Shari  Hamilton, 
PO  Box  1109,  Madison,  WI 53701.  Copy- 
right 1993  by  the  State  Medical  Society 
of  Wisconsin. 


and  partner  abuse.  There  has  been 
less  awareness  of  abuse  involving 
the  frail  elderly. 

Partner  abuse  involves  two  com- 
petent adults  and  is  not  limited  by 
the  age  of  the  people  involved.  Power 
or  control  is  used  by  one  of  the  two 
partners  to  dominate  the  other  in 
the  relationship.  This  type  of  part- 
ner abuse  can  occur  in  couples  of  all 
ages,  including  those  of  Medicare 
age. 

Elder  abuse,  which  I am  address- 
ing here,  is  a different  problem  than 
partner  abuse  in  elderly  couples.  The 
typical  profile  of  a victim  of  elder 
abuse  is  a person  over  the  age  of  80 
who  requires  medication,  supervi- 
sion, and  special  attention  or  assis- 
tance. Thus,  the  use  of  the  term  "frail 
elderly."  During  1990,  there  were 
1,952  reports  of  abuse  of  the  frail 
elderly  in  Wisconsin.  I am  sure  there 
were  even  more  cases  that  were 
unreported. 

Of  those  reported,  the  largest  age 


group  (35%)  was  those  between  the 
ages  of  80  and  89  with  66%  of  the 
victims  being  women.  Almost  half 
of  the  reported  cases  in  1990  were 
defined  as  self-neglect.  With  the 
others,  there  was  an  abuser  who 
lived  with  the  victim  and  was  a rela- 
tive or  primary  care  giver. 

In  looking  for  causes,  many  indi- 
cators point  to  the  increased  vul- 
nerability of  older  people.  The  ma- 
jority of  supportive  services  received 
by  older  persons  are  provided  by 
family  members.  This  is  a taxing  re- 
sponsibility that  can  cause  poten- 
tially serious  conflicts,  hostility,  and 
strain  on  the  care  giver  resulting  in 
elder  abuse  or  neglect. 

Wisconsin  has  a statewide  pro- 
gram for  reporting  elder  abuse  that 
is  voluntary.  This  law  recognizes  a 
competent  elder's  right  to  self-de- 
termination. All  counties  are  re- 
quired to  provide  a means  for  re- 
porting elder  abuse  and  the  investi- 
gation must  be  kept  confidential  by 
the  county  agency.  Because  volun- 
tary reporting  is  encouraged  by  state 
law,  there  will  be  no  liability  for  the 
physician  or  nonphysician  report- 
ing in  good  faith. 

What  happens  next?  After  a 
report  is  received  by  the  county 
agency,  the  situation  is  thoroughly 
investigated.  This  may  take  weeks 
or  even  months.  If  the  elderly  per- 
son is  considered  competent,  the 
investigation  may  not  result  in  any 
significant  change  in  his  or  her  liv- 
ing conditions  or  care.  Help,  how- 
ever, will  be  offered  to  them.  In  many 
cases,  the  care  giver  and  the  elderly 
patient  just  need  assistance  and  some 
relief  from  the  stresses  of  day-to- 
day  care.  Meals  on  Wheels,  respite 
care,  day  care  and  other  alternatives. 


SMS  president,  EVP  meet  with 
governor  on  health  system  reform 

Sms  President  Pauline  M.  Jackson,  MD,  Executive  Vice  President  Tho- 
mas L.  Adams,  CAE,  and  Government  Relations  Director  Michael 
Kirby  were  invited  to  met  with  Gov  Tommy  Thompson  Nov  10  to  discuss  his 
Health  Care  Partnership  Plan  (SB  327).  The  SMS  leaders  used  the  meeting  to 
press  for  the  inclusion  of  the  SMS  board's  eight  essential  points  for  health 
system  reform. 

Striving  to  reach  mutual  ground,  the  governor  has  also  met  with  other 
health  reform  players.  At  press  time,  it  appeared  that  the  governor  would 
not  call  a special  legislative  session  in  December.^ 
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often  help  defuse  the  situation  and 
allow  for  the  elderly  person  to  stay 
in  his  or  her  current  living  situation. 

If  there  is  evidence  of  self-neglect 
and  the  elderly  person  is  not  consid- 
ered competent,  guardianship  pro- 
ceedings will  occur.  This  will  in- 
volve court  appearances  and  may 
require  participation  by  the  physi- 
cian. If  there  is  evidence  of  family  or 
care  giver  neglect  of  the  elderly 
person,  social  services  will  work  with 
them  to  try  to  rectify  the  problem.  If 
this  cannot  be  accomplished,  then 
civil  or  criminal  proceedings  may 
occur.  Again,  the  physician  may 
become  involved  as  an  expert  on  the 
medical  care  and  condition  of  the 


patient. 

Physicians  need  to  be  involved. 
We  encounter  the  vulnerable  eld- 
erly on  a regular  basis  as  they  come 
to  our  offices  for  their  medical  care. 
When  seeing  a patient  who  appears 
to  be  the  victim  of  abuse  or  neglect, 
it  is  important  to  obtain  a detailed 
history  and  physical  examination 
documenting  any  confirmatory  evi- 
dence. Referral  to  the  appropriate 
agency  in  your  county  should  then 
be  carried  out.  Physical  indications 
of  abuse  may  include:  malnutrition, 
uncleanliness  and  poor  hygiene, 
duplication  and  confusion  about 
medications,  repetitive  hospital 
admissions,  bums,  bmises,  lacera- 


tions, or  abrasions. 

To  identify  your  county's  elder 
abuse  agency,  call  either  your  local 
county  aging  unit  or  the  Wisconsin 
Bureau  on  Aging  at  608-266-2536. 
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SMS  meets  with  presidential  health  adviser 


Kenneth M.  Viste,  Jr,  MD,  past 
SMS  president  and  chair  of 
the  SMS  Task  Force  on  Health  Care 
Reform,  and  Michael  Kirby,  direc- 
tor of  SMS  Government  Relations, 


AMA  awards 

The  Wisconsin  physicians  listed 
below  recenty  earned  AMA 
Physician's  Recognition  Awards. 

! They  have  distinguished  themselves 
and  their  profession  by  their  com- 
mitment to  continuing  education, 
and  the  SMS  offers  them  its  con- 
gratulations. The  * indicates  mem- 
bers of  the  SMS. 

I 

October  1993 
* Cody,  Edward  F. 
i * Fiedler,  Howard  W. 

* Fisher,  Albert  L. 


traveled  to  Washington  recently  to 
meet  with  Ira  Magaziner,  President 
Bill  Clinton's  adviser  on  health  sys- 
tem reform. 

Magaziner  updated  representa- 


* Fmchtman,  Martin  Z. 
Hettler,  Gerhard  W. 

* Hogan,  John  P. 

Hussa,  John  F. 

* Kuritz,  Robert  R. 

* Lang,  Gordon  E. 

* Macasaet,  Rolando  A. 

* Olson,  David  C. 

R.idius,  Ronald  L. 

* Redlin,  Kenneth  C. 

* Unger,  June  M. 

* Wittman,  William  J. 
Zach,  James  R. 

* Zastrow,  Raymond  C.^ 


tives  of  state  and  county  medical 
societies  Nov  19  on  the  status  of 
legislation  on  the  proposed  Health 
Security  Act.  The  presidential  ad- 
viser stressed  the  administration's 
commitment  to  six  key  points  on 
health  system  reform.  Essential 
components  to  health  system  reform, 
Magaziner  said,  include  the  follow- 
ing: universal  coverage;  simplifica- 
tion of  the  health  care  delivery  sys- 
tem; slowing  growth  of  health  care 
costs;  consumer  choice  of  plans, 
including  a fee-for-service  plan;  a 
quality  outcome  driven  system;  and 
expanded  responsibility  for  health 
care  consumers  (ie,  healthy  choices 
regarding  food,  exercise,  and  pre- 
ventive health  care). 

Magaziner  underscored  the 
administration's  intent  to  be  flex- 
ible to  modifications  during  con- 
gressional debate.  He  predicted  that 
there  would  be  a 6-  to  9-month  health 
system  reform  debate  prior  to  pas- 
sage of  health  system  reform  legis- 
lation. 

Continued  on  next  page 


I 

1 Wisconsin  Medical  Journal  • December  1993  693 

I 

I 


Continued  from  preceding  page 

In  response  to  a question,  Magaz- 
iner  said  that  alliances  will  not  be 
able  to  exclude  health  plans  and  that 
employers  will  not  be  precluded 
from  offering  richer  benefits  than 
the  administration's  benefit  pack- 
age as  supplemental  packages. 

Magaziner  emphasized  the  Clin- 
tons' goal  of  allowing  physicians  to 
collectively  negotiate  with  alliances 
over  fee  schedules  and  within  health 
plans.  He  also  mentioned  that  the 


insurance  industry  is  intruding  too 
much  into  health  care  decisions, 
noting  that  the  administration  wants 
to  repeal  the  exemption  from  the 
antitrust  laws  established  for  insur- 
ance companies  by  the  McCarran- 
Ferguson  Act.  He  said  reform  should 
not  result  in  a health  care  system 
dominated  by  three  or  four  insur- 
ance companies.  Rather,  Magaziner 
said,  the  administration  wants  to 
promote  physician-directed  net- 
works. 


With  regard  to  liability  reform, 
Magaziner  said  there  is  no  provi- 
sion to  place  a cap  on  non-economic 
damages  because  the  administration 
does  not  want  to  "penalize  consum- 
ers who  are  victims." 

The  Clinton  plan  has  been  intro- 
duced in  the  House  by  Majority 
Leader  Richard  Gephardt  (D-MO) 
as  HR3600,  and  is  cosponsored  by 
100  US  representatives.  In  the  Sen- 
ate, the  plan  is  now  SI 757,  co-spon- 
sored by  30  senators.^ 


Physician  briefs 

The  * indicates  a member  of  the  SMS. 

Maury  B.  Berger,  MD,*  has  joined  the  Mercy  Hospi- 
tal medical  staff  as  its  new  medical  oncologist-hema- 
tologist. Board  certified  in  internal  medicine,  hema- 
tology and  medical  oncology.  Dr  Berger  is  a clinical 
faculty  member  of  the  university  of  Wisconsin  and 
Medical  College  of  Wisconsin.  He  earned  his  medi- 
cal degree  from  the  University  of  Wisconsin,  then 
completed  his  medical  residency  at  Mount  Sinai 
Medical  Center  in  Milwaukee. 

Alex  C.  Canda,  MD,*  has  joined  Lakeland  Medical 
Center.  Dr  Canda  completed  residencies  at 
McKeesport  Hospital  in  Pennsylvania  and  at  Mercy 
Hospital  and  Medical  Center  in  Chicago.  He  is  board 
eligible  in  internal  medicine.  Dr  Canda  will  hold 
office  hours  at  both  Badger  Medical  Center  in  Dele- 
van  and  Lakeland  Medical  Center  in  East  Troy. 

Maurice  W.  Chung,  MD,*  has  joined  the  staff  of 
Berlin  Memorial  Hospital.  Dr  Chung  specializes  in 
gastroenterology.  He  graduated  from  the  Medical 
College  of  Wisconsin  and  completed  his  residency 
there. 

Mark  Clemence,  MD,*  is  joining  his  father,  James 
Clemence,  MD,*  in  practice  in  Hales  Comers.  The 
younger  Dr  Clemence  attended  medical  school  in 
Grenada  and  completed  a combined  residency  of 
internal  medicine  and  pediatrics  at  the  Seton  Hall 
School  of  Medicine,  where  he  served  as  the  chief  resi- 
dent of  pediatrics. 

Louie  Coulis,  MD,*  has  begun  practicing  in  She- 
boygan. Di  Coulis  is  a board-eligible  invasive  cardi- 
ologist and  a board-certified  internist  with  Milwau- 


kee Cardiology  Associates.  He  received  his  medical 
degree  from  the  Indiana  University  School  of  Medi- 
cine in  Indianapolis.  He  completed  his  internal 
medicine  residency  at  Ball  Memorial  Hospital  in 
Muncie,  Ind.  He  was  also  granted  a cardiology  fel- 
lowship at  the  Cleveland  Clinic  Foundation. 

Neil  Fullan,  MD,*  a child  psychiatrist  and  pediatri- 
cian, has  joined  Lakeshore  Mental  Health  in  Mani- 
towoc. Dr  Fullan  earned  his  medical  degree  from 
Rush  University  in  Chicago  and  studied  child  psy- 
chiatry at  University  of  Wisconsin  Hospital  in  Madi- 
son and  completed  post-graduate  training  in  adult 
psychiatry  and  pediatrics  at  Michigan  State  Univer- 
sity in  East  Lansing. 

Karen  B.  Himmel,  MD,*  a board-certified  internist, 
has  joined  the  Bay  Area  Medical  Center-Marinette 
clinic.  Dr  Himmel  earned  her  medical  degree  at 
Wayne  State  School  of  Medicine  and  completed  a 3- 
year  internal  medicine  residency  in  Detroit. 

Paul  E.  Hankwitz,  MD,*  has  been  promoted  to  the 
full-time  position  of  medical  director  of  the  North- 
western Mutual  Life  Insurance  Company  in  Mil- 
waukee. Dr  Hankwitz  earned  his  medical  degree 
from  the  Medical  College  of  Wisconsin,  where  he 
also  completed  his  internship,  residency  and  chief 
medical  residency.  He  currently  serves  as  clinical 
professor  of  medicine  for  geriatrics-gerontology  at 
the  medical  college.  Dr  Hankwitz  is  a commissioner 
with  the  Milwaukee  County  Commission  on  Aging 
and  chair  of  the  SMS  Commission  on  Geriatric  Health. 

Robert  J.  Jaeger,  MD,*  of  Stevens  Point,  has  been 
elected  chair  of  the  Wisconsin  section  of  the  Ameri- 
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can  College  of  Obstetricians  and  Gynecologists. 
Currently  chair  of  the  department  of  ob-gyn  at  St  Mi- 
chael's Hospital  in  Stevens  Point,  Dr  Jaeger  also 
serves  on  the  hospital's  executive  committee.  He  is  a 
member  of  the  SMS  Board  of  Directors  and  chairs  the 
SMS  Commission  on  Maternal  and  Child  Health. 

Joseph  J.  Mazza,  MD,*  has  been  appointed  dean  of 
clinical  affairs  at  Marshfield  by  the  University  of 
Wisconsin  Medical  School.  In  conjunction  with  his 
current  capacity  as  director  of  medical  education  at 
Marshfield  Clinic,  Dr  Mazza  will  serve  as  liaison  to 
the  UW  Medical  School.  Dr  Mazza  joined  the  medi- 
cal staff  at  Marshfield  Clinic  in  July  1970,  after  com- 
pleting his  fellowship  in  internal  medicine  and  he- 
matology at  Mayo  Clinic.  Dr  Mazza  was  elected 
governor  of  the  American  College  of  Physicians  for 
the  State  of  Wisconsin  in  1990  and  will  complete  his 
term  in  1994. 

Elizabeth  Mary  Mitchell,  MD,*  is  a new  addition  to 
the  staff  of  the  Kaukauna  Clinic.  Dr  Mitchell  is  a 
graduate  of  the  University  of  Wisconsin-Madison 
and  the  University  of  Notre  Dame.  She  previously 
served  as  clinical  instructor  at  the  Medical  College  of 
Wisconsin  Department  of  Family  Medicine. 

Jennifer  Norvell-Cold,  MD,*  has  joined  the  staff  of 
Marshfield  Qinic-Lakeland  Center  from  the  US  Naval 
Hospital  in  Yokosuka,  Japan.  Dr  Norvell-Cold  earned 
her  medical  degree  from  the  Uniformed  Services 
University  of  the  Health  Sciences  in  Bethesda,  Md. 
She  served  a residency  in  obstetrics  and  gynecology 
at  San  Diego  Naval  Hospital  in  California. 

Leon  Radant,  MD,*  has  been  awarded  the  William 
Pickles  Award  by  the  Wisconsin  Academy  of  Family 
Physicians.  The  award  is  given  annually  to  a family 
physician  who  has  most  notably  supported  family 
medicine  research  in  the  state.  Dr  Radant  partici- 
pated in  a study  sponsored  by  the  National  Heart, 
Lung  and  Blood  Institute,  designed  to  look  at  the 
usefulness  of  Digoxin  in  patients  with  congestive 
heart  failure.  Dr  Radant  enrolled  more  patients  in 
this  study  that  any  other  Wisconsin  Research  Net- 
work physician  and  generously  donated  the  funds 
he  received  for  his  participation  in  this  study  to  the 
Wisconsin  Institute  of  Family  Medicine. 

Marcia  J.S.  Richards,  MD,*  medical  director  for 
radiation  oncology  at  St  Luke's  Medical  Center  in 
Milwaukee  and  a director  of  the  SMS,  has  been 
chosen  as  the  new  president  of  the  American  Cancer 
Society,  Wisconsin  Division.  Dr  Richards  has  served 
on  the  state  cancer  society's  board  of  directors  since 
1986.  She  earned  her  medical  degree  from  the  Uni- 
versity of  Wisconsin  and  completed  a fellowship  in 
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County  society  news 


Brown.  The  Brown  County  Medical 
Society  met  in  Green  Bay  Oct  14, 
1993,  at  the  Holiday  Inn  Conference 
Center.  Mark  Green,  JD,  spoke  on 
liability  and  tort  reform.  New  mem- 
bers accepted  into  the  society  were 
Johnny  Edrozo,  MD,  and  John  Hale, 
MD. 

Chippewa.  The  Chippewa  County 
Medical  Society  met  at  the  Flame 
Restaurant  Nov  16, 1993.  Jay  Mayer, 
senior  manager  of  Wippfli,  Ullrich 
and  Bertelson,  addressed  the  group 
on  retirement  planning  and  new 
revisions  in  the  tax  laws.  New 
members  accepted  include  David  F. 
Cook,  MD;  Robert  R.  Maslonkow- 


ski,  MD;  and  Scott  E.  Julian,  MD. 

Dane.  The  following  physicians  have 
been  accepted  into  membership  in 
the  Dane  County  Medical  Society: 
Ronald  T.  Ackermann,  MD;  Nicho- 
las V.  Augelli,  MD;  Kristine  A. 
Bathke,  MD;  Theodore  A.  Belanger, 
MD;  Dana  M.  Benden,  MD;  Thomas 
C.  Betka,  MD;  Scott  R.  Breunig,  MD; 
Gregory  N.  Brooks,  MD;  Paul  V. 
Bullis,  MD;  Trewer  C.  Buss,  MD; 
Stephen  E.  Carlisle,  MD;  Carrie  A. 
Castelaz,  MD;  Jeffrey  M.  Collins, 
MD;  Tracy  P.  Cotter,  MD;  Sarah  de 
Grood,  MD;  David  Derdzinski,  MD; 
Graham  H.  Erlacher,  MD;  Kusi 
Fordjour,  MD;  John  J.  Frey,  III,  MD; 


Claire  M.  Gervais,  MD;  Faizan 
Hafeez,  MD;  Chris  G.  Hatch,  MD; 
Kelly  E.  Hodgson,  MD;  Heidi  A. 
Huser,  MD;  Anne  M.  Jacobson,  MD; 
Jill  M.  Jahnke,  MD;  Jennifer  R.  Jau- 
cian,  MD;  Mark  W.  Jeffries,  MD; 
Steven  B.  Jenkins,  DO;  Anastasia  J. 
Kalos,  MD;  Peter  T.  Kalos,  MD;  Dean 
R.  Keller,  MD;  Christina  Kim,  MD; 
Evette  C.  Kingcaid,  MD;  Catherine 
E.  Kobbervig,  MD;  JoAnne  M.  Kri- 
ege,  MD;  Arnold  J.  Krubsack,  MD; 
Rebecca  Kuehn,  MD;  Douglas  C. 
Kutz,  MD;  Jayne  Laszewski,  MD; 
Janice  A.  Litza,  MD;  Cortland  J. 
Lohff,  MD;  William  W.  hunt,  MD; 
Christina  Hahn  MacPherson,  MD; 
John  G.  McCartney,  MD;  Gwenev- 


Continued  from  preceding  page 

radiation  oncology  at  University  Hospitals  in 

Madison. 

Indal  Seudeal,  MD,*  has  joined  Monroe  Clinic.  Dr 
Seudeal  received  his  medical  degree  from  the  Uni- 
versity of  Liege  in  Belgium  and  completed  his  resi- 
dency in  internal  medicine  at  the  Albert  Einstein  Col- 
lege of  Medicine  and  Emergency  Medicine.  He  is 
board-eligible  in  pulmonary  medicine  and  critical 
care  medicine. 

Robert  M.  Sookochoff,  MD,*  has  joined  Richard 
Brandner,  MD,  at  the  Eagle  River  office  of  Rhinelan- 
der Medical  Center.  Dr  Sookochoff  received  his 
medical  training  at  the  University  of  British  Colum- 
bia in  Vancouver.  He  completed  post  graduate  train- 
ing at  the  Ottawa  General  Hospital  in  Ottawa,  On- 
tario. He  practiced  in  Ontario  and  Minnesota  prior  to 
relocating  to  Eagle  River. 

Leonard  Stein,  MD,  a University  of  Wisconsin 
Medical  School  professor  of  psychiatry,  is  one  of  five 
people  worldwide  to  be  granted  an  honorary  fellow- 
ship from  the  Royal  College  of  Psychiatrists  in  Lon- 
don. Dr  Stein  is  also  director  of  research  and  educa- 
tion at  the  Mental  Health  Center  of  Dane  County. ♦ 
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ere  C.  McIntosh,  MD;  William  J.  Mott, 
MD;  Karl  A.  Nibbelink,  MD;  Jessica 
K.  Novak,  MD;  Doris  B.  Ockert,  MD; 
Ann  T.  Olzinski,  MD;  Thomas  G. 
Pfaehler,  MD;  Andrew  C.  Pfaffen- 
bach,  MD;  Allison  M.  Pritchett,  MD; 
Cameron  D.  Quanbeck,  MD;  Darius 
Rhodes-Zoroufy,  MD;  Robert  J.  Sal- 
inger, MD;  John  A.  Sandin,  III,  MD; 
Mark  R.  Schlimgen,  MD;  Jonathan 
D.  Screnock,  MD;  Navneet  N. 
Sharda,  MD;  Kimerly  A.  Shodis,  MD; 
Michael  A.  Shtemfeld,  MD;  Chan- 
dar  Singaram,  MD;  Rhonda  S.  Stef- 
fel,  MD;  John  Paul  Tomashek,  MD; 
Timothy  R.  Toonen,  MD;  Susan  M. 
Torhorst,  MD;  Kimberly  K.  Toyama, 
MD;  William  F.  Trigoso,  MD;  Norma 
K.  Turk,  MD;  Jacob  Vadakekalam, 
MD;  Diane  M.  Weis,  MD;  Andrew 
Wilke,  MD;  Stephanie  E.  Wojtowicz, 
MD;  Michael  C.  Woo,  MD;  Marc  A. 
Young,  MD;  and  Nancy  M.  Zink, 
MD. 

Door-Kewaunee.  The  Door-Ke- 
waunee  County  Medical  Society 
approved  membership  for  Richard 
Hogan,  MD;  Donald  Renfrew,  MD; 
and  Cathryn  Roberts,  MD. 

Fond  du  Lac.  The  Fond  du  Lac 
County  Medical  Society  meeting  was 
held  Sept  23, 1993,  at  the  South  Hills 
Country  Club  in  Fond  du  Lac.  The 
program  presented  was  sponsored 
by  Glaxo  Pharmaceutical,  and  was 
titled  "Investing  in  the  '90s  Under 
the  Clinton  Administration."  Speak- 
ers were  Elaine  Gerhold  and  Dave 
Kaster.  New  members  accepted 
include:  Brian  Brotz,  MD;  Sujatha 
Kailas,  MD;  John  Koepke,  MD; 
Jeanne  Lyke,  MD;  Michael  B.  Man- 
nebach,  MD;  Timothy  A.  Mitchell, 
MD;  and  Mark  Whitmore,  MD. 

Green.  The  following  new  mem- 
1 bers  have  been  elected  to  the  Green 
County  Medical  Scxriety:  Dorota 
Andraski,  MD;  John  J.  Franklin,  MD; 


David  J.  Hendrickson,  MD;  Mark 
W.  Kimpel,  MD;  Elzbieta 
Kraszewska-Ostromecki,  MD; 
Christine  E.  Langemo,  MD;  Daniel 
L.  Lavoie,  MD;  John  R.  Lorenz,  MD; 
Jennifer  L.  Ney,  DO;  Christopher  J. 
Ostromecki,  MD;  Richard  D.  Post- 
huma,  MD;  and  Indal  M.  Seudeal, 
MD. 

Green  Lake-Waushara.  The  foUow- 
ing  physicians  were  voted  into 
membership  in  the  Green  Lake- 
Waushara  County  Medical  Society: 
Conrad  H.  Benoit,  DO;  David  G. 
Harrison,  DO;  and  Daniel  J.  Resop, 
MD. 

Kenosha.  Jayne  Ann  Sanson-Jar- 
aczewski,  MD,  was  approved  for 
membership  in  the  Kenosha  County 
Medical  Society. 

LaCrosse.  David  M.  Keller,  MD, 
was  approved  for  membership  in 
the  LaCrosse  County  Medical  Soci- 
ety. 

Manitowoc.  New  members  elected 
into  the  Manitowoc  County  Medi- 
cal Society  are:  Mary  Jo  Capodice, 
DO;  Jennifer  Garvin-Cress,  MD; 
Rodney  Halvorsen,  MD;  and  Syed 
Rizwan,  MD. 

Marinette-Florence.  Ronald  Bar- 
nes, MD,  and  William  Mallory,  MD, 
were  elected  into  the  Marinette- 
Florence  County  Medical  Society. 

Ozaukee.  At  the  Oct  21, 1993,  meet- 
ing of  the  Ozaukee  County  Medical 
Society,  John  Amuzu,  MD,  was 
elected  to  membership. 

Racine.  The  Racine  County  Medi- 
cal Society  approved  membership 
for  the  following  physicians:  Wil- 
liam A.  Baker,  MD;  Donald  M.  Jacob- 
son, MD;  Devlin  R.  Mudge,  MD;  Lee 
E.  Radcliffe,  MD;  Lisa  C.  Ramsay, 


MD;  and  James  H.  Taylor,  MD. 

Rusk.  The  Rusk  County  Medical 
Society  met  Oct  28,  1993.  Cheryl 
McCollum,  SMS  field  representative, 
presented  WIPRO  changes  that  will 
begin  in  October.  David  B.  Pier- 
pont,  MD,  was  approved  for  mem- 
bership. 

Walworth.  The  Walworth  County 
Medical  Society  approved  member- 
ship for  the  following  physicians: 
Ayub  Akbari,  MD;  Steven  A.  Bern- 
stein, MD;  Sandra  L.  Billingsley,  MD; 
Moin  Fikree,  MD;  James  W.  Forest- 
Lam,  MD;  Charlene  M.  Karls,  DO; 
George  J.  Krismer,  MD;  Ali  A.  Mehdi, 
MD;  Eric  W.  Schmidt,  MD;  and 
Manuel  L.  Vivero,  MD. 

Waukesha.  The  Waukesha  County 
Medical  Society  approved  member- 
ship for  the  following  physicians: 
Douglas  L.  Carlson,  MD;  Thomas  H. 
Dunigan,  MD;  Michael  F.  Gutzeit, 
MD;  Thomas  P.  Heyrman,  MD; 
Thomas  J.  Luetzow,  MD;  Lou  A. 
Raymond,  MD;  Robert  T.  Rohloff, 
MD;  Joseph  P.  Schneider,  MD; 
Shelley  K.  Watters,  MD. 

Winnebago.  The  Winnebago 
County  Medical  Society  met  Nov  4, 
1993,  at  the  Robbins  Restaurant.  Rep 
Gregg  Underheim  addressed  the 
members  on  health  care  issues  at  the 
state  level.  New  members  elected 
include:  Khalid  Alam,  MD;  James 
Bice,  MD;  Jerome  Bormes,  MD;  Pu- 
rushothama  Dasarajo,  MD;  Scott 
Davis,  MD;  Catherine  Dremel,  MD; 
Fredric  Hildebrand,  MD;  John 
Hutchinson,  MD;  Mark  Kehrberg, 
MD;  Scott  Kolbeck,  MD;  Edward 
Lake,  MD;  Stephen  Merfeld,  MD; 
James  Mitchell,  MD;  Scott  Nygaard, 
MD;  Thomas  Parks,  MD;  Gordon 
Paul,  MD;  Katrina  Rosculet,  MD; 
John  Rosculet,  MD;  and  Mark  Y ack- 
ley,  MD.^ 
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Obituaries 


Tributes  to  loved  ones  can  help  others 

The  memorial  program  of  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  SMS  offers  physicians  a unique  opportunity  to 
provide  a living  memorial  to  a loved  one  or  friend  through  a gift  to  the 
foundation.  A memorial  contribution  can  provide  financial  aid  to  a 
needy  medical  student,  help  stimulate  research  on  behalf  of  the  public 
health  or  aid  in  the  preservation  of  Wisconsin's  medical  history.  When 
a memorial  gift  is  made  to  the  foundation,  the  deceased  person's  family 
receives  a special  card  with  the  name  of  the  donor.  For  more  information, 
contact  the  foundation  staff  at  the  SMS.<» 


Braunschweiger,  Kent  Davis,  MD, 
died  Oct  2,  1993,  in  Oconomowoc. 
He  was  bom  Aug  6, 1958,  in  Santa 
Monica,  Calif.  He  was  an  under- 
graduate of  the  University  of  Cali- 
fornia at  Santa  Barbara  and  received 
his  doctor  of  medicine  degree  at 
Stritch  School  of  Medicine,  Loyola 
University,  Illinois.  Dr  Braun- 
schweiger had  been  practicing  fam- 
ily medicine  at  the  Wilkinson  Clinic 
in  Oconomowoc  since  July.  He 
previously  practiced  in  West  Bend 
for  5 years.  He  was  a member  of  the 
Washington  County  Medical  Soci- 
ety, the  SMS,  and  the  AMA.  He  is 
survived  by  his  wife,  Joan;  his  daugh- 
ter, Katharine;  a brother  and  a sister. 

Giffen,  Glenn,  MD,  died  Sept  28, 
1993,  in  Ashland,  Oregon.  He  was 
bom  June  14, 1930,  in  Dayton,  Ohio. 
He  received  his  medical  degree  at 
the  University  of  Cincinnati  College 
of  Medicine  in  1957,  and  interned  at 
St  Luke's  Hospital  in  Denver.  He 
completed  his  residency  at  Luther 
Hospital  in  Eau  Claire.  Dr  Giffen 
was  as  family  practitioner  in  Eau 
Claire  from  1959  to  1991.  During 
that  time,  he  served  as  president  of 
the  Putnam  Heights  Clinic,  director 
of  a medical  group,  and  as  a faculty 
member  of  the  family  practice  resi- 
dency program.  Dr.  Giffen  also 
worked  in  urgent  care  at  the  Medford 
Clinic  in  Medford,  Oregon  and  at 
the  Takilma  People's  Clinic  in  Cave 
Junction,  Oregon.  He  is  survived  by 
his  wife,  Dana  of  Ashland,  Oregon; 
two  daughters,  Elaine  Giffen  of  St 
Paul  and  Martha  Rockey  of  Hamil- 
ton, Montana;  a son,  Guy  Giffen  of 
Bend,  Oregon;  two  stepchildren, 
Mimi  La  vine  of  New  York,  and  Marc 
Lavine  of  Laguna  Beach,  Calif;  and 
two  grandsons. 

Johnson,  Fred  G.,  MD,  died  Oct  15, 
1993,  in  Superior.  Dr  Johnson  was 
bom  Aug  3,  1906,  and  graduated 


from  Northwestern  University 
Medical  School.  He  practiced  in 
Chicago  for  a brief  period,  before 
moving  to  Superior,  where  he  prac- 
ticed for  more  than  37  years.  He  was 
one  of  the  founders  of  the  Superior 
Clinic,  a member  of  the  American 
College  of  Obstetricians  and  Gyne- 
cologists, the  Superior-Douglas 
County  Medical  Association,  the 
SMS,  and  the  AMA.  He  is  survived 
by  his  wife,  Mary;  two  daughters, 
Mary  Corrine  Leaf,  of  Rice  Lake, 
and  Barbara  Ann  Sutherland,  of  Eau 
Claire;  five  grandchildren,  and  three 
great-grandchildren. 

Litzen,  Floyd  L.,  MD,  died  Oct  3, 
1993,  in  Shawano.  He  was  bom  Oct 
9, 1905,  in  Elcho.  He  was  a graduate 
of  the  University  of  Wisconsin  School 
of  Medicine  and  served  his  intern- 
ship at  Anchor  Hospital  in  Minne- 
sota. Dr  Litzen  practiced  medicine 
in  the  Gresham  area  from  1932  until 
his  retirement  in  1978.  He  was  a 
member  of  the  SMS  and  the  Sha- 
wano County  Medical  Society.  He 
is  survived  by  Vicki,  Robert  and 
Leslie  Schroeder,  and  Mona  Gast,  of 
Shawano;  and  one  sister. 

Ostenso,  Richard  S.,  MD,  died  Oct 
5, 1993.  He  was  bom  Dec  8, 1923,  in 
Montevideo,  Minn.  He  served  in 


the  US  Navy  in  the  Volunteer  Am- 
bulance Unit  of  the  British  Indian 
Army  in  Burma  during  World  War 
II.  After  WW II,  he  served  as  the  di- 
rector of  the  American  Red  Cross  in 
China.  He  attended  the  University 
of  Wisconsin  Medical  School,  where 
he  received  the  Borden  Award  for 
Undergraduate  Research  in  Madi- 
son. After  graduating  from  medical 
school  in  1954,  he  practiced  medi- 
cine in  Gorgas  Hospital  in  the  Pan- 
ama Canal  Zone  for  8 years,  taking  1 
year  off  to  do  post-graduate  work  at 
the  Graduate  School  of  Medicine, 
University  of  Pennsylvania.  Dr 
Ostenso  joined  the  Marshfield  Clinic 
in  1962  and  practiced  there  for  2 
years.  In  1964,  he  moved  to  Eau 
Claire  to  establish  a private  practice. 
He  served  as  chief  of  surgery  at  Lu- 
ther Hospital,  Liason  Fellow  for  the 
Commission  on  Cancer  for  presi- 
dent of  the  Tri-County  Medical 
Society,  fellow  of  the  American  Col- 
lege of  Surgeons,  and  was  a member 
of  the  American  Board  of  Otolaryn- 
gology and  the  SMS.  Dr  Ostenso  is 
survived  by  his  wife,  Victoria;  four 
daughters,  Diane  Paulson  of  Rhine- 
lander, Karen  Ostenso-McDaniel  of 
Eau  Claire,  Ruth  Pennett  of  Flem- 
ington,  NJ,  and  Beth  Dempsey  of 
Oshkosh;  six  sons,  Nile  of  Middle- 
ton,  Roy  of  Menomonee,  Zed  of 
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Council  Bluffs,  Iowa,  Brian  of  Ed- 
ina, Minn,  Ned  of  Minneapolis,  and 
Erik  of  Ladysmith;  14  grandchildren, 
and  brothers  and  sisters. 

Schacht,  Walter  J.,  MD,  died  Sept 
15, 1993,  in  Elm  Grove.  Dr  Schacht 
attended  the  University  of  Wiscon- 
sin-Madison  Medical  School  and 
Northwestern  University  Medical 
School.  A gastroenterologist  and 
internist.  Dr  Schacht  served  an  in- 
ternship and  residency  at  Henry 
Ford  Hospital  in  Detroit.  He  then 
accepted  an  appointment  at  Scripps 
Metabolic  Research  Clinic,  La  Jolla, 
Calif,  and  returned  to  Milwaukee  in 
1941,  where  he  became  a charter 
member  at  the  Milwaukee  Lutheran 
Hospital  in  the  department  of  medi- 
cine gastroenterology.  He  retired  in 
1981.  Dr  Schacht  was  an  honorary 
and  Emeritus  staff  member  of  the 
department  of  medicine  gastroen- 
terology at  the  former  Good  Samari- 
tan Medical  Center.  He  was  hon- 
ored by  the  University  of  Wiscon- 
sin-Madison  and  SMS  in  recogni- 
tion of  50  years  in  medicine.  He  was 
a member  of  the  American  College 
of  Gastroenterology,  Milwaukee 
Gastroenterology  Society,  the  AMA, 
SMS,  Medical  Society  of  Milwaukee 
County,  a charter  member  of  the 
Henry  Ford  Hospital,  Detroit  Medi- 
cal Society  and  AMPO  Medical  Fra- 
ternity, Milwaukee.  Survivors  in- 
clude his  daughters,  Constance 
(James)  Rutenber  of  Farragut,  Term, 
and  Karen  (Thomas)  Rutenber  of 
Arlington  Heights,  III;  his  sister, 
Elizabeth  Koosmann  of  Covina, 
Calif,  and  his  three  granddaughters 
and  great-grandson. 


Sybers,  Harley  D.,  MD,  PhD,  died 
at  his  home  in  Houston.  He  was 
bom  June  18,  1933,  in  Tony.  He 
received  his  medical  degrees  from 
the  University  of  Wisconsin-Madi- 
son  and  interned  at  the  US  Public 
Health  Service  Hospital  in  Baltimore. 
He  was  involved  in  teaching  and  re- 
search at  the  University  of  Califor- 
nia San  Diego  Medical  School  in  La 
Jolla,  Calif,  from  1969  to  1975,  Bay- 
lor College  of  Medicine  in  Houston 
from  1975  to  1985,  and  the  Univer- 
sity of  Texas  Health  Science  Center 
Medical  School  in  Houston  from 
1985  to  1993t.  Dr  Sybers  is  survived 
by  his  wife,  Ruth;  a daughter,  Jane;  a 
son,  William;  and  brothers  and  sis- 
ters. 

Wahmya,  Michael  J.,  MD,  died  Sept 
11, 1993,  in  La  Crosse.  He  was  bom 
in  St.  Clair,  Penn  April  17, 1926.  He 
served  in  the  US  Navy  for  2years 
during  WW II,  and  graduated  from 
Marquette  Medical  School  in  1954. 
He  served  his  internship  at  Mercy 
Hospital  in  Des  Moines,  Iowa.  He 
moved  to  La  Crosse  and  joined  the 
practice  of  Dr  George  Ray.  He  was 
a general  practitioner  at  Grandview 
Hospital  and  St.  Francis  Medical 
Center.  He  served  as  coroner  for  13 
years.  Dr  Watunya  retired  from 
practice  in  1989  to  serve  as  medical 
examiner  and  county  jail  physician 
for  La  Crosse  County.  He  also  served 
as  the  county  health  officer  for  sev- 
eral years.  Dr  Watunya  is  survived 
by  his  wife,  Marlowe;  two  daugh- 
ters, Deborah  Watunya  of  Egan, 
Minn,  and  Denise  McGrath  of  San 
Antonio,  Texas;  two  sons,  Michael  J. 
and  Mark  A.,  both  of  La  Crosse;  two 
grandchildren,  and  two  sisters. ♦ 


Making  a bequest  to  the 
American  Heart  Association 
says  something  special  about 
you.  It’s  a gift  of  health  lor 
future  generations  — an 
unselfish  act  of  caring. 

Your  gift  will  fund  research 
and  educational  programs  to 
fight  heart  attack,  stroke, 
high  blood  pressure  and  other 
cardiovascular  diseases.  And 
bring  others  the  joy  and 
freedom  of  good  health. 

To  learn  more  about  how 
you  can  leave  a legacy  for  the 
future,  call  1-800-AHA-USAl . 
Do  it  today. 


American  Heart 
Association 

This  space  provided  as  a public  service 
©1992,  American  Heart  Association 
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CES  Foundation  donors 


The  individuals  and  organizations 
named  below  made  contributions 
to  the  Charitable,  Educational  and 
Scientific  Foundation  from  October 
through  November,  1993. 

Beaumont  500 

In  recognition  for  those  individuals, 
county  medical  societies  and  aux- 
iliaries who  contribute  their  sup- 
port to  the  Fort  Crawford  Medical 
Museum. 

Marathon  County  Medical  Society 

Special  Projects  and  Contributions 
Brown  County  Student  Loan  Fund 
Dr  and  Mrs  Robert  Schmidt 

Cunningham  Memorial  Fund 
Carol  Latorraca,  MD 

Fort  Crawford  Medical  Museum 
Rosena  Brunkow 

General  Fund 
Jim  Hoegemeier 

General  Student  Loan  Fund 
T.M.  Scheid,  MD 

Statewide  Physician  Flealth 
Program 

W.W.  Schaefer,  MD 

Physicians'  Benevolent  Fund 
William  J.  Listwan,  MD 
Stephen  Ragatz,  MD 
Edmund  W.  Schacht,  MD 
Gay  Trepanier,  MD 

Tormey  Medallion  Fund 
Thomas  W.  Tormey,  Jr.,  MD 

Wisconsin  Association  for  Senior 
Physicians 

Robert  H.  Lehner,  Sr.,  MD 

Workshop  on  Health 
Brown  County  Medical  Society 
La  Crosse  County  Medical 
Society  Alliance 


Enid  A.  Okokon,  MD 
SMS  Alliance 

Memorial  Gifts  made  from 
October  - November  1993 
Mr  and  Mrs  Thomas  L.  Adams 
Brown  County  Medical  Society 
Alliance 

Dane  County  Medical  Society 
Donald  G.  Dieter 
Thomas  J.  Doyle,  MD 
Dr  and  Mrs  Richard  Edwards 
Kristen  MacDonald 
Manitowoc  County  Medical 
Staff  Auxiliary 
Enid  A.  Okokon,  MD 
St  Agnes  Hospital  Medical  Staff 
Dr  Bob  and  Jane  Schmidt 
Jean  R.  Smith 
SMS  of  Wisconsin 
Patricia  J.  Stuff,  MD 
Mr  and  Mrs  Earl  R.  Thayer 
Beatrice  B.  Tormey 
Mrs  Edward  W.  Vetter 

In  Memoriam 

In  loving  memory  of  those  individu- 
als who  will  grace  our  paths  forever. 

Evelyn  Atkinson 
Vemard  A.  Benn,  MD 
Norma  Bonner 
David  Branson 
Sue  Brault 
Jan  Burton 

Donald  W.  Caivy,  MD 
Paul  E.  Campbell,  MD 
Bertram  H.  Dessel,  MD 
John  Doro 
Mrs  Jerome  Eons,  Sr. 

Blanca  Grieben 
Willie  Gutheil 
J.S.  Huebner,  MD 
Fred  G.  Johnson,  MD 
Ron  Logemann,  MD 
Karen  Newton,  MD 
Lyman  W.  Picotte,  MD 
James  C.  Pinney,  MD 
Walter  J.  Schacht,  MD 
Alois  J.  Sebesta,  MD 
John  B.  Secord 
Margaret  Sharp 


Warner  F.  Sheldon,  MD 
Robert  A.  Straughn,  MD 
Lee  H.  Thompson,  MD 
Weston  C.  Tormey,  MD 
Gordon  R.  Wanless 
Michael  J.  Watunya,  MD 
Sylvia  V.  Nelson  Weaver 
Michael  M.  Young,  MD 
Clarence  Zemicke 

The  individuals  named  below  made 
contributions  to  the  Charitable,  Edu- 
cational and  Scientific  Foundation 
through  the  SMS  membership  dues 
statement  from  September  through 
October,  1993. 

James  C.  Agre,  MD 
Jose  J.  Alba,  MD 
Daniel  Albert,  MD 
M.  Yusuf  Ali,  MD 
James  A.  Alston,  MD 
Thomas  J.  Antifinger,  MD 
David  J.  Baker,  MD 
Anthony  H.  Balcom,  MD 
Jack  R.  Bartholmai,  MD 
John  E.  Basich,  MD 
Lawrence  L.  Bauer,  MD 
William  B.A.J.  Bauer,  MD 
Victoriano  A.  Baylon,  MD 
Joseph  F.  Behrend,  MD 
Frank  H.  Belfus,  MD 
Thomas  P.  Belson,  MD 
E.  Maxine  Bennett,  MD 
Mark  P.  Bishop,  MD 
Paul  A.  Boeder,  MD 
Frederick  A.  Brei,  MD 
Bruce  C.  Bressler,  MD 
John  P.  Briody,  MD 
Thomas  H.  Browning,  MD 
Robert  G.  Brucker,  MD 
William  J.  Buggy,  MD 
Harvey  L.  Burdick,  MD 
Eugene  E.  Burzynski,  MD 
Eugene  J.  Carlisle,  MD 
William  W.  Chandler,  MD 
Henry  Chessin,  MD 
Man  Y.  Choi,  MD 
Steven  S.  Chotmg,  MD 
Dennis  D.  Christensen,  MD 
Wingate  F.  Clapper,  MD 
James  A.  Clemence,  MD 
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Roger  D.  Cohen,  MD 
Richard  A.  Collins,  MD 
Michael  C.  Collopy,  MD 
Perfecto  Compentente,  MD 
James  L.  Concannon,  MD 
Patrick  W.  Connelly,  MD 
John  E.  Conway,  MD 
William  A.  Crawford,  MD 
S.  Marshall  Cushman,  Jr.,  MD 
Anthony  Mario  D' Alessandro, 
Ronald  J.  Darling,  MD 
William  A.  Darling,  MD 
Norman  F.  Deffner,  MD 
Mariano  F.  DeGuzman,  MD 
John  E.  Dettmann,  MD 
Robert  A.  Di  Ulio,  MD 
Gerald  J.  Dorff,  MD 
Anton  S.  Dom,  MD 
Thomas  J.  Dougherty,  MD 
Joseph  M.  Drinka,  MD 
Robert  E.  Drom,  MD 
Richard  A.  Eckberg,  MD 
Eugene  Eckstam,  MD 
Lyle  H.  Edelblute,  MD 
Noland  A.  Eidsmoe,  MD 
Carl  S.L.  Eisenberg,  MD 
Ruben  E.  Fermin,  MD 
William  E.  Finlayson,  MD 
Herbert  K.  Fischer,  MD 
Jerome  W.  Eons,  Jr.,  MD 
W.  Bruce  Eye,  MD 
Ihor  A.  Galamyk,  MD 
Fema  So  Garay,  MD 
Cesar  A.  Garvida,  MD 
Anthony  M.  Gausas,  MD 
Jonathon  Gedye,  MD 
Richard  P.  Gerhardstein,  MD 
Ruedi  P.  Gingrass,  MD 
Marvin  Glicklich,  MD 
Terry  S.  Graves,  MD 
Benjamin  S.  Greenwood,  MD 
Michael  J.  Gryniewicz,  MD 
William  B.  Grubb,  Jr.,  MD 
Thorolf  E.  Gundersen,  MD 
Roland  M.  Hammer,  MD 
Peter  T.  Hansen,  MD 
Raymond  L.  Hansen,  MD 
Stephen  L.  Haug,  MD 
Thomas  F.  Heighway,  MD 
H.  Cullen  Henshaw,  MD 
Nathan  M.  Hilrich,  MD 
Richard  Holden,  MD 
Stanley  W.  Hollenbeck,  MD 
John  S.  Honish,  MD 
Harold  J.  Hoops,  Jr.,  MD 


Lee  H.  Huberty,  MD 
Ralph  F.  Hudson,  MD 
Charles  V.  Ihle,  MD 

C.  Robert  Jackson,  MD 
Pauline  M.  Jackson,  MD 
Robert  J.  Jaeger,  MD 
Michael  C.  Janowak,  MD 
Martin  L.  Janssen,  MD 
Alfhild  1.  Jensen,  MD 

MD  Peter  S.  Jerome,  MD 

G.  Kenneth  Johnson,  MD 
J.  Howard  Johnson,  MD 
Tad  M.  Johnson,  MD 
Juda  Z.  Jona,  MD 
Paula  G.  Jones,  MD 
August  1.  Jurishica,  MD 
J D Kabler,  MD 
Ikar  J.  Kalogjera,  MD 
David  J.  Katz,  MD 
Vytas  K.  Kerpe,  MD 
Jack  A.  Killins,  MD 
Robert  R.  Klinde,  MD 
Douglas  D.  Klink,  MD 
Frederick  B.  Klaas,  MD 
James  G.  Klamik,  MD 
Roger  G.  Klettke,  MD 
Gregory  J.  Knudson,  MD 
Ron  Knuth,  MD 
Mahendra  S.  Kochar,  MD 
Bruce  A.  Kraus,  MD 
Jeffrey  A.  Kurtz,  MD 
Tai  Ho  Kwon,  MD 
Daniel  A.  Ladwig,  MD 
Frederick  J.  Lamont,  MD 
Gustave  A.  Landmann,  MD 
James  H.  Langenkamp,  MD 
John  R.  Larson,  MD 
Paul  A.  Larson,  MD 
Gary  J.  Leo,  DO 
Patrick  F.  Limoni,  MD 
John  R.  Lindstrom,  MD 
William  J.  Little,  Jr.,  MD 

D.  Mark  Lochner,  MD 
James  J.  Logan,  MD 
Emilio  M.  Lontok,  MD 
Suzanne  G.H.  Low,  MD 
Harold  N.  Lubing,  MD 
Erwin  P.  Ludwig,  MD 
Robert  E.  Lund,  MD 
Thomas  A.  Lyons,  MD 
Stephanus  J.  Macrander,  MD 
George  E.  Maker,  MD 
David  C.  Mann,  MD 
Johan  A.  Mathison,  MD 
James  R.  Mattson,  MD 


Barry  A.  Maxfield,  MD 
Leland  R.  Mayer,  MD 
John  B.  Me  Andrew,  MD 
Timothy  G.  McAvoy,  MD 
Robert  A.  McDonald,  MD 
John  E.  McKenna,  MD 
Michael  G.  Medich,  MD 
Steven  G.  Meress,  MD 
Glenn  A.  Meyer,  MD 
James  A.  Meyer,  MD 
Kilian  H.  Meyer,  MD 
John  J.  Miller,  MD 
Gregory  S.  Milleville,  MD 
Ehvain  E.  Mings,  MD 
David  T.  Miyama,  MD 
Mark  D.  Molot,  MD 
Walter  D.  Moritz,  MD 
Joan  L.  Mueller,  MD 
John  P.  Mullooly,  MD 
Frank  L.  Myers,  MD 
William  O.  Myers,  MD 
Paul  A.  Nausieda,  MD 
Richard  E.  Neils,  MD 
Jane  L.  Neumann,  MD 
Kermit  Newcomer,  MD 
Frank  E.  Nichols,  MD 
William  C.  Nietert,  MD 
Eugene  J.  Nordby,  MD 
Thomas  J.  Nordland,  MD 
Gene  H.  Numsen,  MD 
Philip  B.  O'Neill,  MD 
Dorothy  H.  Oakley,  MD 
Lyle  L.  Olson,  MD 
Somrat  Pakpreo,  MD 
Howard  J.  Palay,  MD 
Fred  D.  Panzer,  MD 
Byung  H.  Park,  MD 
Jung  Kyun  Park,  MD 
Tai  J.  Park,  MD 
Priti  D.  Patel,  MD 
Richard  F.  Pebler,  MD 
John  F.  Pederson,  MD 
David  Alan  Perry,  MD 
Edward  L.  Perry,  MD 
Amy  D.  Person,  MD 
Clifton  E.  Peterson,  MD 
Marvin  G.  Peterson,  MD 
Stanley  E.  Peterson,  MD 
Thomas  H.  Peterson,  MD 
Louis  R.  Pfeiffer,  MD 
Joseph  E.  Pilon,  MD 
Kenneth  G.  Pinegar,  MD 
Er  Chang  Ping,  Jr.,  MD 
Peter  V.  Podlusky,  MD 

Continued  on  next  page 
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Clifford  R.  Poplar,  MD 
Robert  V.  Purtock,  MD 
Leon  J.  Radant,  MD 
Douglas  J.  Raether,  MD 
Robert  W.  Ramlow,  MD 
Rosemary  Rau-Levine,  MD 
Henry  V.  Ravelo,  MD 
Lawrence  J.  Reif,  MD 
Arthur  L.  Reinardy,  MD 
Ted  O.  Reinke,  MD 
Thomas  A.  Reminga,  MD 
David  S.  Rho,  MD 
Marcia  Richards,  MD 
John  E.  Ridley,  III,  MD 
Fred  B.  Riegel,  MD 
Anne  M.  Riendl,  MD 
David  C.  Riese,  MD 
Carol  Ritter,  MD 
Richard  G.  Roberts,  MD,  JD 
Herbert  G.  Roehrich,  MD 
John  S.  Rogerson,  MD 
Theodore  Rowan,  MD 
Roger  L.  Ruehl,  MD 
John  R.  Russell,  MD 
William  T.  Russell,  MD 
David  Rusterholz,  MD 
Ben  F.  Rusy,  MD 
Paul  Rykwalder,  MD 
Elizabeth  T.  Sanfelippo,  MD 
John  J.  Satory,  MD 
Chester  A.  Sattler,  MD 
Wendelin  W.  Schaefer,  MD 
David  L.  Scherwinski,  MD 
Wallace  E.  Scheunemann,  MD 
Sally  M.  Schlise,  MD 
Mary  H.  Schmidt,  MD 
Mary  Berg  Schmitz,  MD 
Peter  M.  Schmitz,  MD 
Jean  H.  Schott,  MD 
Gerald  H.  Schroeder,  MD 
Morrison  Schroeder,  MD 
Caryn  I.  Schulz,  MD 
James  T.  Schulz,  MD 
Myron  Schuster,  MD 
Robert  J.  Scott,  MD 
Juanilito  N.  Seldera,  MD 
Linda  L.  Sell,  MD 
Danny  R.  Sessler,  MD 
Edwin  O.  Sheldon,  Jr.,  MD 
Morris  Siegel,  MD 
Fred  Skemp,  Jr.,  MD 


Thomas  Slota,  MD 
Armond  H.  Start,  MD 
Elizabeth  Allen  Steffen,  MD 
Charles  L.  Steidinger,  MD 
John  M.  Stem,  MD 
Richard  H.  Strassburger,  MD 
Jack  Strong,  MD 
Charles  Supapodok,  MD 
Philip  A.  Swanson,  MD 
Robert  J.  Swee,  MD 
Duane  W.  Taebel,  MD 
Thomas  A.  Taft,  MD 
Yoshiro  Taira,  MD 
David  B.  Tange,  MD 
Menandro  V.  Tavera,  Jr.,  MD 
James  C.  Tibbetts,  MD 
Palmer  G.  Tibbetts,  MD 
Bonnie  M.  Tompkins,  MD 
Joseph  Trader,  Md 
Darold  A.  Treffert,  MD 
Shogi-Ten  Tsai,  MD 
Her-Lang  Tu,  MD 
Gilbert  B.  Tybring,  MD 
Richard  H.  Ulmer,  MD 
Steven  S.  Ulrich,  MD 
Anthony  P.  Vastola,  Jr.,  MD 
Jeremia  B.  Vinluan,  MD 
Kenneth  M.  Viste,  Jr.,  MD 
Wess  R.  Vogt,  MD 
W.  Gregory  Von  Roenn,  MD 
John  P.  Walsh,  MD 
John  E.  Walz,  MD 
James  D.  Warrick,  MD 
William  L.  Waskow,  MD 
Joseph  W.  Weber,  MD 
Robert  R.  Weber,  MD 
Wiliam  G.  Weber,  MD 
Stephen  B.  Webster,  MD 
John  B.  Weeth,  MD 
Peter  P.  Wendt,  MD 
Alan  F.  Wentworth,  MD 
Warren  H.  Williamson,  MD 
Pamela  A.  Wilson,  MD 
Edward  R.  Winga,  MD 
Raymond  W.  Witt,  MD 
Robert  G.  Wochos,  MD 
Leonard  W.  Worman,  MD 
Carol  E.  Young,  MD 
Randal  J.  Zabrowski,  MD 
Ernest  J.  Zmolek,  MD^ 


American 
Academy  of 
Pediatrics 

Smoking,  Drink- 
ing & Children 

Substance  abuse  takes  many  forms 
and  has  many  effects — all  of  them 
bad.  We  hear  about  the  costs  in  terms 
of  lost  work  hours  and  dollars  spent 
on  treatment  programs.  We  don't  al- 
ways hear  about  the  effects  of  sub- 
stance abuse  on  America's  most  vul- 
nerable population — our  children. 

Our  Future 


The  American  Academy  of  Pediat- 
rics is  working  to  combat  substance 
abuse.  As  part  of  the  effort,  the 
nation's  45,000  pediatricians  have 
declared  October  as  Child  Health 
Month.  Join  us  this  month  as  we 
speak  up  for  children.  Help  us  place 
solutions  before  problems. 

• The  truth  about  smoking.  Twelve 
million  American  children  under 
age  5 mav  be  exposed  to  second 
hand  smoke.  A recent  EPA  study 
finds  that  second  hand  smoke  may 
cause  as  many  as  300,000  respira- 
tory ailments  in  children.  If  you 
smoke,  quit.  If  you  can't  quit,  don't 
smoke  around  children. 

• The  facts  about  alcohol.  Five  thou- 
sand babies  are  born  each  year 
with  fetal  alcohol  syndrome — a 
birth  defect  that  could  be  pre- 
vented bv  abstaining  from  drink- 
ing during  pregnancy.  The  aver- 
age age  at  which  children  have 
their  first  drink  is  12.  It's  no  sur- 
prise then,  that  4 to  5 million  young 
Americans  are  problem  drinkers. 

• Advertising  plays  a role.  Talk  to 
your  kids  about  how  they  are  be- 
ing influenced. 

For  more  information,  send  a 
stamped,  self-addressed  envelope  to: 
Substance  Abuse,  Dept.  C,  American 
Academy  of  Pediatrics,  P.O.  Box  927, 
Elk  Grove  Village,  IF  60009-0927. 
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-Kenosha:4-216;6-311;ll-648;12-697 

-La  Crosse:5-265;6-311;9-545;10-587;ll-648;12-697 

-Langlade:7-404 

-Lincoln:10-587 

-Manitowoc:5-265;12-697 

-Marathon:2-104;3-165;6-311;8-487;9-545;10-587;ll- 

648 

-Marinette-Florence:l-39;7-404;ll-648;12-697 

-Milwaukee:l-39,2-104;3-165;4-216;6-312;7-404;10- 

587 

-Oconto:l-39 

-Oneida-Vilas:l-39;4-216;7-404;ll-648 

-Outagamie:!  -39;4-21 7;5-265;8-487;9-545 

-Ozaukee:3-165;5-265;6-312;ll-648;12-697 

-Pierce-St.  Croix:2-104;10-587 

-Portage:l-39;8-487 

-Racine;l-39;3-165;4-217;12-697 

-Rock:6-312 

-Rusk:12-697 

-Sauk:5-265 

-Shawano:8-487;9-545 

-Sheboygan:!  -40;4-21 7;!  ! -648 

-Taylor:!-40;!!-648 

-T  rempealeau-Jackson-Buf f al0:4-2!  7 

-Vemon:2-!04;3-!65;!0-587 

- W alworth:!  -40;3-!  65;!  2-697 

-Waukesha:!-40,2-!04;3-!65;4-2!7;5-265;6-3!2;9- 

545;!0-587;!!-648;!2-697 

-Waupaca:5-265 

-Winnebago:2-!04;3-!65;5-265;6-3!2;!0-587;!2-697 

-Wood:!0-587 

Currens,  John  Randolph,  MD:  1855-192!  (Volkert):6- 
306 

Domestic  Violence  launches  speaker's  bureau,  SMS 
Task  Force  on:!-32 

Domestic  violence  at  SMS  annual  meeting,  Warshaw 
to  speak  on:3-!62 
Editorials:3-!22;5-232;6-282;9-499 
-Child  Alert  10-33  (Lamont) 

-Policing  the  profession  (Sautter) 

-Primary  care:  Put  up  or  shut  up  (Lewis) 
-Leadership  or  lordship?  (Weingarten) 

-We  like  it  here,  but  we're  moving  (Sautter) 

Elder  abuse,  SMS  Task  Force  on  Domestic  Violence: 
Recognizing,  Sp>ecial  Series  (Listwan):!2-692 
Electronic  data  interchange  forum,  SMS  joins  in 
AMA:!0-586 

Harlan,  William,  Farewell  to  a friend,  Milwaukee 
county  medical  society  executive  retires:!2-69! 
Health  adviser,  SMS  meets  with  presidential:!2-693 
Health  Care  Reform,  SMS  Task  Force  on  Health 


Care  Reform  prepares  to  submit  its  proposal  to  the 
Board  of  Directors 

Health  care  reform  package,  SMS  Board  of  Directors 
adopts  major:3-!49 

Health  reform  principles,  opposes  assisted  suicide 
legislation,  SMS  Board  of  Directors  reaffirms:!!-644 
Health  system  reform.  Dr.  Jackson  urges  physician 
involvement  in:  10-585 

Health  system  reform,  SMS  president,  EVP  meet 
with  governor  on:!2-692 

Hepatitis  B vaccine,  SMS  board  endorses  univer- 
sal:!-3! 

House  calls  in  the  good  old  days:  The  stories  of 
elderly  Wisconsin  physicians  (St.  Louis, 
Schiedermayer,Simpson,Krueger)  :9-53! 

Jackson,  Pauline,  MD,  takes  the  helm  at  the  SMS:5- 
259 

Lawn  chemical  application  to  go  into  effect,  SMS- 

backed  regulations  on:3-!62 

Legal  guide  mailed  to  members,  SMS:8-485 

Letters:!-!0;2-58;3-!23;3-!24;4-!86;5-236;5-240;6- 

283;8-448,450,45!;9-499;!!-602;!2-666,668,670 

-The  best  is  yet  to  come  (Manhart) 

-Fighting  prejudice  in  the  profession  (Cameron) 
-SMS  reform  plan  needs  revisions  (Koons) 

-Discuss  WIPRO  letters  with  patients  (Peterson) 
-Comments  on  Wisconsin  Care  from  around  the 
country 

-Physicians  alone  carmot  reform  health  care  (Unger) 
-WMJ  cover  photo  called  "incredible  disappoint- 
ment" (Arenberg) 

-Reviewing  peer  review  (Turner) 

-Medical  billing  system  (Bauer) 

-New  therapies  for  multiple  sclerosis— When?  (W ais- 
bren) 

-Managed  care  is  at  the  core  of  socialized  medicine 
(Fisher) 

-Tiny  infant  article  raises  questions  (Gessert) 

-How  to  save  money  in  the  medical  system  (Mayer- 
sak) 

-The  shift  toward  healthier  dining;  a war  in  the 
trenches  (Lohman) 

-Is  WIPRO  the  best  we  can  do?  (Murdock) 

-Cancer  Society  stands  by  mammography  recom- 
mendations (Richards) 

-Should  the  PCF  be  voluntary?  (Fisher) 

-Of  Lyme's  Disease  and  Hippocrates  (Reske) 
Mediation  and  peer  review  services:7-389 
Membership  facts:7-392 

Minnesota  tax  on  out-of-state  physicians  goes  into 
effect:!2-689 

Minnesota  tax.  Physicians  look  at  responses  to  the:!2- 
689 

Nicaraguan  children,  Wisconsin  physicians  reach 
out  to  (Hamilton)  :6-30! 
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Nominating  Committee  compiles  slate  of  candi- 
dates; Dr  Marcia  Richards  nominated  for  1994  presi- 
dent-elec t:  1 1 -645 

Obituaries:l-40;2-105;3-167;4-217;5-266;6-312;7- 
405;8-487;9-547;10-589;ll-648;12-698 
-Adams,  Harold,  Largo,  Florida:2-105 
-Apte,  Upendra  Shankar,  Milwaukee:9-547 
-Baird,  William  W.,  Wauwatosa:8-487 
-Baumgartner,  James  F.,  West  Bend:2-105 
-Berm,  Vemard  A.,  Rosholt:ll-648 
-Bourne,  N.  Warren,  Milwaukee:9-547 
-Braunschweiger,  Kent  Davis,  Oconomowoc:  12-698 
-Brazy,  Robert  R.,  Glendale:l-40 
-Braun,  Sheldon  R.,  Columbia,  MO:4-217 
-Brewer,  Gordon  W.,  Racine;6-312 
-Buckley,  Roland  A.,  Wauwatosa:ll-648 
-Calvy,  Donald  W.,  Milwaukee:10-589 
-Campbell,  Paul  E.,  Waukesha:ll-650 
-Clausen,  Norman  Martin,  Oregon:10-589 
-Cohen,  David  A.,  Madison:2-105 
-David,  John  Joseph,  Cassville:3-167 
-Dean,  Frank  Karstens,  Madison:9-547 
-Dessel,  Bertram  H.,  Milwaukee:10-589 
-Doolittle,  John  W.,  Madison:4-217 
-Drozewski,  Max  F.,  Milwaukee:4-217 
-Dungar,  Charles  F.,  Appleton:7-405 
-Erwin,  Constance  R.,  Elm  Grove;9-547 
-Ferderbar,  Phillip  J.,  Milwaukee:6-312 
-Forkner,  William,  Palm  Springs,  Califomia:6-312 
-Fredericks,  Roy  E.,  Beaver  Lake:3-167 
-Gaenslen,  Frederick  G.,  Milwaukee:2-105 
-German,  Kempton  L.,  Douglas  County:l-40 
-Giffen,  Glenn,  Ashland,  Oregon:12-698 
-Gissall,  Frederick  Wilmer,  Wisconsin  Dells:8-487 
-Goldstein,  David  N.,  Kenosha:7-405 
-Hansel,  Robert  Gerald,  Baraboo:5-266 
-Haskins,  Paul  S.,  Sr.,  River  Falls:3:166 
-Hausmann,  Paul  F.,  Waukesha:3-167 
-Henderson,  R.J.,  Tomahawk:2-105 
-Jacobsen,  Arthur  J.,  Arbor  Vitae:9-547 
-Johnson,  Francis  C.,  Wausau:4-217 
-Johnson,  Fred  G.,  Superior:12-698 
-Johnson,  John  W.,  Portland,  Oregon:! -40 
-Kempton,  Leo  V.,  La  Crosse:6-312 
-Kief,  Harold  John,  Rhinelander:3-168 
-Kohn,  Albert  M.,  Park  Ridge:9-548 
-Kriz'Hettwer,  Rose  A.,  Monmouth  Beach,  NJ:6-313 
-Krumbiegel,  Edward  R.,  Milwaukee-Naples,  Flor- 
ida:2-106 

-Langenfeld,  Gregory  P.,  Theresa:6-313 
-Larme,  Francis  P.,  Calumet:10-589 
-Lemmer,  Kenneth  E.,  Madison:7-405 
-Litzen,  Floyd  L.,  Shawano:  12-698 
-Locher,  Roland  H.,  La  Crosse:9-548 
-Lokvam,  Leif  H.,  Kenosha:3-169 


-Manz,  Walton  R.,  Eau  Claire:10-589 

-Marek,  Robert  W.,  Milwaukee:l-40 

-Martin,  Richard  E.,  Two  Rivers:2-106 

-McCabe,  John  CKD.,  Milwaukee:9-548 

-Milson,  Stuart  E.,  Brown  County:2-106 

-Moffett,  James  Leo,  Lake  City,  FL:6-313 

-Mokrohisky,  Stephen  Michael,  Madison:6-313 

-Monday,  Harvey,  Oshkosh:5-266 

-Morey,  Lloyd  W.,  Jr.,  Milwaukee:2-106 

-Nellen,  James  W.,  Sun  City,  AZ:6-313 

-Ostenso,  Richard  S.,  Montevideo,  Minnesota:!  2-698 

-Pecarski,  Miodrag,  Cocoa  Beach,  FL:4-2!8 

-Picotte,  L.  W.,  Chippewa  Falls:!0-590 

-Pirmey,  James  C.,  Hilbert:!!-650 

-Prefontaine,  Kenneth  F.:2-!06 

-Rozar,  G.  Edward,  Jr.,  Marshfield:!0-590 

-Sakaguchi,  Shimpei,  Denver:6-3!4 

-Schacht,  Walter  J.,  Elm  Grove:!2-699 

-Schaeffer,  Bernard  S.,  Milwaukee:4-2!8 

-Schlichting,  Joanne  E.,  Plymouth:8-487 

-Schmidt,  Daniel  K.,  Scottsdale,  AZ:4-2!8 

-Schoenkerman,  Bert  B.:9-549 

-Sebesta,  Alois  J.,  Shawano:!0-590 

-Shapiro,  Herman  H.,  Madison:6-3!4 

-Steen,  Marvin  Henry,  Scottsdale,  AZ:3-!68 

-Straughn,  Robert  A.,  San  Antonio:!0-590 

-Sybers,  Harley  D.,  Houston:!2-699 

-Tegtmeyer,  Gamber  F.,  Sr.:3-!68 

-Theisen,  James  K.,  Oconto  Falls:3-!68 

-Thompson,  Lee  H.,  Milwaukee:!!-650 

-Thulin,  John  A.,  Platteville:2-!06 

-Uszler,  Louis  B.,  Milwaukee:9-549 

-Van  Duser,  Arthur  L.,  Panama  City  Beach:5-266 

-Warner,  David  E.,  Dubuque,  Iowa:6-3!4 

-Watunya,  Michael  J.,  La  Crosse:!2-699 

-Woolsey,  Clinton  Nathan,  Madison:3-!68 

-Wright,  William  E.,  Eau  Claire:5-266 

Obstetrical  patients  and  newborns.  Guidelines  for 

early  hospital  discharge  of:!2-678 

Officers  of  Wisconsin's  county  medical  societies:7- 

374 

Officers  of  the  SMS  specialty  and  special  sections:7- 
379 

Officers  of  Wisconsin  specialty  societies:7-383 
Physician  briefs:!-35;2-!0!;3-!63;4-2!3;5-263;6-3!0;8- 
484;9-543;!2-694 

Physician-Citizen  of  the  Year  nomination  letter:!- 
34;6-3!0;8-485;!!-650;!2-669 

Physicians  Insurance  Company  of  Wisconsin:  State 
of  the  corporation:7-406 

President's  page:l-3;2-5!;3-!!5;4-179;5-227;6-275;7- 

325;8-443;9-495;!0-559;!!-599;!2-663 

-Lead  or  be  led  (Listwan) 

-Ethics  before  profit  (Listwan) 

-Wisconsin  Care:  a thinking  person's  reform  plan 
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(Listwan) 

-Of  health  care  and  waterfowl  (Listwan) 

-Health  care  reform,  alligators,  and  self-inflicted  ills 
(Jackson) 

-On  summer  reading  (Jackson) 

-Advocacy  groups  provide  vital  support  for  brain 
disease  patients  (Jackson) 

-In  the  midst  of  grief,  we  try  to  learn  (Jackson) 
-Women  in  medicine  (Jackson) 

-Do  no  harm  (Jackson) 

-Focus  on  tobacco  (Jackson) 

-Do  the  next  thing  (Jackson) 

Publications  available:7-400 

Self-referral  opinion,  urge  improved  scientific  re- 
porting, Wisconsin  resolutions  support:l-33 
Self -referral,  AMA  recommendations  on:2-52 
SMS  business.  Expense  reimbursement  policy  and 
procedure  for  physicians  on:7-362 
SMS,  charter  law  of  the:7-364 
SMS  commissions  and  task  forces:  1993-1994:7-351 
SMS  constitution.  Proposed  amendments  to  the:2- 
94 

SMS  constitution  and  bylaws:7-365 
SMS  financial  report:7-363 

SMS  offices.  Nominating  Committee  seeks  candi- 
dates for:9-543 

SMS  offices:  1993-1994,  Nominees  for:2-98 
SMS  officers  and  directors  by  district:7-394 
SMS  officers  and  directors:  1993-1994:7-339 
SMS  physician  support  program:7-390 
SMS  program  on  PO/PHOs  to  discuss  changes  in 
health  care  marketplace:9-546 


SMS  resource  directory:7-397 

Soimdings:4-182 

-Who  is  the  victim?  (MaCauley) 

Statewide  Physician  Health  Program:  7-387 
Statewide  Physician  Health  Program  procedures:9- 
539 

Teen  Workshop  on  Health,  Plans  made  for  31st:8- 
486 

Thompson  plan,  SMS  Executive  Committee  responds 
to:5-261 

Tobacco,  SMS  adds  voice  to  plea  to  limit  youth 
access  to:10-586 

Tobacco  use  by  teens,  SMS  president  urges  new  em- 
phasis on  stopping:5-260 

Universal  access,  tort  reform.  Physicians  to  lawmak- 
ers:ll-643 

Voice  of  the  SMS:  Once  more  to  the  breach:3-116 

Wisconsin  Care  health  reform  plan,  SMS  House  of 

Delegates  approves:5-260 

Wisconsin  Medical  Journal 

-Classified  section:l-45;2-109;3-173;4-219;5-269;6- 

317;7-437;8-489;9-551,T0-591;ll-655;12-711 

-Index  to  advertisers:l-47;2-112;3-176;4-223;5-272;6- 

320;7-440;8-492;9-555;10-595;ll-660;12-716 

-Instructions  to  authors:l-43;6-315 

-WMJ  1992  reader  survey  results:l-31 

WISPAC  and  Physicians  for  Better  Govemment:7- 

404 

Women  in  Medicine  month;  Dr.  Jackson  urges  unity, 
SMS  observes:9-544 

WPS-Medicare  medical  director  named,  New:l-32 
YPS  mentor  program:8-486^ 
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No  matter  what  your  specialty,  YOU  have  the  power  to 
convey  the  importance  of  mammo{>;raphy  to  your 
patients. 

Vi  hile  rc}>:nlar  mammograms  are  important  for  women 
over  40,  the  risk  of  breast  cancer  increases  with  age,  so 
it  heeomes  critically  important  that  all  women  over 
so  have  a mammogram  every  year. 

Animal  mammography  is  erneial  for  early  detection  and 
intervention — it  is  a woman’s  only  true  protection.  Yet 
too  many  women  are  not  hearing  this  message. 

The  American  Cancer  Society  needs  yon  to  recommend 
an  animal  mammogram  for  every  woman  over  50. 

Take  the  first  step. 

Call  1-800-ACS-2.345  for  information  and  literature  that 
can  help  yon  make  an  impact. 


EXERCISE  YOUR  POWER  TO  SAVE  LIVES. 


AAAERIOXN 

^CANCER 

fSOOETT 


A Public  Service  of 
This  Publication 


EVERY  YEAR  AFTER  50 


MEDICAL  DIRECTOR  — University 
of  Wisconsin-Whitewater.  Medical  Di- 
rector (MD)  position  available  in  college 
health  to  provide  direct  care,  supervi- 
sion of  clinical  staff,  and  share  medical 
expertise  with  the  university  commu- 
nity. Prefer  BE/ BC  FP,  IM,  or  FED.  No 
weekend  or  call.  Applications  should  be 
submitted  immediately  and  will  be  ac- 
cepted until  position  is  filled.  Call  Ruth 
Swisher  at  (414)  472-5600.  FAX:  (414) 
472-5608.  Equal  opportimity  employer. 

12/93-1/94 

LOAN  REIMBURSEMENT:  The  State 
of  Wisconsin  will  repay  up  to  $50,000  in 
medical  school  loans  to  primary  care 
physicians  interested  in  practicing 
medicine  in  areas  where  they  are  most 
needed  and  appreciated.  50  counties 
qualify  as  practice  sites  for  this  program 
ranging  from  the  Northwoods  to  the 
colorful  festivals  of  Milwaukee.  If  you 
are  interested  in  earning  $50,000  in 
addition  to  an  attractive  salary,  please 
call  Karin  Lunt  at  the  UW  Medical  School, 
Office  of  Rural  Health,  608-265-3606,  or 
1-800-385-0005.  12/93-1/94 

MADISON,  WISCONSIN.  Family 
Practice  (with  OB)  position  available  in 
staff-model  HMO.  Excellent  salary  and 
benefits,  desirable  lifestyle.  Contact  Pro- 
fessional Staff  Coordinator,  Group 
Health  Cooperative,  One  South  Park  St., 


RATES:  55  cents  per  word,  with  a 
minimum  charge  of  $25  per  ad. 

BOXED  AD  RATES:  $30  per 
column  inch.  All  ads  must  be  prepaid. 

DEADLINE:  Copy  must  be 

received  by  the  1st  of  the  month 
preceding  the  month  of  issue;  eg, 
copy  for  the  August  issue  is  due 
July  1. 

SEND  TO:  Wisconsin  Medical 
Journal,  PO  Box  1109,  Madison, 
W1  53701.  FAX:608-283-5401. 
Classified  ads  are  not  taken  over 
the  telephone,  but  questions  may 
be  directed  to  608-257-6781  or  toll- 
free  1-800-362-9080. 


Madison,  W1 53715:  (608)251^156.  GHC 
is  an  equal  opportunity/ affirmative 
action  employer.  12/93-3/94 

PHYSICIAN  WANTED.  DePaul  Hos- 
pital is  seeking  a part-time  physician  to 
perform  history  and  physical  exams, 
conduct  rounds  on  Detox/ Rehab  units, 
conduct  patient  care  follow-up  visits, 
and  participate  in  the  call  schedule  rota- 
tion. Current,  valid  license  to  practice 
medicine  and  surgery  in  the  State  of 
Wisconsin  required.  Qualified  candi- 
dates please  contact  the  Medical  Staff 
Office  at  281-4400,  Ext.  565.  12/93 

OB/GYN:  The  Owatonna  Clinic  is  seek- 
ing a BE/BC  OB/GYN  to  join  a progres- 
sive 25  member  multispecialty  group 
practice  in  southern  Minnesota.  Expand- 
ing OB/GYN  department  to  three. 
Located  in  southern  Minnesota.  Excel- 
lent school  system.  Wonderful  parks 
and  located  within  1 hour  of  Minneapo- 
lis/St. Paul.  Competitive  compensation 


FAMILY  PRACTICE 
INTERNAL  MEDICINE 
OB/GYN 


With  our  numerous  opportunities, 
we  can  match  your  needs  in: 

• W1  • MN  • IL  • NE  • 

OH«NY»PA«WV 


why  wait?  Please  call  1-800-243-4353 


Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon.WI  53092 


LOCUM  TENENS 

Do  you  need  a physician 
for  a temporary  assignment? 
or 

Are  you  interested  in  a 
temporary  assignment? 

Wisconsin  Physicians 
working  in  Wisconsin. 

Dvmhill  Physician  Search 
1-800-334-6407 

11-12/93-1/94 


— Classified  ads 

and  benefit  package.  Outstanding  qual- 
ity of  life.  Please  submit  CV  in  confi- 
dence to  Craig  Oien,  MD,  President, 
Owatonna  Clinic  P.A.,  134  Southview, 
Owatonna,  MN  55060.  12/93-1/94 

SOUTHERN  WISCONSIN  - Well-es- 
tabhshed  clinic  is  expanding  Family 
Practice  Division.  Practice  options  in- 
clude: full  range  clinical  services;  satel- 
lite office;  or  Urgent  Care.  Busy  practice, 
calll:5,  salary  guarantee.  Contact  Laura 
Hays,  800-765-3055, 222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  Fax  314-726- 
3009.  11-12/93 

IMMEDIATE  OPENING.  One  Inter- 
nist or  Family  Practitioner  (Internist  pre- 
ferred) at  a 200  bed  acute  treatment 
psychiatric  hospital,  JCAHO  approved. 
Medicare  certified,  affiliated  with  the 
University  of  Iowa  Medical  College. 


ORTHOPEDIC  SURGEON 

CHIRON,  LTD.,  the  largest  pro- 
vider of  Independent  Medical 
Evaluations  (IMF's)  in  Wiscon- 
sin, seeks  a board  certified  ortho- 
pedic surgeon  to  join  our  staff 
full-time  in  providing  IMF's  of 
injured  individuals  at  various 
clinic  sites  in  Wisconsin.  Under 
the  direction  of  James  M.  Huffer, 
MD,  Orthopedic  Surgeon,  Chi- 
ron offers  an  excellent  opportu- 
nity to  remain  active  without 
the  responsibilities  of  a surgical 
practice.  Chiron  offers  an  excel- 
lent financial  package. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD. 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
or  call  608-231-3030 


CHIRON 


The  Rehabilitation  Experts 
8/93-1/94 
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Physicians  Exchange 

Continued 

FORTY  HOUR  WORK  WEEK.  NO 
NIGHT  OR  WEEKEND  ON  CALL  Situ- 
ated in  picturesque  Northeast  Iowa  near 
large  cities  with  cultural  advantages. 
Ideal  for  family  living.  Golf  club,  hunt- 
ing and  fishing  area,  good  schools,  etc. 
Salary  to  $94,640.00.  State  law  protects 
employees  against  malpractice.  State 
pension  plan.  Unique  deferred  armuity 
plan.  Generous  sick  leave  and  vacation. 
Write  or  call  collect:  B.J.  Dave,  M.D., 
Superintendent,  Mental  Health  Institute, 
Independence,  Iowa  50644.  Telephone: 
319-334-2583.  AN  EQUAL  OPPORTU- 
NITY/ATHRMATTVE  ACTION  EM- 
PLOYER. 11-12/93  -4/94 

MADISON,  WISCONSIN  - URGENT 
CARE.  Dean  Medical  Center  a 240  phy- 
sician multispecialty  group  is  seeking 
TWO  Urgent  Care  physicians  to  join  its 
7 member  Urgent  Care  Department. 


DISSATISFIED  WITH 
YOUR  PRACTICE? 
OB/GYN,  FP,  IM,  GS,  PEDS,  etc. 


2700  Midwest  opportunities 
7500  throughout  the  U.S. 

We're  the  only  firm  that  has  placed 
doctors  at  the  Mayo  Clinic.  You 
don't  need  to  contact  numerous 
recruiters  we  can  place  you  any- 
where. Whether  you  want  better 
hospital  support,  facilities,  time 
off,  remuneration  or  lifestyle  we 
have  the  opportunity  for  you  in  a 
solo,  group,  or  employee  practice. 


WISCONSIN 

Milwaukee 

Sheboygan 

Beloit 

Madison 

Kenosha 


NATIONAL 

Indianapolis 

Chicago 

Pittsburgh 

Cincinnati 

Jacksonville 


Confidential  * References 
(No  cost  to  you  - our  clients  pay  all 
costs) 


The  Curare  Group,  Inc. 

(800)  880-2028,  FAX:  (812)  331-0659 
P.O.  Box  5642 

Bloomington,  IN  47407-5642 
(M-F  9:00-8:00,  Sat  12:00-5:00) 

10/93-9/94 


Qualified  applicants  should  be  BE/BC 
in  Family  Practice,  Emergency  Medicine 
or  Internal  Medicine  with  experience  in 
Pediatrics.  Dean  Medical  Center  oper- 
ates two  Urgent  Care  Centers  365  days 
per  year,  from  7:00  a.m.  - 11:00  p.m. 
ExceUent  compensation  and  benefits  with 
shareholder  eligibility  after  two  years  of 
employment.  For  more  information 
contact  Scott  M.  Lindblom,  Dean  Medi- 
cal Center,  1808  W.  Beltline  Highway, 
P.O.  Box  9328,  Madison,  Wisconsin, 
53715-0328,  at  work  1-800-279-9966  or 
(608)  259-5151  or  home  (608)  833-7985. 
An  Equal  Opportunity  Employer. 

11-12/93 

MADISON,  WISCONSIN  - Dean 
Medical  Center,  a 240  physician  multis- 
pecialty group  is  seeking  additional 
family  physicians  to  join  its  30  member 
department.  Positions  are  located  at  our 
Arcand  Park  and  Sun  Prairie  Clinic  loca- 
tions. Madison  is  the  home  of  the  Uni- 
versity of  Wisconsin  with  enrollment  of 
over  40,000  students  and  the  state  capi- 
tal. Abundant  cultural  and  recreational 


FAMILY  PRACTICE 
MINNESOTA 

BC/BE  family  practitioner  to  ex- 
pand current  23  member  depart- 
ment. Enjoy  a lifestyle  of  call  every 
21-23  days  and  an  average  4 day 
workweek.  Just  20  minutes  north 
of  downtown  Minneapolis,  the 
area  offers  suburban  living  with 
easy  access  to  an  unlimited  array 
of  family,  culturaL  educational  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including  paid  vacation 
and  CME;  Pension  Plan;  all  insur- 
ances paid  and  partnership  po- 
tential after  one  year.  Please  re- 
spond with  CV  to: 

John  Pastorius,  MD 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

12/93 


opportunities  are  available  year  round. 
Excellent  compensation  and  benefits  are 
provided  with  employment  leading  to 
shareholder  status.  For  more  informa- 
tion contact  Scott  M.  Lindblom,  Dean 
Busirvess  Office,  1808  West  Beltline  Hwy., 
P.O.  Box  9328,  Madison,  Wisconsin, 
53715-0328,  work  at  1-800-279-9966,  (608) 
259-5151  or  at  home  (608)  833-7985.  An 
Equal  Opporhinity  Employer. 

11-12/93 

MADISON,  WISCONSIN  - Dean 
Medical  Center  a growing  240  physician 
multispecialty  group  with  over  21  loca- 
tions is  seeking  additional  BE/BC  inter- 
nists to  join  their  25  member  depart- 
ment. Opportimities  are  available  at  our 
clinics  in  Stoughton  and  Sun  Prairie. 
Madison  is  the  home  of  the  University  of 
Wisconsin  with  enrollment  of  over  40,000 
students  and  the  state  capital.  Abun- 
dant cultural  and  recreational  opportu- 
nities are  available  year  round.  Excel- 
lent compensation  and  benefits  provided 
with  employment  leading  to  shareholder 
status.  For  more  information  contact 
Scott  M.  Lindblom,  Physician  Recruiter, 
Dean  Business  Office,  1808  West  Beltline 
Hwy.,  P.O.  Box  9328,  Madison,  Wiscon- 
sin, 53715-0328,  work  1-800-279-9966, 


for  I'SP-' 

Practices  Srekinf*  Physicians 
V'  Pliysicians  Seeking  Practices 

Locum  Tenens  and  Permanent  Positions 

Physician  Placement  Specialists 

P.O.»ox791«  Brookfield,  Wl  5.^)084)791 

1-800-747-0606  (414)  784-9524 


Madison,  Wl-Physicians  Plus  Medical 
Group,  a 190  member  multi-sp>ecialty 
group,  is  seeking  BC/BE  physicians  in 
several  specialties  to  complement  its 
rapidly  expanding  organization.  Of- 
fering a full  fringe  package  including 
guaranteed  salary  plus  incentive  and 
shareholdership  after  two  years.  All 
clinics  have  on  site  lab  and  x-ray,  serv- 
icing one  centralized  hospital.  Enjoy 
small  town  living  with  big  city  ameni- 
ties, an  award  winning  school  system, 
and  four  beautiful  lakes.  Call  collect; 
(608)  252-8580,  or  send  CV  to:  Laurie 
Glowac,  345  W.  Washington  Ave., 
Madison,  Wl  53703.  2-12/93 
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(608)  259-5151  orathome  (608)  833-7985. 
An  Equal  Opportunity  Employer. 

11-12/93 

WISCONSIN  - BC/BE  General  Internist 
needed  to  join  an  eight-member  team  of 
Internists  in  a busy  20-physician  multi- 
specialty group  practice.  Candidates 
with  sub-specialty  training  or  interest 
will  be  considered.  Lovely  community 
of  35,000  located  mid-state  on  the  west- 
ern shore  of  Lake  Michigan.  First  year 
salary  guaranteed  plus  excellent  benefit 
package.  Contact  or  send  C.  V.  to:  James 
Robinson,  Administrator,  Manitowoc 


Occupational  Medicine 
Oncology  • Gastroenterology 
Orthopedics  • Neurosurgery 
Orthopedics — Hand 

You  will  find  that  we  have  the  most 
attractive  opportunities  available  in: 

WI  • MI  • OH  • WV 


Why  wait? 

Please  call  1-800-243-4353 


Strelcheck  & Associates,  Inc. 
10624  N.  Port  Washington  Rd. 
Mequon,  Wl  53092 


PHYSICIANS 

Join  the  nation's  largest  health  care 
team.  Opportunities  exist  at  this 
Department  of  Veterans  Affairs 
Medical  Center  for  BC/BE  inter- 
nists or  family  practitioners.  Li- 
censure any  state.  Must  meet 
English  proficiency  requirement. 
Competitive  salary  with  excellent 
benefits.  Enjoy  Grand  Island, 
Nebraska,  named  one  of  the  50 
best  towns  in  America,  and  three- 
time recipient  of  the  All-2\meri- 
can  City  award.  Contact  or  send 
CV  to:  Georges  Hoche',  MD,  Chief 
of  Staff,  VA  Medical  Center,  2201 
N.  Broadwell,  Grand  Island,  NE 
68803;  308-389-5106.  EOE. 

12/93 


Clinic,  601  Reed  Avenue,  PO  Box  1270, 
Manitowoc,  WI  54221-1270.  Telephone 
414-682-8841.  11-12/93,1/94 

BEAUTIFUL  NORTHWESTERN  ILLI- 
NOIS: Seeking  primary  care  physicians- 
family  practice  or  internal  medicine-to 
staff  quiet,  low-volume  emergency  de- 
partment in  50-bed  hospital  in  growing 
community.  Near  to  Chicago  amenities. 
Excellent  pay  and  benefits.  Supj)ortive 
medical  staff  and  administration  and 
well-trained,  pleasant  nursing  staff. 


MEDICAL  DIRECTOR 

Excellent  opportunity  for  a li- 
censed physician  to  positively 
contribute  to  the  health  of  Mil- 
waukee's 628,000  citizens.  In  this 
influential  position,  the  Medical 
Director  will  oversee  and  set  di- 
rection for  all  of  the  public  health 
services  of  the  Milwaukee  Health 
Department  including  laboratory, 
disease  surveillance  and  report- 
ing, community  health  research, 
planning  and  policy,  and  limited 
patient  care  services.  In  addition 
to  having  a current  license  to  prac- 
tice medicine  in  the  State  of  Wis- 
consin, applicants  should  also  have 
a Master's  in  Public  Health  or 
equivalent,  experience  in  clinical 
medicine  and  public  health  policy 
development.  Residency  in  the 
city  of  Milwaukee  is  required 
within  six  months  of  appointment. 
Salary  is  commensurate  with  ex- 
perience and  complements  an  ex- 
cellent benefit  package. 

Interested  individuals  should  for- 
ward a resume  to  Paul  Nannis, 
Health  Commissioner,  Box  MD-3, 
841  North  Broadway,  Room  112, 
Milwaukee,  WI  53202,  or  may  call 
414-286-3521  for  more  informatioa 


Milwaukee 

An  Equal  Employment  Opportu- 
nity/ Affirmative  Action  Employer 


ASSISTANT 
MEDICAL  DIRECTOR 

We  are  seeking  a qualified  Physician 
for  an  Assistant  Medical  Director  posi- 
tion at  our  Midwest  Regional  Home 
Office  in  Appleton. 

This  newly  created  position  reports  to 
the  Vice  President  and  Chief  Medical 
Director  who  is  located  in  our  New 
York  City  Corporate  Office. 

Ideally  the  Physician  we  are  seeking 
should  be  Residency  Trained  and 
Board  Certified  in  Internal  Medicine  or 
Family  Practice,  or  General  Surgery, 
and  licensed  to  practice  in  Wisconsin. 
Your  initial  first  six  weeks  of  employ- 
ment will  require  training  in  our  New 
York  Corporate  Office.  Your  priority 
duties  will  be  to  implement  policy  for 
claims  and  underwriting  functions. 
Experience  working  with  an  insurance 
company  in  Group  Health  Claims 
Adjudication  and  an  understanding  of 
Group  Life  Underwriting  a definite 
advantage. 

This  position  will  be  interfacing  with 
all  levels  of  Management  at  the  Re- 
gional Home  Office  on  a continuing 
basis  as  well  as  with  Senior  Manage- 
ment in  New  York  City.  The  ability  to 
communicate  well  both  verbally  and 
in  writing  is  a must. 

In  addition  to  your  insurance  responsi- 
bilities, the  new  Physician  will  also  be 
responsible  for  employee  health  and 
will  supervise  a nurse. 

The  Guardian  is  one  of  the  largest  Life 
and  Health  Insurers  in  the  United 
States  with  assets  exceeding  $10  bil- 
lion. We  offer  a comf>etitive  salary  and 
excellent  benefits  that  are  among  the 
best  in  the  Insurance  Industry  today. 

If  you  have  the  qualifications  we  are 
seeking  and  are  interested  in  this  as- 
signment, please  send  your  curricu- 
lum vitae  along  with  your  salary  re- 
quirements to: 

Kevin  Gitter,  Human  Resources  Ad- 
ministrator 

The  Guardian  Insurance  Company 
2300  E.  Capitol  Drive 
Appleton,  WI  54915 
Equal  Opportunity  Employer 
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Contact  Michael  Parker,  MD,  (815)395- 
5261,  Saint  Anthony  Medical  Center,  5666 
East  State  St.,  Rockford,  IL  61108-2472. 

11-12/93 

FACULTY  NEEDED  IMMEDIATELY  - 
SOUTHERN  WISCONSIN  FAMILY 
PRACTICE  RESIDENCY  PROGRAM 
The  Southern  Wisconsin  Family  Practice 
Residency  Program  (SWFPRP)  is  cur- 
rently seeking  one  full-time  board  certi- 


INDEPENDENT MEDICAL 
EVALUATIONS 
ALL  MEDICAL 
SPECIALTIES 

Enjoy  professional  independ- 
ence and  a profitable  practice. 
CHIRON,  LTD,  is  the  largest 
provider  of  Independent  Medi- 
cal Examinations  (IME's)  in 
Wisconsin.  Thanks  to  contin- 
ued strong  growth,  we  are  seek- 
ing experienced  board  certified 
physicians  in  all  medical  spe- 
cialties. As  an  independent 
contractor,  you  enjoy  the  free- 
dom to  work  full  or  part-time  in 
our  office  or  receive  referrals 
directly  to  your  office. 

Receive  substantial  compensa- 
tion; set  your  own  schedule;  sup- 
plement your  current  practice; 
receive  professional  and  admin- 
istrative support  services  and 
training  under  the  direction  of 
James  M.  Huffer,  MD,  Medical 
Director. 

Send  CV  and  letter  of  inquiry  to: 
Stephen  P.  Thompson 
Physician  Services  Manager 
CHIRON,  LTD 

3330  University  Ave.,  Suite  310 
PO  Box  5914 
Madison,  WI  53705-0914 
Telephone;  608-231-3030 


CHIRON 


The  Reh.abilitation  E.xperts 
8/93-1/94 


fied  family  physician  to  join  our  com- 
munity-based 6-6-6  residency  program. 
Developing  the  obstetrics  and  procedural 
training  curriculum  will  be  important. 
Responsibilities  include  teaching  resi- 
dents, patient  care  including  obstetrics, 
and  scholarly  activities.  An  attractive 
call  schedule  is  offered.  Compensation 
is  negotiable,  and  generous  fringe  bene- 
fits are  offered.  Janesville  is  a family -ori- 
ented community  of  53,000  located  in 
southern  Wisconsin  offering  the  secu- 
rity of  small-town  living  with  proximity 
to  major  metrop>olitan  areas.  All  quali- 
fied applicants  considered.  Position  will 
remain  open  until  filled.  Need  is  imme- 
diate and  starting  date  is  flexible.  Ad- 
dress CV  and  letter  of  application  to 
Gregory  L.  Darrow,  M.D.,  Director, 
Southern  Wisconsin  Family  Practice 
Residency  Program,  849  Kellogg  Ave- 
nue, Janesville,  Wisconsin,  53546. 

9/93;TFN 

WISCONSIN:  Family  practitioner 

needed  by  a growing  practice  of  a four 
physician  group  in  a friendly  rural 
community  in  Northeast  Wisconsin  near 
Green  Bay.  This  is  an  excellent  opportu- 
nity to  join  an  established  organization. 
Highly  competitive  salary  with  benefits. 
Please  contact:  Artwich  Clinic,  Oconto 
Falls,  Wisconsin  54154.  9/93-4/94 


PHYSICIAN 
MEDICAL  DIRECTOR 
PRIMARY  CARE  CLINIC 
IMMEDIATE 
OPPORTUNITY 

7:30  - 4:00  Mon. — Fri. 

JSA  Healthcare  Corp.  is  looking 
for  a Primary  Care  Physician  to 
direct  and  service  the  Troop 
Medical  Clinic  at  Ft.  McCoy, 
Sparta,  WI.  Position  requires  a 
MD  or  DO,  with  ambulatory  care 
experience,  current  license  in  one 
of  the  fifty  states  and  ACLS/BCLS. 
Competitive  financial  considera- 
tion is  offered  with  paid  malprac- 
tice/CME. 

NO  NIGHTS  - NO  CALL  - NO 
WEEKENDS  - NO  HOLIDAYS!!! 
CONTACT: 

SUSAN  BRAY  1-800-966-2811 
12/93-1/94 


MILWAUKEE  AREA.  A rapidly  ex- 
panding 68  physician  multi-specialty 
clinic  seeks  BC/BE  physicians  in  the 
following  specialties:  family  practice, 
internal  medicine,  urology,  oncology, 
pediatrics  and  OB/Gyn.  Competitive 
salary,  excellent  fringe  benefits.  Ad- 
dress inquiries  and  CV  to;  Medical 
Associates  Administrator,  PO  Box  427, 
Menomonee  Falls,  WI  53052-0427. 

9-12/93 

FAMILY  PRACTICE  PHYSICIAN 
needed  to  join  established  group  of  five 
FPs  and  one  Pediatrician.  Northwestern 
Wisconsin  community  of  8,000  with  serv- 
ice area  of  40,000,  located  on  the  door- 
step of  Wisconsin's  fabulous  lake  coun- 
try. Practice  medicine  in  a small  family- 
oriented  community  within  two  hours 
of  Minneapolis/St.  Paul.  Competitive 
salary  and  excellent  fringe  package.  Send 
CV  to  James  A.  Volk,  M.D.,  Medical 
Director,  PO  Box  3217,  Eau  Claire,  WI 
54702-3217;  ph  715-836-8552. 

12/93-3/94 

EXPLORE  MINNESOTA  AND  PRI- 
MARY CARE  with  the  North  Memorial 
Medical  Center  primary  care  network. 
Opportunities  in  family  practice,  inter- 
nal medicine  and  ob/gyn  that  allow 
security  and  stability  without  sacrific- 
ing autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportu- 


Family  Practice  physician  to  join 
8-physician  family  practice  clinic 
in  Cloquet,  Mirmesota,  a commu- 
nity of  14,000  located  20  miles  from 
Duluth/Superior.  Modem,  well- 
equipped  hospital  1 block  away, 
stable  forest  products-based  econ- 
omy, excellent  schools,  4-season 
outdoor  recreation.  First  year  sal- 
ary guarantee,  paid  malpractice, 
health  and  disability  insurance, 
vacation  and  CME. 

Send  CV  in  strictest  confidence  to: 
John  J.  Turonie,  Administrator 
The  Raiter  Clinic,  Ltd. 

417  Skyline  Boulevard 
Cloquet,  Minnesota  55720 
Telephone:  218/879-1271 

The  Raiter  Clinic,  Ltd.  is  an  equal 
opportunity  employer.  12/93 
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nities  with  North/University  of  Minne- 
sota residency  program.  Competitive 
compensation  structures  and  flexible 
schedules  with  independent  or  hospital- 
owned  group  practices.  Immediate  ac- 
cess to  Minneapolis/ St.  Paul  attractions. 
Central  to  Minnesota's  abundant  lakes 
country.  If  you're  BC/ BE,  send  your  CV 
or  call  in  confidence:  North  Physician 
Placement  Office,  North  Memorial  Medi- 
cal Center,  3300  Oakdale  Ave.  North, 
Robbinsdale,  MN  55422.  Nationwide 
and  Canada  1-800-275-4790.  In  the  Twin 
Cities,  call  612-520-1336.  9-12/93 

NORTHERN  MICHIGAN  - Excellent 
opportunities  for  BC/BE  physicians  in 
Orthopedics,  OB/GYN,  Internal  Medi- 
cine, Neurology,  Psychiatry,  and  Gas- 
troenterology to  establish  practices  in  a 
recreational.  Northern  Michigan,  fam- 
ily-oriented community.  Salary  guaran- 
tees with  excellent  benefits.  Send  CV  or 
contact  John  Schon,  Administrator,  Dick- 
inson County  Memorial  Hospital,  400 
Woodward  Avenue,  Iron  Mountain, 
Michigan  49801.  800-236-3240.  12/93 

FAMILY  PRACTICE  physician  needed 
by  progressive  and  growing  group  prac- 
tice in  west  central  Wisconsin.  City  of 
60,000.  Ninety  miles  from  Minneapolis/ 
St  Paul.  Primarily  prepaid  practice  with 
large  component  FES.  Highly  competi- 
tive salary  with  excellent  fringe  benefits. 
Practice  high  quality  care  in  good  rec- 
reational area.  Send  CV  to  James  A.  Volk, 
MD,  Medical  Director,  PO  Box  3217, 


Southern  Wisconsin:  Family 

practice  and  internal  medicine 
opportunities  available  in  metro- 
politan, suburban  and  rural  areas. 
Opportunities  include  multispe- 
cialty group,  community  hospital 
network,  teaching  and  managed 
care  setting.  Each  provides  six 
figure  salary  guarantee,  full  bene- 
fit package,  excellent  call  sched- 
ule. Must  be  BE/ BC  and  commit- 
ted to  providing  quality  care. 
Contact  John  Goff  at  1-800-236- 
7688  to  have  information  on  any 
of  these  practices  sent  to  you. 

12/93-2/94 


Eau  Claire,  WI  54702-3217;  ph  715-836- 
8552.  12/93-3/94 

FAMILY  PRACTITIONER-INTER- 
NAL MEDICINE-OB/GYN-PEDI- 
ATRICIAN  to  join  progressive  13-phy- 
sician group  practice.  Rural  college  town 
30  miles  from  St.  Paul,  MN.  New  clinic 
and  new  hospital.  Contact  Robert  B. 
Johnson,  MD,  River  Falls,  WI  54022  (715) 
425-6701.  c9tfn/91 

THE  WAUSAU  MEDICAL  CENTER  is 
seeking  Board  Certified-Eligible  indi- 
viduals in  the  following  specialties:  In- 
ternal Medicine,  Dermatology,  Family 
Medicine,  Gastroenterology,  Obstetrics/ 
Gynecology,  Pediatrics,  Occupational 
Medicine  and  Urology.  Large  multi- 
specialty group  located  in  central  Wis- 
consin. Competitive  salary  (incentive 
after  first  year).  Comprehensive  benefit 
package  including  malpractice  insur- 
ance, flexible  benefit  plan  and  profit 
sharing.  Modem  facility  located  directly 
across  the  street  from  250-bed  acute  care 
facility.  The  area  is  ideal  for  outdoor  en- 
thusiasts (including  large  downhill  ski 
area)  with  outstanding  cultural  activi- 
ties year  round.  Write  or  call  collect 
David  K.  Aughenbaugh,  MD,  Medical 
Director,  Wausau  Medical  Center,  2727 
Plaza  Drive,  Wausau,  Wisconsin  54401, 
telephone  (715)  847-3235.  2/93;TFN 


HealthSpan,  a regional  health  care 
system  with  sites  in  Minneapolis, 
Saint  Paul  and  leading  communi- 
ties within  a 150  mile  radius  of  the 
Twin  Cities,  offers  practice  oppor- 
tunities in: 

• Emergency  Medicine 

• Family  Practice 

• Hematology/ Oncology 

• Internal  Medicine 

• Obstetrics/ Gynecology 

• Pediatrics 

• Physiatry 

• Psychiatry 

• Urgent  Care 

Contact: 

HealthSpan 
Medical  Affairs 
2810  57th  Avenue  North 
Minneapolis,  MN  55430 
800-248-4921  or  612-574-7756. 

10-12/93 


For  Sale 


BUILDING  FOR  SALE: 
Wauwatosa,  comer  50'  X 124'  lot. 
Zoned  Medical.  Currently  dental 
office  - 864  sq.  ft.  plus  2nd  floor 
apt.  Approved  for  550  sq.  ft.  addi- 
tion and  9 stall  parking  lot.  Dr. 
Scheels  eves.  414-784-7742.  tfn 


FOR  SALE:  Kodak  DT-60  Ana- 
lyzer purchased  new  12-1-92. 
Never  used  for  patient  testing  due 
to  consolidation  of  2 clinic  labs. 
For  more  info  call  608-348-4677  or 
write  to  PO  Box  659,  Platteville, 
WI  53818.  12/93-1/94 


INTERNAL  MEDICINE 
MINNESOTA 

Progressive  primary  care  based 
multispecialty  group  seeking  BE/ 
BC  internist  to  expand  existing  3 
p>erson  department.  We  are  look- 
ing for  someone  interested  in  in- 
patient as  well  as  out-patient  medi- 
cine. Subspeciality  interest  would 
be  an  advantage. 

Located  just  20  minutes  north  of 
downtown  Minneapolis,  the  area 
offers  suburban  living  with  easy 
access  to  an  unlimited  array  of 
family,  cultural,  education  and 
recreational  opportunities. 

Members  of  our  physician  owned 
and  directed  group  earn  a highly 
competitive  income  and  excellent 
benefits  including:  paid  vacation 
and  CME;  all  insurances  paid  and 
partnership  potential  after  one 
year.  Please  respond  with  CV  to: 

John  Bordwell,  MD 
Medical  Director 
Comprehensive  Medical  Care 
9055  Springbrook  Drive 
Coon  Rapids,  MN  55433 
(612)  780-9155 

12/93 
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Medical  Meetings-Continuing 
Medical  Education 


18th  Annual  Winter  Pediatric  Seminar, 
February  10-11,  1994,  Indianhead  Re- 
sort, Wakefield,  Michigan.  Contact: 
Marshfield  Clinic,  Office  of  Medical 
Education,  1000  North  Oak  Avenue, 
Marshfield,  W1  54449.  1-800-541-2895. 

12/93-1/94 

AMA 

June  12-16,  1994:  Annual  AMA  House 
of  Delegates,  Chicago. 

December  4-7,  1994:  Interim  House  of 
Delegates,  Honolulu. 


Primary  Care  Update 
Utilization  and  Application  of 
Cardiology 
February  25  & 26, 1994 

Course  Directors: 

Dr.  M.  Wasiullah,  Dr.  J.  Leibsohn, 
Dr.  M.  Becker 

The  course  will  be  held  at  the 
Wyndham  Hotel  in  downtown 
Milwaukee  on  Feb.  25  and  26, 1994. 
This  one  and  a half  day  accredited 
course  is  designed  to  update  the 
primary  care  physician  on  the 
utilization  of  various  cardiology 
applications  - new  thrombolytic 
agents,  cardiogenic  syncope,  cur- 
rent concepts  in  the  treatment  of 
hypertension,  survival  post  MI, 
new  NCEP  lipid  guidelines,  office 
management  of  CHE,  treatment 
and  diagnoses  of  arrythmias,  role 
of  anticoagulants  in  DVT/ atrial 
fib,  EKG  when  and  who. 

In  addition,  there  will  be  work- 
shops to  insure  good  application 
of  various  diagnostic  procedures  - 
EKG,  chest  X-ray,  stress  testing, 
imaging.  Included  in  this  course 
registration  is  daily  continental 
breakfast,  lunch  (with  guest 
speaker)  on  Friday,  and  CME 
credit.  Based  on  the  meeting  for- 
mat we  have  applied  for  16  hours 
of  AAFP  credit.  Price:  $50/ physi- 
cian; $25/ resident/ intern. 

For  further  information  call  414- 
481-8400.  11-12/94-1-2/94 


Miscellaneous 


ATTENTION;  CARTOON  FANS  AND 
COLLECTORS!  Andrew  Toos,  one  of 
the  country's  leading  cartoonists,  is  of- 
fering originals  and  prints  of  his  hilari- 
ous work  on  the  medical  profession  that 
have  appeared  in  such  n\agazines  as 
THE  SATURDAY  EVENING  POST,  SPY, 
OMNI,  PENTHOUSE,  TV  GUIDE  and 
COSMOPOLITAN.  Cartoons  can  be 


EM  ALTERNATIVES  INC 
INTRODUCES  INFOMEDICS 
SOFTWARE 

STATOX:  COMPUTER  DRUG 
INFORMATION 

• Drug  Toxicology  Reference 

• Simple,  Concise,  Quick  Access 

• Low  Cost  Alternative 

• Updated  BiAnnually  by  Na- 
tional Experts 

ENVIRONTOX:  COMPUTER 
CHEMICAL  INFORMATION 

• Chemical  Toxicology  Reference 
Database 

• Simple,  Concise,  Quick  Access 

• Low  Cost  Alternative 

• Updated  Biannually  by  National 
Experts 

HOME  CARE:  COMPUTER 
INSTRUCTION  SHEET 

• Personalized  For  Your  Patient 

• Customized  For  Your  Institu- 
tion 

• Reviewed  By  Medical  Experts 

NURSE  CALL:  TELEPHONE 
TRIAGE  GUIDELINES 

• Standardize  Telephone  Triage 
Advice 

• Reduces  Unnecessary  ER  Visits 

• Creates  Telephone  Log 

Computer  Software  Offering  Faster, 
Easier  Reference  and  Problem  Solv- 
ing in  Drug,  Hazardous  material 
exposure.  Discharge  Planning  or 
Nurse  Telephone  T riage.  Updated  in 
Advance  of  Standard  Textbooks.  They 
are  IBM  Compatible  and  User 
Friendly. 

Contact: 

Gil  or  Judy  Paradowski 
UDS  Distributors,  Mequon,  WI 
1-800-258-2550  • 1-414-241-3030 
FAX  1-414-377-7569 


personalized  to  your  order  and  are  suit- 
able for  framing.  GREAT  FOR  GIFTS! 
To  receive  a catalogue  and  price  list, 
contact  ANDREW  TOOS,  8 Laurel  Drive 
South,  Sherman,  CT  06784,  (203)  350- 
3718  Phone/Fax.  10-12/93 

THE  BANANA  PEEL.  A tax  manage- 
ment newsletter  containing  inside  infor- 
mation drawn  from  physicians'  experi- 
ences. Call  1 -800-SLIPUPS,  or  write  The 
Banana  Peel,  2177  Barry  Drive,  Fort 
Myers,  Florida  33907  for  your  compli- 
mentary copy.  (ISSN  1069-9449).  The 
Banana  Peel  respects  your  privacy  and 
does  not  sell,  rent,  or  exchange  your 
name/address.  10-12/93 


Advertisers 


Army  Medicine  667 

Army  Reserve  677 

CNA  Insurance  Companies 665 

Comphealth  679 

JSA  Healthcare  Corporation  679 

Medical  Claims  Plus 695 

Medical  Protective  Company  680 

Physicians  Insurance  Company 

of  Wisconsin  BC 

Riverview  Clinic  6% 

SMS  Insurance  Services,  Inc IFC 


Thanksfor 
sticking  with  us. 
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What  would  make 
this  60  year  old  woman 
reveal  her  breasts  to 
someone  she  doesn’t  know? 


It  would  have  to  be 
for  a very  good  reason. 
Like  getting  her  yearly 
mammogram. 

Doctors  agree  the  risk 
of  breast  cancer  is  higher 
as  you  get  older.  But  with 
early  detection,  you 
increase  the  chance  of 
successful  treatment.  | 
Especially  if  you’re  J 
over  50,  call  the  / 

American  Cancer  / 
Society.  It  may  just  / 
save  your  life.  / 


A MAMMOGRAM.  EARLY  DETECTION  IS  THE  BEST  PROTECTION. 


A Public  Service  of 
This  Publication 


CALL  1-800-ACS-2345 


A/VAERiCAN 

CANCER 

SOCIETY 


Season’s  Greetings 

The  staff  at  Physicians  Insurance  Company  of 
Wisconsin  would  like  to  wish  you  the 
happiest  of  holidays,  and  hope  you  have  a 
healthy  and  prosperous  New  Year. 


PHYSICIANS  INSURANCE 
COMPANY  OF  WISCONSIN 


8401  Greenway  Blvd.,  Suite  1101 
P.O.  Box  620407 

Middleton,  Wisconsin  53562-0407 


(608)  831-8331  • (800)  279-8331  • FAX  (608)  831-0084 


